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NOTES  ON  THE  ARTIFICIAL  FEEDING  OF  INFANTS 

George  E.  Dash,  M.  D.,  St.  Andrews  Hospital 


Looking  back  over  a period  of  years  in  pediatric 
practice,  one  wonders  if  our  interest  in,  and  our 
knowledge  of  practical  artificial  feeding  of  infants 
has  not  slipped  noticeably.  Babies  are  born  just  as 
they  were  years  ago,  their  physical  makeup  is  just 
the  same,  their  nutritional  needs  have  not  changed  in 
the  least,  yet,  we  have  been  seemingly  less  interested 
in  accurate  rules,  axioms,  and  practices  of  good  feed- 
ing procedures.  We  have  left  much  to  the  proprietary 
food  manufacturers,  depending  on  tables,  charts  and 
ingenious  slide  rule  devises  put  out  by  them.  We  do 
not  examine  the  stools  as  carefully  as  we  did  in  the 
past,  nor  is  our  check  hack  on  the  earlier  feeding  his- 
tory as  thorough  as  formerly.  All  of  this  in  face  of 
the  fact  that  breast  feeding  is  rapidly  becoming  a 
thing  of  the  past  and  the  need  for  good  artificial 
feeding  more  necessary  than  ever  before. 

The  first  essential,  naturally,  is  a careful,  pain- 
staking history,  then  the  thorough  physical  examina- 
tion, thinking  of  those  organic  factors  which  would 
have  a hearing  on  the  feeding : pyloric  stenosis, 

pylorospasm,  congenital  anomalies  of  the  digestive 
tract,  cleft  palate,  adhesions  anywhere  in  the  tract, 
celiac  disease,  megacolon,  etc.  One  must  realize  that 
the  hyperkenetic  baby  will  have  colic ; that  a congeni- 
tal heart  can  he  a major  factor ; that  a hypertrophied 
thymus  will  produce  hiccough  and  maybe  a factor  in 
projectile  vomiting. 

As  in  the  past,  excluding  allergies  in  which  we  must 
use  a hypoallergic,  or  non  allergic  milk,  cow  milk 
diluted  and  modified  in  some  way,  is  still  the  basis 


from  which  we  start.  Looking  back  one  recalls  how  it 
was  early  felt  that  the  curd,  the  coagulable  protein  of 
cow’s  milk,  with  its  higher  percentage  and  tougher 
curd  as  compared  to  breast  milk  was  the  offending 
factor  in  producing  the  varied  feeding  disturbances. 
It  is  interesting  to  recall  the  classic  experiment  of 
Finkelstein,  now  hardly  mentioned  in  textbooks,  by 
which  he  proved  these  theories  to  be  false.  He  sepa- 
rated cows  milk  and  breast  milk  into  the  curd  and 
whey,  mixed  the  curd  of  cows  milk  with  breast  milk 
whey,  and  the  curd  of  breast  milk  with  cows  milk 
whey.  The  group  of  infants  fed  on  the  second  mix- 
ture showed  all  the  same  group  of  untoward  effects 
that  were  seen  on  those  fed  on  the  unaltered  cows’ 
milk,  while  those  fed  on  the  first  mixture  did  well ; 
there  was  something,  either  the  sugar  or  the  salts  in 
cows’  milk  whey  that  was  the  offender,  the  proteid 
was  relatively  harmless.  From  this  he  evolved  the 
formula  for  proteid  milk,  long  an  important  food  for 
difficult  feeders  ; in  those  cases  in  which  carbohydrate 
is  not  well  tolerated  we  can  temporarily  push  the 
proteid  higher  with  this  food ; in  underfed  babies, 
we  can  push  the  caloric  intake  far  higher  with  it 
than  with  any  other  food.  It  well  deserves  a further 
study  and  a revival  of  its  use.  We  can  recall  the  many 
brilliant  suggestions  and  methods  of  modifying  this 
curd,  cereal  water  diluents,  boiling,  even  the  use  of 
citrates  to  prevent  curd  formation,  but  the  experi- 
ment noted  above  proved  all  these  to  he  unnecessary. 
The  dilution  of  cows’  milk  and  the  addition  of  some 
form  of  carbohydrate  other  than  lactose,  in  most 
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cases  takes  care  of  the  untoward  action  of  the  whey. 

The  basic  rules  are  just  the  same  today  as  in  the 
past : total  fluid  requirements  3 oz.  per  pound  per 
day : calories  are  still  easy  to  figure  and  are  most 
important  if  we  are  to  be  thorough,  40  to  65  per  pound 
per  day  depending  on  the  nutritional  status  of  the 
baby. 

Something  like  forty-five  years  ago,  Finkelstein 
classified  and  co-ordinated  several  types  of  digestive 
and  nutritional  conditions : this  too  has  been  omitted 
from  current  literature  on  infant  feeding,  but  will 
bear  reexamination  and  restudy.  His  classification 
was  as  follows : : Weight  disturbance.  This  is  the 
typical  fat  baby.  Instead  of  the  normal  five  to  eight 
ounce  gain  per  week,  his  is  in  excess,  often  reaching 
sixteen  per  week,  and  even  over.  There  is  a tendency 
to  vomiting  without  organic  cause,  constipation  with 
hard,  dry,  so-called  dog  stools,  which  may  tear  the 
mucous  membrane  of  the  anus  and  produce  blood 
streaked  stools,  ammoniacal  urine  is  very  pronounced, 
and  there  is  a marked  tendency  to  skin  disorders,  the 
seborrhoeas,  eczemas  and  intertrigos.  This  type  of 
baby  is  also  more  prone  to  the  development  of  a later 
rickets.  This  is  a chronic  fat  disturbance,  requires  a 
very  low  caloric  intake,  often  not  more  than  thirty- 
five  per  pound  per  day,  a lowering  of  the  fat  intake, 
and  raising  of  the  carbohydrate,  and/or  the  addition 
of  some  chemical  agent  to  assist  the  fat  digestion,  for 
example  the  potassium  bicarbonate  in  dextri-maltose 

# 3. 

His  second  group  he  called  dyspepsia,  an  old  word, 
but  which  still  has  its  full  meaning.  This  dyspepsia 
can  apply  to  any  element  of  the  food,  either  alone  or 
combined. 

Proteid  disturbance  is  characterized  by  vomiting 
of  an  alkaline  curd — the  stools  are  diarrhoeal,  gray 
to  white  in  color,  and  have  a characteristic  musty, 
mouldy  odor,  and  are  alkaline.  The  treatment  is 
naturally  directed  to  the  proteid,  reduce  it  by  further 
dilution,  adding  cereal  waters,  boiling,  etc.,  or  change 
to  a milk  that  does  not  contain  cows’  milk  proteid, 
for  example  the  soy  bean  group.  These  cases  are 
not  frequently  seen  ; they  are  usually  a type  of  allergy 
for  as  stated  above,  the  proteid  produces  few  un- 
favorable reactions. 

Carbohydrate  dyspepsia:  The  keynote  in  this 

group  is  fermentation  and  the  formation  of  gas,  and 
with  it,  colic.  The  diarrhea  is  marked,  stools  are 
green,  very  frequent,  sour  smelling,  excoriating  and 
produce  intertrigo  of  the  diaper  region ; distension  is 
characteristic;  there  is  seldom  vomting,  if  so  it  is 
caused  by  back  pressure  from  the  distension  not  from 
direct  effects  on  the  stomach  itself.  Treatment  is  to 
lessen  and/or  change  the  carbohydrate  and  it  is  here 
that  the  balancing  action  of  the  proteid  is  most  evident, 
here  where  we  can  use  proteid  milk  to  good  advantage, 
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and  where  it  has  most  often  proved  its  value.  In 
changing  the  carbohydrate  we  recall  the  sugars  vary 
greatly  in  their  fermentability,  sacchrose  being  most 
fermentable,  malt  preparations  next,  and  the  corn 
syrups  the  least.  Eliminate  the  carbohydrate  entirely, 
and  gradually  — restore  it  as  tolerance  becomes  re- 
established. Please  note  the  word  gradually  — this 
gradual  stepping  up  of  a formula  in  contrast  to  a 
sudden  change  is  one  of  the  essential  points  in  suc- 
cessful feeding. 

Fat  dyspepsia:  This  is  acute,  not  chronic,  as  in  the 
case  of  weight  disturbance  noted  above.  We  see 
these  cases  where  there  has  been  a sudden  change  in 
the  character  or  contents  of  the  milk  fat ; for  example 
where  an  infant  has  been  on  a milk  with  a lower  fat 
content  and  is  suddenly  shifted  to  a richer  milk  such 
as  Jersey;  also  in  frozen  milk  the  covering  of  the  fat 
globules  break,  the  oil  runs  together  in  large  globules 
and  digestion  is  difficult.  Symptoms : vomiting — the 
old  axiom,  fat  retards  the  emptying  time  of  the 
stomach  — - diarrhoea  with  characteristic  stools,  acid 
from  the  various  fatty  acids,  and  have  the  odor  of 
rancid  butter.  Treatment  is  obvious,  remove  all  fat 
until  the  symptoms  abate,  then  gradually  restore. 

His  third  group  he  called  decomposition;  other 
terms  have  been  used,  marasmus,  malnutrition,  etc., 
but  in  the  final  analysis,  decomposition  is  the  word. 
The  digestion  and  nutrition  fail  to  balance,  and  the 
baby  literally  decomposes  — in  an  effort  to  sustain 
life,  failing  to  get  satisfactory  nutrition  from  the 
digestive  tract,  it  is  taken  from  the  body  tissues,  first 
the  fats,  then  the  muscle  structure.  Remember  that 
the  fat  pad  in  the  cheek  is  always  the  last  fat  to  be 
absorbed  and  when  that  is  gone,  we  have  a very  sick 
baby.  The  tolerance  in  these  cases  is  so  low,  that 
often  we  find  “the  more  food  the  less  gain”  and  be- 
fore the  days  of  transfusion  and  intravenous  fluids 
it  was  a real  art  to  balance  the  feeding  and  the  toler- 
ance, as  even  a slight  step  of  overfeeding  was  fol- 
lowed by  loss  of  weight  and  further  decomposition. 
His  last  classification  he  called  intoxication,  this  has 
changed  so  much  with  our  later  knowledge  of  the 
infective  diarrhoeas  and  was  in  all  probability,  what 
we  call  acidosis  today.  It  is  simply  mentioned  in 
passing,  as  it  is  definitely  outdated. 

Several  times  above  we  have  mentioned  the  word 
tolerance.  At  about  the  same  time  Finkelstein  was 
doing  his  work,  Von  Pirquet,  whose  name  we  asso- 
ciate more  often  with  tuberculin  tests  than  with  infant 
feeding,  taught  and  wrote  of  tolerance,  and  his 
writings  were  and  still  are  the  essence  of  successful 
feeding.  He  showed  that  infants  have  varied  toler- 
ances and  that  these  tolerances  vary  with  both  inter- 
nal and  external  conditions.  Some  babies  have  a 
higher  tolerance  for  certain  elements  than  others,  and 
the  opposite  is  also  true,  it  is  our  job  to  recognize 
and  treat  these  low  tolerances.  He  showed  that  toler- 
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ance  varies  much,  it  varies  with  the  weather,  lower 
in  hot,  higher  in  cold;  infections  lower  this  tolerance 
and  we  have  to  be  careful  of  our  feeding  during  these 
infections  ; it  can  be  definitely  lowered  by  over  feed- 
j ing,  that  is  why  it  is  essential  to  check  our  calories, 

| why  so  often  we  see  as  stated  above,  the  more  food, 
the  less  gain.  We  can  smother  our  furnace  fires  with 
too  much  coal,  an  auto  will  not  run  efficiently  on  too 
rich  a mixture  in  the  carburettor. 

The  basic  rules  are  still  simple ; we  must  not  forget 
that  our  baby  needs  lots  of  water,  3 oz.  per  pound  per 
day  as  stated.  Cows’  milk  of  good  quality  with  a 
reasonably  low,  small  globule  type  fat  content,  di- 
luted equal  parts  with  water  early,  later,  two  parts 
milk  to  one  of  water  ; figure  V/2.  to  2 oz.  milk  per 
pound  per  day.  It  has  been  found  that  raw  cows’ 
milk,  that  is  not  mechanically  modified,  does  not  do 
so  well  up  to  about  the  third  month,  when  a more 
nearly  normal  amount  of  HCl  is  present  in  the  in- 
fant’s stomach.  Evaporated  milk  is  a far  better  food 
up  to  this  time,  and  can  really  be  continued  indefi- 
nitely as  there  is  some  mechanical  modification  of 
both  the  proteid  and  the  fat  that  renders  it  more 
easy  of  digestion.  Use  one  ounce  per  pound  per  day, 
with  two  ounces  of  water  per  pound  per  day.  Any  of 
the  carbohydrates  on  the  market  are  good,  and  may 
have  to  be  tried  out  checking  the  babies’  tolerance, 
for  efficiency  and  economy,  the  dark  corn  syrups 
seem  to  answer  in  most  cases.  Calories  are  easily 
checked,  1 oz.  of  cows’  milk  gives  20  calories  roughly, 
1 oz.  evaporated  milk  gives  40  — Karo  is  about  140, 
the  other  carbohydrates  around  120.  It  takes  such  a 
short  time  to  get  into  the  habit  of  figuring  these  and 
the  total  formula  compared  to  the  babies’  nutritional 
requirements. 

Feeding  intervals  vary  with  the  pediatrician,  our 

DIVERTICULITIS  WITH  ACUTE 

Philip  O.  Gregory,  M.  D.,  F. 

The  presence  of  uncomplicated  diverticula  is  re- 
ferred to  as  diverticulosis.  When  these  diverticula 
become  inflamed,  the  term  diverticulitis  is  used.  “It 
is  generally  agreed  that  diverticulitis  should  be  man- 
aged medically  in  most  cases,  but  it  is  now  equally 
well  established  that  surgical  procedures  should  be 
undertaken  for  the  successful  management  of  the 
complications  of  diverticulitis,  such  as  obstruction, 
fistulas  or  abscesses  and  for  the  not  infrequent  in- 
ability to  differentiate  between  diverticulitis  and 
carcinoma.” 

Pathology : Smithwick  says  that  diverticulitis  oc- 
curs most  frequently  in  the  sigmoid  because  of  the 
narrow  lumen,  stasis  and  the  presence  of  solid  fecal 


personal  preference  is  a four-hour  schedule,  the  first 
week  or  ten  days,  then  back  to  three  until  the  baby 
weighs  twelve  to  thirteen  pounds,  or  until  he 
lengthens  the  schedule  of  his  own  accord,  at  which 
time,  the  cereals  and  pureed  vegetables  can  be 
started.  The  flow  of  milk  through  the  nipple  should 
be  checked,  a drop  per  second,  the  feeding  time 
should  be  fifteen  to  twenty  minutes,  and  the  baby 
held  in  the  same  position  as  if  being  nursed  at  the 
breast. 

In  recapitulation : vomiting,  check  for  pyloro- 

spasm  or  pyloria  stenosis,  and  other  non-feeding 
causes.  If  alkaline  with  typical  stools,  proteid,  with 
rancid  butyric  acid  odor  stools,  fat.  Persistent  hic- 
cough calls  for  atroprine,  as  does  pylorospasm.  Also, 
remember  that  there  is  a nervous  disorder  called 
rumination,  which  may  baffle  us  for  a while.  Thick 
feedings  are  often  retained  better  than  the  thin  in 
many  persistent  vomiters.  Diarrhoea  almost  always 
had  a carbohydrate  cause : reduce  this  and  feed  a 
higher  proteid  until  tolerance  is  re-established.  For 
colic  atropin  is  still  efficient,  particularly  when  com- 
bined with  small  doses  of  Phenobarbital,  which  is 
definitely  synergistic.  The  old  carminatives,  catnip 
and  fennel  are  still  valuable,  though  old-fashioned, 
and  make  an  excellent  vehicle  for  the  atropine.  The 
old  carmelised  flour  of  our  grandmothers,  and  also 
the  old  flour  ball,  may  help  out  in  some  otherwise 
stubborn  case.  Constipation:  always  check  the  anus 
for  mild  stricture.  Ordinarily,  increasing  the  carbo- 
hydrate is  all  that  is  required,  sometimes  as  in  cases 
of  weight  disturbance,  lowering  the  fat.  The  old 
malt  soup  preparations  were  specific  for  many  cases. 

In  conclusion,  we  have  attempted  to  revive  some  of 
the  old  rules  and  axioms  for  artificial  feeding  that 
have  worked  well  in  the  past  and  are  still  applicable. 

LARGE  BOWEL  OBSTRUCTION 

A.  C.  S.,  St.  Andrews  Hospital 

matter  in  this  portion  of  the  large  bowel.  Maingot 
says,  “Diverticula  are  most  commonly  found  in  the 
sigmoid  colon.  The  blood  vessels  enter  this  segment 
of  the  gut  at  two  situations  : ( 1)  at  the  line  of  attach- 
ment of  the  mesocolon  to  the  bowel  wall;  and  (2) 
between  the  site  of  the  mesocolic  attachment  and  the 
lateral  taenae  coli.  Protrusions  of  the  mucus  mem- 
brane do  not  occur  along  the  line  of  the  mesocolic 
attachment  because  the  blood  vessels  entering  the  gut 
in  this  position  have  to  pierce  the  strong  posterior 
longitudinal  band  which  prevents  herniation.  Diver- 
ticula occur  at  the  weakest  point  in  the  bowel  wall, 
i.e.,  along  the  second  line  of  entering  blood  vessels.” 

During  the  past  year  we  have  had  three  cases  of 
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intestinal  obstruction  due  to  diverticulitis.  The  diver- 
ticulitis was  located  in  the  sigmoid  in  all  these  cases. 
Obstruction  was  the  main  symptom.  Dehydration 
was  the  second  problem. 

When  diverticulitis  is  associated  with  acute  ob- 
structive symptoms,  it  is  often  impossible  to  make  a 
correct  diagnosis  either  from  a roentgenologic  stand- 
point as  it  is  in  fact  during  exploratory  laparotomy 
to  distinguish  it  from  carcinoma.  However,  the 
X-ray  evidence  in  these  three  cases  afforded  strong 
evidence  of  diverticulitis,  preoperatively,  because  we 
found  evidence  of  diverticula  elsewhere  in  the  colon 
and  in  relation  to  the  obstruction.  X-ray  men  tell 
us  that  in  diverticulitis  the  segment  of  constricted 
bowel  is  long,  the  constriction  begins  and  ends  gradu- 
ally and  there  is  usually  no  ulceration  of  the  mucus 
membrane.  In  carcinoma,  the  segment  of  constricted 
bowel  is  short,  the  constriction  begins  and  ends 
abruptly  and  the  mucus  membrane  is  nearly  always 
ulcerated.  It  follows  that  when  obstruction  becomes 
complete,  it  is  sometimes  impossible  to  determine  the 
precise  nature  of  the  lesion.  Proctoscopic  examina- 
tion in  our  cases  revealed  no  evidence  of  disease. 

W.  J.  Mayo,  Wilson  and  Griffin  were  the  first  to 
describe  the  details  of  operative  treatment  of  diver- 
ticulitis. In  1907,  they  reported  five  cases  in  which 
a portion  of  sigmoid  colon  was  resected  for  this 
disease. 

None  of  the  cases  reported  here  were  considered 
sufficiently  good  risks  to  undergo  a one-stage  resec- 
tion and  primary  anastomosis.  They  were  all  done 
in  three  stages,  first  a transverse  colostomy,  second, 
resection  of  the  diseased  section  of  the  colon  fol- 
lowed by  end  to  end  anastomosis  by  the  open  method, 
and  third,  closure  of  the  colostomy. 

Preoperative  Treatment:  An  attempt  was  made  to 
correct  losses  of  fluid,  electrolytes  and  protein  by  the 
intravenous  administration  of  solutions  and  blood 
transfusions.  Each  patient  received  0.5  gm.  of  strep- 
tomycin every  twelve  hours  and  300,000  units  of 
penicillin  every  six  hours  before  the  initial  trans- 
verse colostomy.  None  of  these  patients  were  in  the 
hospital  long  enough  to  use  sulfasuxidine  bv  mouth 
prior  to  the  initial  colostomy.  However,  all  of  these 
patients  received  sulfasuxidine  by  mouth  for  five 
days  before  their  second  stage  operation  and  again 
for  four  days  before  their  third  stage  operation  in 
addition  to  streptomycin  and  penicillin.  Between  the 
first  and  second  stages  they  were  given  high  caloric, 
high  vitamin,  low  residue  diets.  The  patients  were 
instructed  to  irrigate  their  proximal  loop  with  saline 
solution  whenever  necessary  and  to  take  mineral  oil 
or  cod  liver  oil  at  night  for  a lubricant  whenever 
necessary.  When  these  patients  were  readmitted  for 
their  second  operation  they  were  given  small  blood 
transfusions  of  350  cc.  to  500  cc. 
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Summary  of  three  cases  treated  here  is  as  follows: 

Case  1.  Mrs.  A.  J.,  aged  37,  white,  American, 
married  housewife. 

History:  She  gave  a history  of  having  been  sick 
for  several  weeks  with  pain  in  the  abdomen  with 
alternating  constipation  and  diarrhea,  loss  of  weight, 
elevation  of  temperature,  chilliness,  and  finally,  un- 
relieved constipation. 

Physical:  Examination  revealed  that  she  was 

acutely  ill  with  an  abdomen  which  showed  boardlike 
rigidity.  There  was  a sensation  of  a mass  in  the  left 
lower  quadrant  and  excruciating  tenderness  here. 
Rectal  examination  was  entirely  negative.  Patient 
was  tender  on  bimanual  examination. 

Laboratory:  Blood  count  showed  10,700  white 

blood  cells  with  87%  polys  and  8 stabs.  Red  blood 
count  was  4,700,000  with  90%  Hb.  Temperature  on 
admission  was  99.6  and  pulse  110. 

Preoperative  X-ray:  She  was  given  a saline  enema 
followed  by  a barium  X-ray  which  showed  a few 
diverticula  and  obstruction  in  the  sigmoid  region. 

First  Stage:  She  was  immediately  prepared  for 
surgery  and  under  general  anesthesia  the  abdomen 
was  opened  through  a lower  left  rectus  incision. 
Gentle  exploration  showed  a swollen  mass  of  diver- 
ticula at  the  region  of  the  sigmoid.  A stab  wound  was 
made  just  above  the  umbilicus  in  the  left  rectus 
muscle  and  a loop  of  transverse  colon  was  brought 
up  through  the  stab  wound  and  held  in  place  by  a 
glass  tube.  The  first  incision  was  closed  in  layers  and 
patient  returned  to  her  room  in  poor  condition. 

After-Treatment : She  was  fed  intravenously  for 
the  first  four  days  but  was  given  sulfasuxidine  (0.5 
gm.  every  four  hours)  by  mouth,  and  penicillin 
(300,000  units  every  six  hours)  by  injection  each 
day  for  four  days.  The  colostomy  was  opened  on  the 
third  day  and  began  to  function  well  on  the  sixth 
postoperative  day.  Patient  was  put  on  a high  caloric, 
low  residue,  high  vitamin  diet  with  extra  feedings. 
She  was  up  out  of  bed  on  the  fifth  postoperative  day 
and  discharged  to  her  home  on  the  19th  postoperative 
day. 

Second  Stage:  Patient  was  readmitted  for  her 

second  operation  five  weeks  after  the  first  procedure. 
After  ample  preoperative  preparation,  another  left 
rectus  incision  was  made  and  about  20  cm.  of  sigmoid 
was  resected  followed  by  an  end  to  end  anastomosis 
without  difficulty.  The  swelling  which  had  been  pres- 
ent at  the  first  operation  had  now  practically  disap- 
peared. The  patient  was  up  on  her  second  postopera- 
tive day  and  was  discharged  from  the  hospital  on  the 
tenth  postoperative  day. 

Third  Stage:  One  month  after  the  second  stage 
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this  patient  returned  to  have  her  colostomy  closed. 
She  was  prepared  preoperatively  for  four  days  as 
mentioned  above.  Then  the  colostomy  was  closed 
without  untoward  effect  and  the  patient  returned  to 
her  home  seven  days  postoperatively. 

I 

Case  2.  Mrs.  B.  J.,  a 66-year-old  white,  single, 
American  housekeeper. 

History:  This  patient  gave  a history  of  having  had 
scarlet  fever  and  diphtheria  as  a child.  She  had  an 
appendectomy  in  1914,  tonsillectomy  in  1917,  ulcers 
of  the  stomach  in  1926  and  a suspension  of  the  uterus 
in  1948.  She  was  admitted  to  the  hospital  this  time 
because  of  a feeling  of  a mass  in  the  rectum  and 
constipation.  She  said  that  her  bowels  had  not  moved 
for  five  days. 

Physical:  Examination  revealed  a chronically  ill 
female  who  was  resting  comfortably  in  bed  at  this 
time.  There  were  no  abnormal  findings  except  in  the 
abdomen.  Here  there  was  tenderness,  muscle  spasm 
and  slight  rigidity  in  the  left  lower  quadrant.  On 
vaginal  examination  the  cervix  was  tender  on  mo- 
ton.  It  was  almost  impossible  to  do  a rectal  examina- 
tion because  she  had  so  much  swelling  at  the  tip  of  the 
examining  finger.  Also  there  was  considerable  dis- 
charge from  the  rectum. 

Laboratory:  Blood  count  showed  4,190,000  red 
blood  cells  with  88%  Hb.,  15,950  white  blood  cells 
with  77%  polys  and  23%  lymphs.  Urinalysis  was 
entirely  negative. 

Preoperative  X-ray:  She  was  given  a saline  enema 
and  then  a barium  enema  X-ray  which  showed 
multiple  diverticulitis  of  the  left  colon  with  almost 
complete  obstruction. 

First  Stage:  An  exploratory  laparotomy  was  done 
through  a lower  midline  incision  and  a large  mass  of 
swollen  diverticula  was  found  in  the  region  of  the 
recto-sigmoid  junction.  In  one  place  this  mass  had 
become  so  thin-walled  that  a rupture  seemed  in- 
evitable. So,  a stab  wound  incision  was  made  above 
the  umbilicus  in  the  left  rectus  muscle  and  a knuckle 
of  transverse  colon  brought  through  this  opening  and 
firmly  fixed  by  placing  a glass  tube  under  the  loop 
and  a few  interrupted  sutures  between  the  intestine 
and  the  fascia.  The  original  incision  was  closed  in 
layers  and  patient  returned  to  her  room  in  good 
condition. 

After  Treatment:  The  colostomy  was  opened  on 
the  third  day  and  the  patient  was  given  sulfasuxidine 
by  mouth  up  until  the  seventh  day  and  she  was  given 
a high  caloric,  high  vitamin  diet  with  extra  feedings. 
She  was  out  of  bed  on  the  third  postoperative  day 
and  ready  to  go  home  at  the  end  of  sixteen  days. 

Second  Stage:  Five  weeks  after  the  first  opera- 


tion, patient  returned  to  the  hospital.  After  five  days 
of  preoperative  preparation  the  second  stage  was  car- 
ried out.  A left  rectus  incision  was  made,  a portion 
of  sigmoid  about  18  cm.  was  resected,  and  an  end 
to  end  anastomosis  was  done.  This  procedure  was 
done  with  some  difficulty  because  there  was  still  con- 
siderable swelling  and  more  bleeding  than  ordinary 
was  encountered  from  oozing  surfaces.  Postopera- 
tively, a transfusion  was  given  and  patient  continued 
with  sulfasuxidine.  A high  caloric,  high  vitamin, 
liquid  diet  was  given  for  five  days  after  which  she 
was  started  on  a low  residue  colostomy  diet.  She  was 
up  on  the  tenth  day  and  went  home  sixteen  days  after 
operation. 

Third  Stage:  She  was  readmitted  to  the  hospital 
for  the  third  time  five  weeks  after  the  second  opera- 
tion. The  colostomy  was  functioning  well.  After 
four  days  of  preparation,  as  mentioned  above,  the 
third  stage  procedure  was  carried  out  without  diffi- 
culty. Patient  returned  to  her  home  in  ten  days  and 
is  doing  well. 

Case  3.  Mrs.  C.  J.,  a 71-year-old  white,  married, 
American,  Protestant  housewife. 

History:  She  gave  a history  of  having  fairly  severe 
left  lower  quadrant  pains  for  the  seven  days  prior  to 
admission,  the  pain  being  intermittent  and  crampy 
in  nature.  She  had  not  had  a bowel  movement  for 
seven  days  before  admission.  There  was  no  nausea 
or  vomiting.  She  gave  a history  of  having  had  diffi- 
culty with  chronic  constipation  for  the  past  several 
years.  Past  history  was  non-contributory.  She  had 
a cyst  removed  from  her  left  breast  in  1924,  tonsil- 
lectomy in  1926  and  gallbladder  removed  in  1942  for 
empyema.  On  admission  to  the  hospital  she  had 
severe  dehydration,  was  running  a fever  and  com- 
plained of  generalized  aches  and  pains  and  also 
chilliness. 

Physical:  Examination  revealed  that  she  was 

poorly  nourished  and  acutely  ill.  There  was  profuse 
abdominal  distension  with  hyperactive  peristalsis  and 
tympanitic  percussion  note.  There  was  point  tender- 
ness in  the  left  lower  quadrant.  Nothing  was  found 
on  rectal  examination  and  nothing  on  pelvic  exami- 
nation. 

Laboratory:  Blood  count  showed  red  blood  cells 
4,540,000  with  90%  Hb.  and  31,450  white  blood  cells 
with  88%  polys  and  12%  lymphs.  The  white  blood 
cells  dropped  to  15,900  on  the  day  of  operation. 

Preoperative  X-ray:  A saline  enema  with  barium 
enema  X-ray  was  given  and  showed  diverticulitis  of 
the  sigmoid. 

Preoperatively:  Patient  was  prepared  with  peni- 
cillin, streptomycin,  enemas,  intravenous  fluids  and 
two  small  blood  transfusions.  Nothing  by  mouth. 
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First  Stage:  An  exploratory  laparotomy  was  done 
through  a lower  midline  incision  seventy-two  hours 
after  admission.  A large,  swollen,  congested  mass 
was  found  in  the  left  lower  quadrant.  A stab  wound 
was  made  above  the  umbilicus  in  the  left  rectus 
muscle  and  a knuckle  colostomy  was  done.  This 
seemed  to  give  adequate  decompression.  The  original 
incision  was  closed  in  layers  and  the  patient  returned 
to  her  room  in  poor  condition. 

Following  operation  she  ran  a stormy  course  for 
four  days  and  then  her  temperature  levelled  off  and 
she  started  to  improve.  The  colostomy  was  opened 
on  the  third  day  and  was  functioning  well  on  the 
fourth  day. 

Second  Stage:  One  month  after  the  first  operation 
a lower  left  rectus  incision  was  made  and  about  20 
cm.  of  sigmoid  was  excised  followed  by  an  end  to  end 
anastomosis  without  difficulty.  The  swelling  pre- 
viously seen  at  the  first  operation  had  now  almost 
entirely  disappeared  making  this  second  stage  much 
easier.  Patient  was  discharged  to  her  home  ten  days 
postoperatively. 

Third  Stage:  One  month  later  patient  was  read- 
mitted and  after  three  days  preoperative  treatment, 
the  colostomy  was  closed  without  difficulty  and  the 
patient  was  discharged  to  her  home  on  the  tenth  post- 
operative day. 
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Summary 

Most  cases  of  diverticulitis  treated  medically  do 
well.  There  are,  however,  a few  complications  of 
diverticulitis  such  as  the  three  cases  reported  here 
which  demand  surgical  intervention.  Also,  there  are 
a certain  number  of  cases  where  it  is  impossible  to 
differentiate  between  obstructing  diverticulitis  and 
carcinoma.  These  will  need  surgical  treatment. 

The  most  reliable  and  accurate  means  of  determin- 
ing the  nature  of  the  lesions  is  with  barium  enema 
X-rays. 

The  use  of  antibiotic  agents  in  preparing  patients 
for  colon  surgery  has  reduced  some  of  the  hazards. 
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REPLACEMENT  OF  A SKIN  GRAFT  BY  A BASAL  CELL  CARCINOMA* 

Edmund  B.  Spaeth,  M.  D.,  F.  A.  C.  S.,  F.  I.  C.  S.,**  Philadelphia,  Pa.,  and  Boothbay  Harbor,  Maine 


The  complete  replacement  of  a skin  graft  by  car- 
cinoma is  a situation  of  great  rarity.  In  that  case  one 
could  wonder  whether  carcinoma  did  not  exist  prior 
to  the  skin  grafting.  The  presentation  which  follows 
seems  to  rule  out,  with  fair  certainty,  that  possibility. 
Another  case  will  be  presented,  in  addition,  to  illus- 
trate the  usual  sequence  of  occurrences  in  a some- 
what similar  instance. 

Mr.  L.  K.,  a sixty-year-old  Chinese  cook,  was  ad- 
mitted to  the  author’s  ward  service  of  the  Graduate 
Hospital  of  the  University  of  Pennsylvania,  in  the 
winter  of  1947,  with  a marked  cicatricial  contraction 
of  both  the  upper  and  the  lower  lids,  on  the  right, 
the  result  of  a third  degree  burn  from  hot  fat.  The 
burn  had  occurred  six  months  prior  to  his  admission. 
The  only  treatment  he  had  received  for  the  burn  was 
the  application  of  petroleum  jelly  dressings  and  some 
type  of  mild  eye  wash.  The  lids  were  in  a marked 

* Read  before  the  Staff  of  Saint  Andrews  Hospital, 
August,  1950. 

**  The  Graduate  Hospital  of  the  University  of  Pennsyl- 
vania and  Wills  Eye  Hospital,  Philadelphia,  Pa,. 


ectropion,  dragged  downward  toward  the  inner  can- 
thus ; with  a large  amount  of  scar,  practically  a keloid, 
replacing  the  entire  inner  canthus.  This  passed  up 
into  the  forehead  and  over  the  bridge  of  the  nose 
toward  the  opposite  left  internal  canthus.  The  cornea 
of  the  right  eye  was  involved  to  a slight  extent  by 
the  original  injury  and  through  subsequent  exposure, 
but  the  eye  was  in  a remarkably  good  condition,  con- 
sidering the  original  injury  and  the  subsequent  de- 
formity. Exact  visual  acuity  could  not  be  taken  be- 
cause of  language  difficulties  and  illiteracy. 

Five  different  operations  were  done  upon  the  pa- 
tient prior  to  his  supposedly  temporary  discharge 
from  the  hospital.  These  consisted  of  scar  resections, 
resuture,  and  finally  two  autogenous  skin  grafts  for 
the  correction  of  the  residual  deformity.  The  patient 
was  released  from  the  hospital  with  the  lids  in  tem- 
porary tarsorrhaphy.  He  was  instructed  to  return  in 
three  months  for  reexamination  and  for  completion 
of  the  case.  The  patient  was  not  seen,  and  follow-up 
investigations  were  fruitless,  until  this  spring,  May 
of  1950,  when  the  patient  appeared  at  the  Wills  Eye 
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Hospital  having  been  admitted  to  the  clinic  of  Dr. 
Warren  S.  Reese.  When  it  was  discovered  that  he 
had  been  originally  under  the  care  of  the  author  at 
the  Graduate  Hospital  the  patient  was  transferred 
to  the  author’s  service  at  the  Wills  Eye  Hospital,  for 
further  treatment. 


Figure  1.  Appearance  of  case  at  time  of  readmission. 

Figure  1 is  an  illustration  of  the  case  at  this  time, 
i.e.,  when  admitted  to  the  Wills  Eye  Hospital.  The 
entire  area  of  skin  grafting  was  replaced  by  an  area 
of  diffuse,  irregular  ulceration  with  interposed  areas 
of  epithelial  sclerosis.  The  ulceration  passed  over  the 
bridge  of  the  nose  to  the  opposite  inner  canthal  angle. 
The  intermarginal  adhesions  (from  the  original 
operation),  were  still  present  but  modified  to  a tre- 
mendous degree  by  the  extensive  tissue  destruction. 
The  infiltration  and  ulceration  involved  the  super- 
ciliary region  and  at  this  place  the  ulceration  passed 
through  the  superficial  tissues  down  to  the  periosteum 
of  the  forehead,  and  possibly  into  the  orbit  as  well. 
It  seemed  as  if  the  entire  skin  graft  had  been  replaced 
by  an  area  of  carcinomatous  tissue  and  that  this  had 
advanced  beyond  the  original  boundaries  of  the  graft 
to  include  the  contiguous  tissues  as  well  as  the  depths 
of  the  orbit. 

It  is  a well  known  clinical  fact  that  carcinoma  may 
recur  in  a position  originally  treated  by  radiation 
therapy  or  through  resection  of  the  malignancy.  It  is 
fairly  well  known  that  such  regions  are  to  be  treated 
with  skin  grafts  for  the  correction  of  a soft  tissue 
defect  remaining.  If  the  malignancy  recurs  after  the 
skin  grafting  the  recurrence  of  this  malignancy  is 
usually  at  the  edge  of  the  graft  and  not  within  the 
graft;  i.e.,  the  graft  will  be  pushed  aside  by  the 
growing  malignancy,  — but  it  will  not  replace  that 
graft.  In  the  case  being  presented,  however,  it  was 
rather  evident  that  the  maligancy  had  advanced  quite 
differently.  The  distribution  of  the  carcinoma  into 


the  areas  of  the  original  cicatrix  and  the  entire  ab- 
sence or  destruction  of  the  graft  was  most  striking. 


Figure  2.  Recurrence  of  malignancy  at  edge  of  marginal 
skin  graft. 


Figure  2 is  a case  for  comparison.  It  is  one  of 
early  lupus  erythematosus  (a  presumptive  diagnosis 
in  that  the  original  disease  and  the  treatment  for  it 
were  in  the  period  of  the  patient’s  early  adult  life), 
which  had  been  treated  by  X-ray  and  quartz  light 
therapy.  In  recent  years  he  had  developed  many 
dermatoses  about  the  lids.  These  would  ulcerate,  fall 
off  spontaneously,  and  disappear.  One  of  these,  how- 
ever, continued  to  advance  and  a biopsy  done  by  the 
author  proved  it  to  be  a basal  cell  carcinoma.  A 
block  resection  of  the  lower  lid  was  carried  out.  The 
pathologist  reported  that  the  resection  showed  nor- 
mal tissues  (perhaps  not  normal,  because  of  the 
scarred  depigmentation,  but  certainly  an  absence  of 
carcinoma  cells),  about  the  carcinoma;  — apparently 
the  entire  malignant  area  had  been  resected.  Sev- 
eral weeks  later  the  absent  lid  margin  was  restored 
by  a free  razor  cut,  split  skin  graft.  One  year  later 
this  patient  returned  with  a recurrence  of  the  car- 


Figure  3.  Same  case  after  resection  and  grafting. 
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cinoma  at  the  lower  edge  of  this  skin  graft.  The 
illustration  is  one  of  this  case  at  that  time.  One  can 
see  the  manner  in  which  the  skin  graft  is  spared.  The 
recurrence  has  developed  and  reappeared  in  the  area 
below  the  graft  but  not  beneath  it.  Figure  3 is  this 
same  case  following  the  repetition  of  the  same  tech- 
nique, further  resection,  careful  pathological  exami- 
nation to  confirm  the  hope  that  all  malignancy  had 
been  removed  with  the  resection,  and  the  reapplica- 
tion of  a similar  graft. 


Figure  4.  Extent  of  resection  necessary  for  the  removal 
of  surface  malignancy. 

Figure  4 is  the  original  case,  upon  which  this  dis- 
cussion is  based,  following  the  resection  of  the  malig- 
nancy. The  extent  of  the  malignancy  can  be  appre- 
ciated, without  difficulty,  by  the  size  of  the  necessary 
resection.  The  eyeball  was  still  so  satisfactory  that 
it  was  planned  to  spare  this,  if  possible,  — depending, 
naturally,  upon  the  result  of  the  biopsy  findings. 
When  this  was  received,  from  the  pathologist,  it  was 
found  to  the  distress  of  all  concerned  that  the  malig- 
nancy had  passed  through  the  soft  tissues  into  the 
depths  of  the  orbit  beyond  the  borders  and  the  lower 
surface  of  the  tissue  examined.  It  was  evident  that 
a complete  exenteration  of  the  orbit  was  indicated. 
Figure  5 is  the  illustration  of  the  operative  site  fol- 
lowing that  surgery.  In  addition,  the  appearance  of 
the  additional  necessary  skin  graft  can  be  seen,  this 
having  been  placed  following  some  X-ray  therapy. 
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Figure  5.  Case  after  evisceration  and  final  grafting. 

The  case  has  been  discharged,  and  again  he  has  dis- 
appeared without  trace  in  so  far  as  any  follow  up  is 
possible. 

It  is  hoped  and  also  believed  that  the  case  will  con- 
tinue without  further  carcinomatous  involvement. 
The  treatment  was  vigorous,  though  not  unnecessar- 
ily radical,  was  well  controlled  by  the  pathological 
examinations,  and  was  consistent  with  the  past  ex- 
periences gained  from  the  treatment  of  many  cases 
of  basal  cell  carcinoma  of  the  lids. 

Conclusions 

The  case  presented  seems  to  suggest  a rather  un- 
usual fate  for  an  autogenous  skin  graft,  that  is  a 
carcinomatous  transformation  of  the  graft.  One 
might  suspect  that  some  malignancy,  undiagnosed 
but  present,  had  existed  prior  to  the  original  plastic 
surgery.  This  is  possible  considering  the  cause  for 
the  original  burn,  a suspicious  carcinogenic  agent  — 
hot  fat.  While  that  is  only  a conjecture  it  does  make 
it  impossible  to  state  conclusively  that  the  skin  graft 
did  undergo  carcinomatous  changes.  The  ultimate 
satisfactory  result  obtained  from  the  original  plastic 
surgery  is  unfortunately,  for  this  presentation,  not 
available  in  that  it  was  not  photographed  at  the  time 
of  the  original  discharge  from  the  Graduate  Hos- 
pital. It  was  anticipated  that  the  patient  would  re- 
turn for  continued  observation,  making  a photo- 
graphic recording  possible  at  any  time.  That  plastic 
result  was  without  any  remaining  irritation  or  raw 
or  unhealed  area,  and  had  a minimum  of  residual 
scarring.  This  was  not  of  a keloidal  character  as  was 
the  earlier  cicatrix.  It  seems,  when  one  considers  all 
the  clinical  evidence  available  that  the  condition  prob- 
ably developed  as  stated  in  the  title  for  this  case  re- 
port. Time,  in  the  future,  may  unfold  some  further 
interesting  facts  in  this  somewhat  unusual  case. 


Among  the  410  persons  who  died  from  tuberculosis 
in  Minnesota  in  1949,  259  were  50  years  or  older,  of 
whom  129  were  65  years  or  over.  Apparently  the 
tubercle  bacillus  is  making  its  last  stand  in  old  men. 


Of  the  259  persons  of  50  years  or  older  who  died  in 
1949,  only  72  (27.8  per  cent)  were  women.  — J. 
Arthur  Myers,  M.  D.,  Journal-Lancet,  April,  1950, 
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CARCINOMA  OF  THE  ENDOMETRIUM  AND  FALLOPIAN  TUBE 

Report  of  a Case 

Philip  O.  Gregory,  M.  D.,  and  Irving  I.  Goodof,  M.  D.* 


It  is  generally  recognized  that  primary  carcinoma 
of  the  Fallopian  tube  is  a relatively  uncommon  dis- 
ease with  approximately  375  cases  reported  in  the 
literature  as  of  1947.  Carcinoma  of  the  endometrium, 
on  the  other  hand,  is  a common  condition  which  is 
easily  recognized  and  quite  satisfactorily  treated, 
especially  in  the  early  stages.  The  simultaneous  oc- 
currence of  primary  tumors  in  the  two  locations 
would  indeed  he  a rare  situation.  Since  the  general 
manner  of  growth  may  be  extremely  similar  in  the 
two  areas,  the  problem  of  determining  which  lesion 
is  primary  and  which  metastatic  may  be  quite  difficult 
on  a purely  morphologic  basis.  For  this  reason  the 
general  impression  has  been  that  since  primary  car- 
cinoma of  the  endometrium  is  much  the  more  com- 
mon disease,  the  tumor  in  the  tube  is  almost  second- 
ary to  this.  This  has  also  been  shown  by  the  presence 
of  tumor  within  the  lymphatics  of  the  tube  without 
particular  involvement  of  the  mucosa.  A recent  case 
has  brought  forcibly  to  mind  the  difficulties  encoun- 
tered in  arriving  at  a complete  accurate  diagnosis  in 
instances  of  this  type. 

A fifty-eight-year-old  unmarried  white  woman  was 
referred  to  St.  Andrews  Hospital  because  of  a diffuse 
thrombophlebitis  involving  the  greater  saphenous 
vein  and  extending  from  the  left  instep  to  the  left 
groin.  Ligation  was  done  under  local  anesthesia 
shortly  after  admission  to  the  hospital.  Further  in- 
vestigation of  this  patient  in  the  hospital  revealed  that 
she  had  completed  the  menopause  at  the  age  of  fifty- 
two  but  had  had  some  bleeding  from  the  uterus  for 
the  past  year.  It  had  never  been  profuse  and  had 
caused  very  little  inconvenience.  Physical  examina- 
tion revealed  a chronically  and  acutely  ill  white 
woman.  No  abnormalities  were  recognized  except  on 
pelvic  and  bimanual  examination.  Vaginal  examina- 
tion showed  a large  mass  on  the  left  side  of  the  pelvis. 
Bimanual  examination  showed  this  mass  to  be  im- 
movable and  to  fill  the  entire  left  side  of  the  pelvis. 
A tender  mass  was  also  present  on  the  right.  N-rays 
of  the  chest  were  negative.  Examination  of  the  blood 
showed  normal  red  count  and  hemoglobin;  11,750 
white  cells  with  85  per  cent  neutrophils  and  15 
lymphocytes.  A urine  specimen  showed  three  plus 
albumin  and  large  numbers  of  red  and  white  blood 
cells.  Bleeding  and  clotting  time  were  within  normal 
limits.  An  exploratory  laparotomy  was  carried  out 
two  days  after  the  vein  ligation  and  a large  tumor 

* From  the  Surgical  and  Pathological  Services  of  St. 
Andrews  Hospital,  Boothbay  Harbor,  Maine. 


was  found  in  the  lumen  of  the  uterus.  There  was 
also  a dark  red,  swollen,  twisted,  congested,  inflamed 
right  tube  which  was  plastered  against  the  wall  of 
the  pelvis  on  the  right.  A panhysterectomy  was  done 
and  the  patient  made  an  uneventful  recovery.  She 
was  dischai'ged  from  the  hospital  on  the  seventh  post- 
operative day  with  the  incision  well  healed.  A check- 
up at  the  end  of  one  month  revealed  normal  healing 
and  no  evidence  of  recurrence  of  tumor. 

Pathologic  report:  Specimen  consists  of  a uterus 
with  cervix  measuring  11  x 7 x 6 cm.  The  cervix 
shows  slight  mucosal  erosion.  There  are  numerous 
cystically  dilated  mucous  glands.  The  fundus  of  the 
uterus  shows  the  myometrium  to  contain  encapsulated 
nodules  of  varying  size.  The  endometrium  is  re- 
placed by  a mass  of  friable,  partially  necrotic,  papil- 
lary material  grossly  suggesting  a neoplastic  process. 
Section  through  various  areas  reveals  this  material  to 
penetrate  the  wall  to  a considerable  extent  but  it  does 
not  come  within  3 to  4 mm.  of  the  serosa  at  any  point. 
One  Fallopian  tube  is  normal  in  size  and  appearance. 
Its  attached  ovary  is  sclerotic  and  not  remarkable. 
The  opposite  tube  shows  pronounced  enlargement, 
dilatation  and  tortuosity.  Section  reveals  its  mucosa 
to  be  extremely  hyperplastic  to  the  point  of  suggest- 
ing a primary  neoplastic  process.  Section  through  the 
tube  at  various  points  reveals  it  to  be  completely  filled 
with  papillary  structures  forming  an  almost  solid 
mass.  The  ovary  on  this  side  is  not  remarkable. 

Microscopic  examination:  The  Fallopian  tube 

shows  pronounced  lymphocytic  infiltration.  There  is 
marked  proliferation  of  villi  with  epithelial  hyper- 
plasia and  anaplasia.  There  is  piling  up  of  epithelial 
cells  in  many  areas  and  the  cells  show  considerable 
variation  in  size,  shape  and  staining  reaction.  There 
are  large  numbers  of  mitotic  figures,  many  of  them 
atypical.  The  general  appearance  of  this  tube  sug- 
gests that  this  tumor  is  primary  in  this  region,  espe- 
cially since  the  manner  of  growth  is  papillary  and 
villous  like,  just  as  is  the  normal  tubal  mucosa.  There 
is  partial  penetration  of  the  wall  of  the  tube  but  no 
penetration  through  the  muscularis  to  the  serosa. 
Sections  of  the  uterus  show  the  endometrium  and  the 
greater  portion  of  the  myometrium  to  be  replaced  by 
solid  masses  of  tumor  cells,  here  showing  no  particu- 
lar tendency  to  papillary  architecture  hut  rather 
growing  in  large  necrotic  masses.  The  cells  are  iden- 
tical with  those  seen  in  the  Fallopian  tube.  There  is 
no  penetration  of  the  entire  wall  of  the  uterus  by 
tumor  and  the  lesion  appears  to  be  limited  to  the 
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specimen  removed.  The  ovaries  show  only  sclerosis. 

Discussion : This  case  reveals  the  difficulty  which 
can  arise  in  making  a decision  as  to  the  primary  site 
of  a tumor  involving  two  related  structures.  The 
presence  of  a large  mass  of  necrotic  tumor  tissue 
within  the  uterus  certainly  suggests  that  this  should 
be  a primary  tumor.  It  is  entirely  consistent  with 
the  appearance  usually  seen  in  primary  carcinoma  of 
the  endometrium,  and  there  is  no  reason  to  suspect 
that  it  is  not  primary  here.  The  Fallopian  tube,  on 
the  other  hand,  shows  the  characteristic  type  of  archi- 
tecture seen  in  a primary  carcinoma  in  this  location. 
However,  many  carcinomas  of  the  Fallopian  tube 
show  complete  limitation  of  the  tumor  to  the  mucosa 
without  involvement  of  the  wall  to  any  extent,  where- 
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as  the  uterine  carcinomas  which  spread  to  the  Fal- 
lopian tube  usually  spread  by  means  of  the  lymphatics 
and,  therefore,  will  show  some  degree  of  involve- 
ment beneath  the  mucosa.  This  is  apparently  what 
has  occurred  in  this  case  since  the  inner  portion  of 
the  wall,  at  least  within  the  muscle  layers,  has  been 
replaced  by  tumor.  The  extent  of  the  tumor  in  the 
tube  is  considerable  so  that  the  early  stages  of  spread 
are  not  recognizable  in  this  specimen. 

Summary 

A case  of  endometrial  carcinoma  is  reported  in 
which  the  involvement  of  a Fallopian  tube  by  tumor 
gave  rise  to  a problem  of  determination  of  primary 
site.  This  aspect  of  the  case  is  discussed. 


GETTING  ALONG  WITH  ONE'S  SELF  AND  OTHERS* 

Charles  E.  Benson,  Ph.  D.,  Professor  Emeritus  and  Former  Chairman,  Department  Educational 
Psychology  and  Director  Psycho-Education  Clinic,  New  York  University,  New  York 


It  has  been  said  that  man  is  his  own  worst  enemy. 
This  may  not  be  true.  It  is  true,  however,  that  man 
often  has  great  difficulty  in  getting  along  with  him- 
self. This  is  largely  because  man  does  not  under- 
stand himself.  We  need  as  never  before  greater 
knowledge  of  the  science  of  man.  We  need  a knowl- 
edge of  human  science  to  serve  as  a basis  of  individ- 
ual management  as  well  as  the  management  of  human 
affairs.  We  need  individual  and  personal  engineering 
to  balance  physical  engineering.  At  the  present  time 
there  is  a great  need  for  knowledge  of  human  science 
to  aid  man  in  solving  some  of  the  conflicts  of  self  and 
those  of  mankind.  The  present  conflicts  of  the  world 
are  evidences  of  the  lack  of  knowledge  of  and  control 
of  the  thinking,  emotions  and  actions  of  man. 

Social  relationships  are  the  outgrowth  of  the  think- 
ing, feeling  and  acting  of  the  individuals  making  up 
society.  To  resolve  the  conflicts  of  human  relation- 
ships requires  a knowledge  of  the  causes  that  stimu- 
late these  mental  and  emotional  reactions.  If  we 
know  more  of  the  science  of  living  we  might  be  able 
to  master  the  problem  involved  in  living.  Individual 
progress  comes  when  we  know  and  can  put  into  ac- 
tion the  techniques  and  skills  used  in  the  control  and 
mastery  of  the  complex  and  essential  procedures  of 
life. 

Getting  along  with  one’s  self  requires  the  mastery 
of  the  inter-relationship  of  three  great  concepts : 
first,  Interest  — considered  the  greatest  and  most  im- 
portant concept  in  the  educational  process  of  the 
individual.  Second,  Inhibition  — which  is  essential 
to  individual  control.  Third,  Adjustment  — a mental 

* Read  before  the  staff  of  Saint  Andrews  Hospital,  Booth- 
bay  Harbor,  Maine,  September  22,  1950. 


condition  required  in  the  modification  of  human  re- 
actions and  behavior. 

An  individual  who  has  a personal  interest  in  his 
own  activities  plus  an  interest  in  other  people  and 
the  environment  or  community  in  which  he  lives  usu- 
ally gets  along  with  himself  and  those  about  him.  An 
absorbing  interest  which  occupies  our  waking  hours 
gives  little  time  for  self-condemnation  or  criticsm. 
The  busy  person  is,  as  a rule,  the  happy  person  and 
the  happy  individual  usually  succeeds.  The  busy  per- 
son who  works  long  hours  at  what  he  likes  seldom, 
if  ever,  has  a so-called  nervous  breakdown.  He  has 
too  many  things  to  do  to  become  upset  or  go  off  on 
an  emotional  binge. 

The  ability  to  inhibit  or  control  an  act  or  thought 
is  important  in  getting  along  with  one’s  self  as  well 
as  with  others.  Many  psychologists  consider  that 
“inhibition”  is  the  most  valuable  asset  in  individual 
development.  We  must  all  learn  to  control  our  emo- 
tional and  intellectual  life  if  we  are  to  live  in  peace 
with  ourselves  and  those  about  us. 

Adjustment  is  essential  to  the  mastery  of  one’s 
self.  There  are  three  fundamental  adjustments  each 
one  must  make  in  order  to  get  along  with  himself 
and  others. 

The  first,  and  perhaps  the  most  important  of  these 
adjustments  is  the  adjustment  to  one’s  self  — - to  our 
inner  and  spiritual  life,  to  the  internal  forces  acting 
as  the  result  of  our  thinking,  feelings  and  emotions. 
These  internal  forces  can  destroy  our  happiness,  or 
if  properly  controlled  make  life  worth  living. 

The  second  kind  of  adjustment  is  to  our  fellow 
beings.  This  involves  the  relation  of  man  to  man. 
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Man  cannot  live  unto  himself  alone.  He  must  con- 
sider those  about  him.  He  learns  from  others  and  in 
turn  gives  to  others.  Life  consists  of  give  and  take. 
The  individual  who  fails  to  consider  this  rule  of  life 
can  look  forward  to  dismal  failure. 

The  third  fundamental  adjustment  we  must  all 
make  is  to  the  environment  in  which  we  live,  in  other 
words  to  the  external  forces  about  us.  Man  must 
master  these  conditions  or  adjust  to  them. 

There  are  many  kinds  of  adjustments  which  we 
make  everyday.  The  most  difficult  of  these  are  the 
ones  within  our  own  mental  and  emotional  life.  It 
is  well  known  that  the  greatest  conflicts  that  we  have 
are  between  two  ideas  or  emotions.  To  resolve  these 
conflicts  and  control  the  causes  of  them  we  must 
organize,  reorganize  or  modify  our  thinking  and 
affective  life.  The  world  is  full  of  men  and  women 
who  are  unable  to  organize  themselves  for  some 
definite  end  or  purpose.  Our  mental  institutions  are 
filled  with  individuals  who  cannot  adjust  to  the  in- 
ternal or  external  forces  acting  upon  them. 

To  be  effective  in  our  work  we  must  be  able  to 
direct  and  adjust  our  thinking,  to  control  our  emo- 
tional life  and  to  have  productive  inhibitions.  Emo- 
tional insecurity  is  the  most  difficult  to  adjust  or  re- 
solve, but  it  is  essential  to  normal,  happy  living. 

We  may  not  be  able  to  master  all  of  the  conditions 
of  our  environment,  only  a part  of  them.  We  must, 
therefore,  of  necessity,  adjust  ourselves  not  only  to 
what  we  have  already  mastered,  but  to  that  part 
which  we  are  unable  to  master.  We  have  to  con- 
stantly adjust  ourselves  to  failure,  disappointments 
and  successes.  Mastery  and  adjustment  must  go  hand 
in  hand  all  through  life.  We  are  constantly  in  a state 
of  adjustment  to  all  the  forces  or  conditions  we  have 
failed  to  master. 

A very  important  factor  in  the  making  of  correct 
adjustment  is  the  correct  timing.  Timing  is  as  im- 
portant in  life’s  emotional  situations  as  in  motor 
skills.  Time  is  a great  modifier  of  human  action. 
Conditions  within  as  well  as  conditions  without,  if 
given  time  to  reorganize  may  result  in  a favorable 
reaction.  If  we  are  unable  to  face  some  problem,  to 
solve  or  resolve  it  we  must  accept  defeat. 

The  condition  of  life  may  become  so  unbearable 
that  the  escape  mechanisms  are  put  into  action.  This 
situation  often  leads  to  suicide.  It  is 'often  difficult 
for  men  and  women  who  have  lived  active  lives  to 
adjust  to  the  quiet  of  a retired  existence.  There  is  a 
tendency  to  emotionalize  the  so-called  insignificance 
of  the  activities  engaged  in,  which  leads  to  too  much 
thinking  about  the  self.  We  are  all  aware  of  the  fact 
that  our  feelings  and  emotions  control  us  more  than 
our  intellectual  processes.  We  have  to  feel  in  order 
to  really  do.  No  law  is  obeyed  unless  it  is  felt  and 
its  importance  emotionalized.  The  affective  aspects 
of  life  aid  us  in  gaining  confidence,  and  self-confi- 


dence is  an  important  factor  in  everyone’s  success. 
Confidence  equals  knowledge  plus  feeling.  To  get 
along  with  one’s  self  requires  confidence,  imagination 
and  insight  into  our  abilities  to  solve  the  problems 
facing  us  for  solution. 

We  can  tell  by  the  expression  on  the  face  and  the 
gleam  in  the  eye  something  of  what  is  going  on  in  the 
thinking  machine.  We  can  see  fear,  anxiety,  courage, 
sadness,  anger,  illness,  boredom,  lassitude,  evidences 
of  the  feeling  of  inferiority  or  superiority,  and  happi- 
ness stamped  on  the  faces  of  those  we  meet.  These 
mental  states  are  within  the  individual.  It  is  a per- 
sonal affair  based  upon  past  experiences  and  faith  in 
what  may  happen  in  the  future. 

When  a person  turns  his  attention  inward,  we  often 
say  that  he  is  in  a morbid  state  of  mind.  This,  how- 
ever, is  only  true  in  cases  where  he  does  nothing  else. 
The  interest  in  his  personal  experiences  is  out  of 
proportion  and  therefore  distorts  his  life’s  program 
and  vocation. 

Every  normal  person  desires  to  make  the  most  of 
himself.  In  order  to  do  this  we  must  take  an  honest 
look  at  ourselves.  Are  we  willing  to  do  this?  It 
would  be  easy  enough  to  do  if  we  would  lay  aside  our 
vanity  and  self -blame  and  hold  to  the  fact  that  only 
by  knowing  ourselves  as  we  are  can  we  use  our 
opportunities  to  the  fullest. 

It  helps  us  to  understand  ourselves  better  if  we 
have  some  knowledge  of  the  human  body.  No  instru- 
ment known  to  man  is  more  complicated  or  equal  in 
its  functioning  to  the  machinery  of  the  human  mind. 
Its  millions  of  parts  work  together  in  a complex  co- 
operation. It  is  when  this  cooperation  does  not  take 
place  that  trouble  begins.  The  purpose  of  the  body 
is  to  maintain  life.  Mind  is  the  function  of  the  brain. 
If  it  were  not  for  the  functioning  of  the  nervous  sys- 
tem there  would  be  no  consciousness.  There  is  no 
mental  life  apart  from  physical  life.  Our  mental  and 
physical  life  go  along  together  each  affecting  the 
other.  Trouble  in  the  body  structure  or  physical  or- 
ganization may  and  usually  does  affect  the  mental 
and  emotional  reactions. 

Most  of  our  disturbances  are  the  result  of  conflicts 
which  take  place  within  the  framework  of  the  mental 
sphere.  We  have  to  learn  to  live  within  ourselves. 
We  are  constantly  struggling  to  restrain  our  emo- 
tions, to  discipline  our  desires,  to  tolerate  inherent 
weakness  and  to  accept  inescapable  limitations  which 
prove  too  exacting.  We  would  be  more  willing  to 
know  ourselves  better  if  it  did  not  demand  the  ex- 
penditure of  energy,  honest  self-criticism  and  matur- 
ity of  judgement.  We  are  afraid  of  what  the  self 
may  reveal.  We  seek  an  easy  way  of  living  and 
happiness  but  there  is  none. 

It  is  difficult  to  make  our  experiences  contribute 
to  self  growth  and  improvement.  Life  is  made  up  of 
experiences  and  it  is  the  organization  of  these  ex- 
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periences  that  form  the  basis  of  our  achievements. 
We  are  the  sum  total  of  all  the  experiences  we  have 
had  or  are  having  at  the  present  time.  The  richest 
individual  is  the  one  who  has  had  the  finest  and  the 
most  wholesome  experiences. 

Marvelous  as  is  the  working  of  the  body  in  all  of 
its  parts,  no  where  do  we  find  such  a complex  mass 
of  happening  constantly  going  on  as  in  the  brain.  The 
better  we  understand  it  the  stronger  becomes  our  be- 
lief that  the  brain  should  be  thought  of  as  the  struc- 
tural seat  of  the  self  and  the  mind  as  the  functional 
focus  of  the  self.  It  may  help  us  if  we  will  think  of 
the  self  as  a unity  that  includes  not  only  the  mind  and 
the  brain  but  also  every  other  part  of  the  body. 

The  basis  of  most  of  our  behavior  is  physiological 
habits  we  have  acquired.  It  has  often  been  said  that 
habits  make  good  servants  but  poor  masters.  We 
cannot  build  our  personal  mental  hygiene  program 
unless  we  come  to  some  kind  of  agreement  with  our 
own  habit-life.  We  must  accept  what  we  are  unwill- 
ing to  change  and  we  must  build  what  we  insist  upon 
having. 

Perhaps  the  most  important  factor  in  the  process 
of  getting  along  with  one’s  self  is  insight  into  our 
own  condition.  There  can  be  no  recreation  or  reor- 
ganization without  insight.  When  a person  suffering 
from  a mental  disturbance  gets  insight  into  his  con- 
dition, there  is  hope  for  his  improvement.  When  men 
and  women  who  have  trouble  getting  along  with 
themselves  and  others  get  insight  into  their  troubles, 
they  may  be  able  to  solve  the  difficulty  and  secure  an 
emotional  balance  within  themselves  and  harmony 
with  other  persons. 

We  should  have  some  knowledge  of  personal  psy- 
chology so  that  we  may  find  aids  to  the  understand- 
ing of  our  mental,  emotional  and  social  maturing. 
The  concept  of  psychological  maturing  can  serve  as 
a great  help  in  guiding  children,  as  well  as  adults,  in 
understanding  themselves  and  in  knowing  when  they 
are  ready  to  act.  We  must  learn  to  solve  our  prob- 
lems as  adults.  To  mature  is  to  bring  our  powers  and 
abilities  to  realization. 

Successful  living  necessitates  the  ability  to  deal 
with  other  people.  We  develop  by  helping  others  to 
grow  to  the  limit  of  their  potentialities.  As  our  re- 
lationships with  other  people  grow  in  complexity, 
proficiency  in  handling  people  becomes  increasingly 
important.  We  all  feel  the  constant  need  of  being 
versed  in  the  science  and  skilled  in  the  art  of  influ- 
encing others.  All  human  activity  is  initiated  and 
sustained  by  some  urge,  craving,  desire  or  want.  A 
knowledge  of  these  is  a great  aid  in  dealing  with 
others.  Our  failure  in  various  life  situations  to  get 
others  to  comply  with  our  wishes,  is  largely  owing 
to  the  fact  that  we  do  not  know  or  understand  man’s 
basic  wants.  We  have  no  techniques  for  directing  or 
harnessing  these  wants,  desires  or  inner  urges. 
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We  all  have,  to  some  degree,  the  feeling  of  per- 
sonal worth.  This  feeling  is  one  of  the  most  impor- 
tant of  human  drives.  We  must  understand  the  effect 
of  the  feeling  of  personal  worth  and  the  methods  of 
directing  it  before  we  can  influence  human  behavior. 
Without  this  knowledge  we  can  seldom  be  successful 
in  dealing  with  others.  The  feelings  of  personal 
worth  can  be  made  by  either  a positive  or  negative 
appeal.  In  the  positive  appeal  we  further  the  indi- 
vidual’s pride  and  are  then  able  to  direct  his  action. 
In  the  negative  appeal  we  may  create  a fear  that 
unless  he  does  as  suggested  he  will  lose  prestige.  The 
effect  of  either  method  depends  largely  upon  the  sin- 
cerity of  the  one  attempting  to  do  the  persuading. 
Insincerity  is  easily  detected,  and  will  cause  a great 
deal  of  resentment.  We  all  like  to  think  that  we  can 
make  our  own  decisions  and  are  free  to  do  as  we 
choose,  that  we  are  a self  determining  being.  The 
indirect  method  is  often  more  effective  than  the  di- 
rect method.  To  make  an  individual  feel  and  think 
that  he  is  a mere  puppet  is  disastrous  to  wholesome 
human  relationships.  The  indirect  method  of  ap- 
proach is  sometimes  called  suggestion  and  if  done 
skillfully  will  make  the  individual  think  that  he  has 
originated  the  idea.  He  has  not  only  accepted  the 
idea  but  is  determined  to  act  accordingly.  He  thinks 
he  is  following  his  own  thinking  and  direction.  We 
would  all  increase  our  efficiency  in  getting  along  with 
others  if  we  would  occasionally  drop  a remark  in- 
stead of  expressing  our  views  as  strongly  as  we  do. 
People  like  to  feel  that  they  are  acting  on  first-hand 
rather  than  second-hand  decisions. 

To  get  people  to  accept  our  facts  and  points  of 
view  we  must  set  them  forth  clearly  and  in  several 
different  ways  before  we  draw  any  conclusions.  By 
doing  this  we  enable  them  to  have  the  satisfaction  of 
believing  that  they  originated  the  idea.  Another  way 
of  getting  people  to  agree  with  us  is  to  state  an  idea 
a number  of  times  in  different  ways  over  a long  period 
of  time.  We  can  also  say  that  a number  of  noted 
individuals  have  said  and  believed  the  fact  we  are 
trying  to  have  accepted.  We  can  once  in  a while  get 
a person  to  follow  us  by  putting  the  idea  in  the  form 
of  a question  and  have  him  answer  it.  The  answer 
then  will  be  his  own,  to  which  in  most  cases  he  will 
agree. 

A master  method  in  handling  people  is  through 
the  sense  of  humor.  We  can  gain  good  will  and 
make  people  agree  with  us  if  we  can  make  them 
laugh  and  enjoy  our  humor.  This  ability  is  a very 
effective  weapon  of  the  public  speaker.  The  safest 
types  of  humor  are  those  that  convey  a compliment 
or  put  the  joke  on  one’s  self  or  imaginary  people  or 
people  entirely  out  of  range.  We  can  win  people’s 
esteem  and  affection  by  being  good  humored  and 
pleasant.  Emotions  are  contagious.  We  can  hold 
people’s  attention  and  convince  them  by  approaching 
them  through  their  own  personal  experiences  and 
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WHAT  EVERY  MAINE  DOCTOR  SHOULD  KNOW  ABOUT  CIVIL  DEFENSE  AND 
PUBLIC  SAFETY  PLANNING  — SECOND  REPORT 

By : The  Committee  on  Emergency  Civilian  Medical  Defense  of  the  Maine  Medical  Association* * * * 


Much  additional  progress  has  been  made  in  Civil 
Defense  and  Public  Safety  Planning  in  the  State  of 
Maine  since  the  Committee  on  Emergency  Civilian 
Defense  published  its  first  article  under  this  same 
general  heading  in  the  March,  1950,  issue  of  The 
Journal  of  the  Maine  Medical  Association. 
Therefore,  it  seems  timely  that  the  Committee  make 
available  to  the  officers  and  to  the  members  of  the 
Maine  Medical  Association  such  information  about 
these  more  recent  developments  in  Civil  Defense 
Planning  as  may  be  of  particular  interest  to  the 
medical  profession. 

Recommendations  submitted  by  the  Committee  on 
Emergency  Civilian  Defense  at  the  June  18,  1950, 
meeting  held  at  Poland  Spring  were  subsequently 
accepted  by  the  President  and  the  Council  of  the 
Maine  Medical  Association  and  forwarded  through 
channels  to  the  State  Civil  Defense  and  Public  Safety 
Director  and  to  the  Governor  of  Maine.  The  latter 
two  state  officials  have  given  their  approval  to  each 
of  the  three  major  recommendations  which  were  sub- 
mitted to  them  for  consideration ; and  as  a result  of 
this  favorable  action,  the  State  Commissioner  of 
Education  has  already  recommended  to  the  superin- 
tendents and  principals  of  the  senior  high  schools 
that  the  Standard  Red  Cross  First  Aid  Course  be 
incorporated  into  the  school  curriculum  for  junior 
and  senior  students.  Furthermore,  the  university  and 
colleges  in  this  state  are  also  making  plans  to  give 
the  Standard  "Red  Cross  First  Aid  Course  to  their 
students  this  year.  The  County  and  City  Civil  De- 
fense Directors  are  expected  to  assign  these  students 
to  first  aid  stations  and  to  collecting  points  in  the 
vicinity  of  their  homes  as  soon  as  they  have  satis- 
factorily completed  this  instruction  in  first  aid. 

The  Veterans  of  Foreign  Wars  have  agreed  to  help 
with  the  training  of  personnel  in  first  aid  and  in  the 
various  aspects  of  evacuation  of  sick  and  injured 
from  disaster  areas.  It  is  also  expected  that  the 
American  Red  Cross  Chapters  in  Maine  will  resume 
the  teaching  of  classes  which  will  include  instruction 
in  both  their  standard  and  their  Advanced  Courses 
in  First  Aid. 

The  inventory  questionnaire,  prepared  by  the  Com- 
mittee on  Emergency  Civilian  Defense,  which  lists 
all  the  “minimum  essential  medical  equipment  and 

* Charles  W.  Steele,  M.  D.,  Chairman;  Ralph  A.  Getchell, 

M.  D. ; Harry  Butler,  M.  D. ; Albert  W.  Moulton,  M.  D. ; 

Garfield  G.  Defoe,  M.  D. ; Frederick  C.  Dennison,  M.  D. ; 

Harold  E.  Small,  M.  D. ; M.  Allen  Torrey,  M.  D. ; John  B. 

Thompson,  M.  D. ; Clark  Miller,  M.  D. ; Roscoe  L.  Mitchell, 
M.  D.;  and  Col.  O.  H.  Stanley,  M.  C.,  U.  S.  A.  (Ret’d). 


supplies”  that  would  be  needed  to  treat  large  num- 
bers of  disaster  casualties,  has  been  approved  by  the 
State  Civil  Defense  Director  for  distribution  in  the 
near  future  to  the  general  hospitals,  wholesale  drug 
houses  and  medical  supply  houses  in  Maine.  Ques- 
tions, designed  to  obtain  pertinent  information  in 
regard  to  the  personnel  assigned  to,  and  equipment 
and  supplies  carried  in  the  X-ray,  laboratory,  and 
blood  bank  departments  and  in  the  operating  rooms 
in  the  general  hospitals  within  this  state,  have  also 
been  included  as  an  additional  part  of  this  question- 
naire. 

Finally,  the  recommendations  made  by  the  Com- 
mittee on  Emergency  Civilian  Medical  Defense  of 
the  Maine  Medical  Association  concerning  the  fixing 
of  responsibility  for  the  Medical  Care  Aspects  and 
for  the  Public  Health  Aspects  of  Civil  Defense  Plan- 
ning have  been  incorporated  into  the  duties  and  re- 
sponsibilities prescribed  by  the  Governor  and  the 
State  Civil  Defense  Director  for  this  #3  State 
Deputy  Civil  Defense  Director  and  his  assistants.  On 
July  19,  1950,  Colonel  Spaulding  Bisbee,  the  State 
Civil  Defense  Director,  wrote  as  follows  to  Doctor 
Charles  W.  Steele,  the  Chairman  of  the  Committee 
on  Emergency  Civilian  Medical  Defense  of  the 
Maine  Medical  Association. 

“Governor  Frederick  G.  Payne  has  instructed 
me  to  notify  you  of  your  appointment  as 
Deputy  Director  in  Charge  of  the  Medical  As- 
pects of  Civil  Defense  and  Public  Safety  for 
the  entire  State  of  Maine.  You  will  serve  on 
my  stafif  and  I would  prescribe  your  duties 
somewhat  as  follows  ;***** 

These  duties,  as  prescribed  in  this  original  letter 
of  appointment,  will  not  be  quoted  here  since  Colonel 
Bisbee,  the  State  Civil  Defense  Director,  has  outlined 
them  in  greater  detail  in  a later  communication  dated 
August  21,  1950,  which  he  addressed  to  all  County 
Directors  of  Civil  Defense  and  Public  Safety  in 
Maine,  a copy  of  which  letter  is  included  as  Appen- 
dix “A.”  In  this  letter,  the  five  Deputy  State  Civil 
Defense  and  Public  Safety  Directors  and  their  as- 
sistants have  been  named  and  their  duties  and  re- 
sponsibilities have  been  prescribed  in  their  essential 
detail. 

Members  of  the  Maine  Medical  Association  will 
be  glad  to  learn  that  Doctor  Albert  W.  Moulton  of 
Portland,  the  Deputy  Chairman  of,  and  Doctor 
Clarke  Miller  of  Lewiston,  a member  of  the  Com- 
mittee on  Emergency  Civilian  Medical  Defense  of 
the  Maine  Medical  Association,  and  Professor  Fred- 
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erick  B.  Oleson  of  the  University  of  Maine  have  been 
named  as  “Assistant  State  Deputy  Directors  #3. 

The  latter  named  person  has  been  charged  with  the 
responsibility  of  outlining  a table  of  organization  and 
equipment  for  radiological  detection  teams  which  will 
be  organized  throughout  the  State.  It  has  been 
deemed  advisable  to  organize,  equip  and  train  five 
“Radiological  Detection  Teams”  which  can  be  at- 
tached to  the  Mobile  Reserve  Battalions.  Since  more 
than  one  of  these  Radiological  Detection  Units  may 
be  sent  into  the  same  major  disaster  area,  it  is  of 
utmost  importance  that  these  units  all  use  the  same 
equipment  and  that  they  use  the  same  procedures  for 
obtaining  data  and  that  the  same  standards  be  used 
for  interpreting  the  results.  Therefore,  Professor 
Frederick  B.  Oleson,  who  took  the  five-week  course 
conducted  by  the  Atomic  Energy  Commission  this 
Spring  at  Long  Island,  New  York,  has  been  charged 
by  the  State  Civil  Defense  and  Public  Safety  Di- 
rector and  the  State  Deputy  Director  3 with  de- 
vising the  Table  of  Organization  and  Equipment  for 
these  Radiological  Detection  teams  and  with  outlin- 
ing the  course  of  instruction  and  training  program 
to  be  carried  out  by  each  Radiological  Detection 
Team. 

A.  The  following  Table  of  Organization  has  been 
set  up  for  a Radiological  Detection  Team. 

I.  Administrative  Staff : 

a.  Commanding  officer  or  leader  of  the 
team.  (A  professor  from  the  Depart- 
ment of  Physics  or  Radiology.) 

b.  Deputy  Commander  or  alternate  leader. 
(A  professor  from  the  Department  of 
Engineering  or  from  the  Physics  or 
Chemistry  Department.) 

c.  Additional  staff  to  consist  of  : 

1.  Radiologist  (medical  liaison  and 
consultant). 

2.  Supply  officer  and  an  assistant  sup- 
ply officer. 

(Someone  from  engineering  depart- 
ment or  one  who  is  familiar  with 
maintenance  and  calibration  of  in- 
struments. ) 

3.  A biologist  and  an  assistant. 

II.  Three  Monitoring  Squads  consisting  of 

two  men  each  (plus  alternates). 

a.  Efigh  school  science  teachers. 

b.  Scientifically  trained  personnel  familiar 
with  the  instruments. 

B.  Table  of  Equipment. 

I.  Film  badges. 

II.  Pocket  docimeters. 
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III.  High  Level  Survey  Meters.  Portable  Ioni- 
zation chamber  type. 

Examples : Juno,  Cutie  Pie,  etc. 

IV.  Low  Level  survey  meters  — Portable  Gei- 
ger-Mueller  Type. 

V.  Atomic  Weapons  Effects  Hand  Book 
(Atomic  Energy  Commission  Publishers 
and  available  from  Government  Printing 
Office,  Washington,  D.  C.). 

C.  Duties  of  the  Administrative  Staff. 

I.  Actual  Direction  of  the  headquarters  staff 
and  of  the  monitoring  teams. 

II.  Medical  Liaison. 

ILL  Communications  between  the  monitoring 
squad  and  headquarters  staff  and  with  the 
local,  county  and  State  Civil  Defense  Di- 
rectors. 

IV.  Plot  isodose  curves,  the  principal  interest 
being  in  the  1 r/hr  and  the  10  r/hr  bound- 
aries. 

V.  Personnel  monitoring.  (50  r/day  not  to  ex- 
ceed 100  r for  team  members). 

VI.  Supplies. 

D.  Duties  of  the  Monitoring  Squads. 

I.  Carry  the  following  equipment : 

a.  Film  badge. 

b.  Pocket  docimeters. 

c.  One  high  level  survey  meter  of  the  ioni- 
zation chamber  type  (must  be  calibrated 
against  proper  standards  of  radium  at  a 
central  laboratory). 

d.  One  low  level  instrument  of  the  Geiger- 
Mueller  type  (must  he  calibrated  against 
proper  standards  of  radium  at  a central 
laboratory). 

e.  Rubber  overshoes,  coveralls,  assault 
mask,  gloves,  etc. 

II.  Procure  the  necessary  radiation  data  by 
proper  use  of  the  above  equipment  to  enable 
the  administrative  staff  to  plot  out  areas  of 
dangerous  radiological  contamination  on 
the  ground  and  air  in  a disaster  area. 

E.  Training  and  Instruction. 

I.  The  staffs  of  these  defense  teams  should  re- 
ceive training  and  instruction  by  familiariz- 
ing themselves  with  the  Atomic  weapons 
Effects  Hand  Book. 

II.  Those  persons  with  scientific  background 
and  who  are  familiar  with  the  instruments 
will  require  very  little  formal  training;  but 
those  men  without  this  scientific  background 
will  need  instruction  and  training,  par- 
ticularly in  the  use  of  the  various  instru- 
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ments  which  may  be  available  for  use  by 
his  team. 

III.  Team  leader  (with  assistance  from  Assist- 
ant Deputy  #3)  responsible  for  training  of 
of  team  in  use  of  available  instruments. 

The  State  Deputy  Director  #3  and  his  assistants 
have  been  charged  with  responsibility  for: 

a.  Medical  and  Health  Services. 

b.  Public  Health. 

c.  Medical  Care  Services  which  will  include : 

1.  Casualty  Medical  Services. 

2.  Nursing  Section. 

3.  Pharmacy. 

4.  Medical  Practice. 

5.  Dental  Services. 

6.  Physical  Medicine. 

7.  Administration. 

d.  Radiological  Defense  Division. 

e.  Chemical  Defense  Division. 

f.  Other  Special  Weapons  Defense  Division. 

In  addition,  the  State  Deputy  Director  #3  has 
been  instructed  to  consult  with : 

a.  The  Commissioner  of  Agriculture,  A.  K.  Gard- 
ner, State  House,  Augusta,  regarding: 

1.  Diseases  of  animals  transferable  to  humans. 

2.  Diseases  of  plants  and  vegetables  detri- 
mental to  humans. 

b.  The  Commissioner  of  Health  and  Welfare, 
David  H.  Stevens,  State  House,  Augusta,  re- 
garding the  Public  Health  Aspects  of  Civil  De- 
fense Planning.  In  accordance  with  recom- 
mendations made  previously  by  the  Committee 
on  Emergency  Civilian  Defense  of  the  Maine 
Medical  Association,  the  Governor  has  indi- 
cated that: 

1.  The  emergency  Services  rendered  by  the 
State  Department  of  Health  and  by  the 
District,  County,  and  Local  subdivisions  of 
the  Public  Health  Agency  would  be  the 
same  as  the  ordinary  service  rendered  by 
the  department. 

2.  After  disaster  occurs  the  State  Department 
of  Health  and  its  subdivisions  would  be 
responsible  for  the  following : 

a.  Milk  and  food  sanitation. 

b.  Supervision  of  general  sanitation  in 
emergency  shelters,  etc. 

c.  Sanitary  control  in  disaster  areas. 

d.  Recognition  of  and  prevention  of  spread 
of  communicable  diseases. 

e.  Mass  immunization  of  disaster  victims. 

f.  Furnish  all  necessary  biologicals  and 
vaccines. 


Commissioner  Stevens  has  already  named  members 
of  his  department  to  a committee  for  the  purpose  of 
integrating  the  activities  of  the  Department  of  Health 
and  Welfare  with  the  State  program  of  Civil  Defense 
and  Public  Safety.  Called  to  serve  on  this  committee 
were:  Maurice  A.  Priest,  M.  D.,  District  III  Health 
Officer;  Miss  Pauline  Smith,  Director,  Division  of 
Public  Assistance;  Arch  H.  Morrill,  M.  D.,  Director, 
Diagnostic  Laboratory  Division ; Elmer  W.  Camp- 
bell, P.  H.  D.,  Director,  Division  of  Sanitary  Engi- 
neering ; Miss  Helen  F.  Dunn,  R.  N.,  Director,  Divi- 
sion of  Public  Health  Nursing;  Mrs.  Margaret  H. 
Oaks,  Assistant  to  the  Director,  Division  of  Com- 
municable Disease  Control.  The  Commissioner  will 
serve,  ex-officio,  as  Chairman  of  the  Committee  and 
Miss  Ruth  T.  Clough,  Health  Educator  will  serve  as 
secretary. 

Mr.  Stevens  has  indicated  that  the  fundamental 
considerations  of  the  above  named  Committee  from 
the  Department  of  Health  and  Welfare  will  include: 

1.  Evaluation  of  the  present  departmental  pro- 
gram in  respect  to  the  State  Civil  Defense  and 
Public  Safety  Plan. 

2.  Consideration  of  allied  health  program. 

a.  Drafting  of  a plan  under  which  the  Depart- 
ment of  Health  and  Welfare  will  operate 
in  cooperation  with  the  State  program  ol 
Civil  Defense. 

The  Department  of  Health  and  Welfare  is  still 
working  on  the  details  of  this  plan.  Therefore,  it  can- 
not he  included  with  this  progress  report  but  it  is 
hoped  that  the  plan  will  soon  be  ready  for  release  and 
publication. 

County  Civil  Defense  and  Public  Safety  Directors 
have  now  been  named  for  each  of  the  sixteen  (16) 
counties  within  the  State  of  Maine.  The  names  and 
addresses  of  the  present  County  Civil  Defense  Di- 
rectors will  be  found  in  Appendix  “B”  which  is 
attached  to  this  communication. 

The  Governor  and  the  State  Civil  Defense  and 
Public  Safety  Director  have  prescribed  the  duties  and 
responsibilities  of  the  County  Civil  Defense  Di- 
rectors. Interested  readers  are  referred  to  Appendix 
“C”  which  is  attached  for  details  concerning  these 
prescribed  duties  for  the  County  Civil  Defense 
Directors. 

The  majority  of  the  County  Civil  Defense  Di- 
rectors have  now  named  five  Deputy  Directors  to 
serve  with  them  in  their  respective  counties.  The 
names  and  addresses  of  these  Deputy  County  Civil 
Defense  Directors  have  been  listed  along  with  the 
names  of  the  County  Civil  Defense  and  Public  Safety 
Directors  in  Appendix  “B.” 

The  Governor  and  the  State  Civil  Defense  Director 
have  prescribed  the  duties  and  responsibilities  for 
each  of  the  five  Deputy  County  Civil  Defense  Di- 
rectors. Maine  doctors  will  be  most  concerned  with 
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the  duties  and  responsibilities  of  County  Deputy 
Civil  Defense  Director  #3  who  has  been  given  ad- 
ministrative supervision  over  the  Radiological  De- 
fense, Chemical  Defense,  Other  Special  Weapons 
Defense,  and  Medical  Health  Services  Division.  A 
very  detailed  description  of  the  activities  included  un- 
der the  main  divisions  listed  above  have  been  set 
forth  in  Appendix  “D”  which  is  attached;  and,  in- 
terested readers  are  referred  to  this  appendix  for 
these  details. 

Each  County  Civil  Defense  and  Public  Safety 
Director  and  his  number  three  Deputy  Director  can 
be  expected  to  begin  work  soon  on  a survey  of  the 
larger  towns  and  cities  within  their  respective  county 
with  a view  to  selecting  the  sites  at  which  first  aid 
stations,  collecting  points  and  clearing  stations  will 
be  established.  It  will  also  be  necessary  for  them  to 
agree  upon  the  summer  hotels,  boys’  and  girls’  camps 
and  other  installations  which  are  to  be  taken  over 
for  use  as  emergency  auxiliary  hospitals,  convalescent 
hospitals,  evacuation  centers,  displaced  person  camps, 
etc.,  in  event  a serious  disaster  should  strike  in  their 
county  or  in  an  adjoining  county. 

It  has  been  recommended  for  purposes  of  basic 
planning  that  a sufficient  number  of  emergency  beds 
should  be  provided  so  that  approximately  one-third 
the  population  within  each  large  city  within  this  state 
could  be  hospitalized  in  event  any  of  these  thickly 
settled  industrial  areas  should  become  enemy  targets. 
Although  Maine  has  a very  limited  number  of  actual 
legitimate  military  targets,  it  is  fully  realized  that  the 
geographic  location  of  the  state  is  such  that  enemy 
bombers  might  very  well  be  expected  to  fly  over 
here  on  their  way  to  other  target  areas  along  the 
eastern  seaboard.  Furthermore,  experience  in  Eng- 
land during  World  War  II  showed  that  enemy 
bomber  pilots,  whenever  they  were  pursued  by  fighter 
planes,  would  jetson  their  bombs  on  the  first  possible 
target  in  sight  rather  than  take  a chance  on  being 
shot  down  with  their  bombs  aboard  before  they  could 
reach  their  original  target  objective.  Therefore,  it  is 
the  feeling  of  Civil  Defense  Planners  here  in  this 
State  that  preparations  must  also  be  made  to  cope 
with  any  such  chance  attack  by  enemy  planes  on  other 
Maine  towns  and  cities  besides  those  that  might  be 
primary  military  targets. 

For  the  past  several  months  the  Committee  on 
Emergency  Civilian  Defense  of  the  Maine  Medical 
Association  has  been  working  diligently  with  the 
State  Civil  Defense  Director  in  an  attempt  to  per- 
fect the  blueprint  of  the  organizations  which  will 
make  up  the  Chain  of  Evacuation  through  which  will 
pass  the  civilian  casualties  from  any  large  disaster 
area  within  this  state.  The  following  chart  shows 
this  Chain  of  Evacuation  in  diagramatic  form. 

It  has  been  agreed  that  one  “First  Aid  Post” 
should  be  provided  for  each  5,000  of  the  population 
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in  the  thickly  settled  industrial  cities.  First  aid  teams 
and  litter  bearer  teams  will  be  assigned  to  and  will 
work  out  of  these  First  Aid  Posts  into  the  disaster 
area. 

One  “Collecting  Post”  should  be  provided  for  each 
25,000  of  the  population  in  the  larger  cities.  In  event 
the  area  was  less  thickly  populated  collecting  posts 
should  not  be  more  than  two  miles  apart  in  order  to 
assure  that  patients’  travel  does  not  exceed  one  mile 
as  a rule.  A collecting  post  should  service  no  less 
than  three  and  no  more  than  five  first  aid  posts  in 
any  disaster  area. 

A “Collecting  Company,”  composed  of  one  litter 
platoon,  one  collecting  post  platoon,  and  one  ambu- 
lance platoon,  would  be  responsible  for  transporting 
casualties  from  the  first  aid  posts  to  the  collecting 
post  and  from  the  latter  to  either  (1)  the  combination 
clearing  station  and  60-bed  surgical  hospital  if  they 
are  very  seriously  injured  and  able  to  be  transported 
only  short  distances  or  (2)  the  fixed  general  hos- 
pitals or  the  auxiliary  general  hospitals  if  they  are 
not  critically  injured  and  able  to  be  safely  moved 
greater  distances.  All  neuro-psychiatric  shock  pa- 
tients should  be  sent  from  the  collecting  posts  di- 
rectly to  the  neuro-psychiatric  diagnostic  and  treat- 
ment stations  with  the  least  possible  delay. 

One  combination  clearing  station  and  a 60-bed  sur- 
gical hospital  should  be  provided  for  each  15,000  to 
25,000  of  the  population  in  larger  cities.  This  type 
of  installation  would  be  expected  to  take  only  the 
very  seriously  injured  who  would  require  immediate 
medical  and  surgical  treatment  before  they  could  be 
safely  moved  to  installations  further  away  from  the 
scene  of  the  disaster. 

The  number  of  neuro-psychiatric  stations  and 
of  auxiliary  hospitals  that  would  be  required  would 
be  directly  dependent  on  the  total  number  of  disaster 
victims  who  would  require  treatment  or  hospitaliza- 
tion in  these  two  types  of  installations.  Further- 
more, the  number  of  convalescent  hospitals  to  be 
established  will  be  dependent  on  the  bed  capacity  of 
said  installations  and  on  the  number  of  disaster  vic- 
tims who  will  eventually  require  convalescent  treat- 
ment and  care. 

Tables  of  Organization  and  Equipment  are  in  the 
process  of  being  established  for  each  of  the  units 
designated  above  in  the  Chain  of  Evacuation  but  have 
not  been  completed  as  yet.  However,  it  is  expected 
that  they  will  have  been  finished  and  approved  in 
time  for  publication  in  the  next  issue  of  The  Jour- 
nal of  the  Maine  Medical  Association. 

Pearl  R.  Fisher,  R.  N.,  President  of  the  Maine 
Hospital  Association  appointed  a Committee  on 
Emergency  Civilian  Medical  Defense  on  January  16, 
1950.  Named  to  this  Committee  were:  Donald  M. 
Rosenberger,  Chairman,  Director  — Maine  General 


Note:  Arrows  Indicate  the  direction  of  flow  and  possible  ultimate  destination  of  casualties 
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Hospital,  Portland;  Frank  C.  Curran,  Director  — 
Eastern  Maine  General  Hospital,  Bangor ; Dean 
Fisher,  M.  D.,  Director  — Central  Maine  General 
Hospital,  Lewiston;  Frank  Bosquet,  Director  — 
Augusta  General  Hospital,  Augusta ; and  Mrs.  Mary 
Morris,  Miles  Memorial  Hospital,  Damariscotta. 
This  Committee  on  Emergency  Civilian  Medical  De- 
fense of  the  Maine  Hospital  Association  has  been 
cooperating  in  every  possible  way  with  the  Committee 
on  Emergency  Civilian  Defense  of  the  Maine  Medi- 
cal Association ; and  as  a result  of  the  combined 
efforts  of  these  two  committees,  the  majority  of  the 
general  hospitals  within  this  state  have  already  drawn 
up  and  approved  “Standard  Operational  Procedures” 
which  will  be  followed  in  event  said  hospitals  are 
obliged  to  admit  and  treat  large  numbers  of  disaster 
victims.  At  the  present  time,  members  of  the  above 
mentioned  two  committees  are  working  out  the  de- 
tails for  a Table  of  Organization  and  Equipment  for 
a combination  clearing  station  and  60-bed  surgical 
hospital  which  would  be  expected  to  operate  at  the 
outskirts  of  a large  disaster  area  and  for  200-bed 
auxiliary  general  hospitals  that  might  need  to  be 
established  in  summer  hotels  or  other  similar  instal- 
lations outside  the  actual  disaster  area  in  order  that 
an  adequate  number  of  hospital  beds  be  made  avail- 
able in  event  the  number  of  civilian  casualties  was 
sufficiently  large. 

At  the  request  of  the  Committee  on  Emergency 
Civilian  Medical  Defense  of  the  Maine  Medical  Asso- 
ciation, the  active  staffs  of  many  of  the  general  hos- 
pitals throughout  the  state  have  already  designated 
three  and  four  men  medical-surgical  teams  that  would 
serve  in  the  combination  clearing  stations  and  sur- 
gical hospitals  and  in  the  auxiliary  general  hospitals 
that  might  be  required  in  event  of  a serious  disaster 
within  Maine.  It  is  hoped  that  the  Committee  on 
Emergency  Civilian  Medical  Care  of  the  Maine 
Hospital  Association  may  be  willing  to  assume  re- 
sponsibility for  organizing  the  non-professional  per- 
sonnel that  will  be  required  to  operate  the  combina- 
tion clearing  station-surgical  hospital  units  and  the 
auxiliary  general  hospital  units  enumerated  above. 
Detailed  Tables  of  Organization  and  Equipment  for 
these  two  types  of  units  will  be  published  in  an  early 
issue  of  The  Journal  of  the  Maine  Medical 
Association. 

Velma  Haley,  R.  N.,  President  of  the  Maine  State 
Nurses’  Association,  appointed  a committee  on  Civil 
Defense  at  the  annual  meeting  held  in  October  of 
this  year.  Named  to  this  committee  were : Margaret 
Y.  Hodgkins,  Cape  Elizabeth,  Chairman ; Mrs.  Ruth 
A.  Evans,  R.  N.,  Presque  Isle  General  Hospital, 
Northern  District;  Josephine  Clough  Philbrick, 
R.  N.,  Eastern  District,  Bangor;  Annie  B.  Mason, 
Lewiston,  Central  District,  and  Mrs.  Leo  McDer- 
mott, R.  N.,  Portland,  Western  District.  This  com- 
mittee is  expected  to  advise  the  State  Civil  Defense 
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and  Public  Safety  Director  and  his  #:3  Deputy  State 
Director  on  matters  pertaining  to  the  participation 
of  the  members  of  the  Maine  State  Nurses’  Associa- 
tion in  Civil  Defense  Activities  at  the  State,  County 
and  Local  Levels.  The  Maine  State  Nurses’  Associa- 
tion has  already  held  a panel  discussion  on  Civil  De- 
fense at  their  October,  1950,  meeting;  and  this  or- 
ganization plans  to  send  a memorandum  to  each 
registered  nurse  in  Maine  asking  her  to  signify  if  she 
will  be  willing  to  serve  in  some  capacity  in  the  Civil 
Defense  Organization.  Margaret  Y.  Hodgkins, 
Chairman  of  the  Committee  on  Civil  Defense  of  the 
Maine  State  Nurses’  Association  attended  a program 
of  training  for  professional  nurses  in  the  Nursing 
Aspects  of  Atomic  Warfare  given  by  the  Atomic 
Energy  Commission  and  the  Public  Health  Service 
at  the  AEC  Laboratory  in  Rochester,  N.  Y.,  on 
November  13-17,  1950.  Upon  her  return,  Mrs. 
Hodgkins  has  proposed  the  following  educational 
program  for  nurses : 

“To  better  implement  a similar  course  of  instruc- 
tion for  Nurses  in  Maine  it  would  appear  expedient 
to  form  an  advisory  committee  composed  of  at  least 
the  following  groups : League  of  Nursing  Education, 
Maine  State  Nurses’  Association,  State  Public  Health 
Nursing  Division,  Industrial  Nursing  Association, 
American  Red  Cross,  Hospital  Association,  and 
State  Board  of  Nurse  Registration.” 

“This  sort  of  organization  was  looked  upon  favor- 
ably because  it  will  enable  us  to  get  acceptance  in  the 
teaching  contents  and  procedures  at  the  top  levels  of 
the  different  categories  of  nursing.  This  would  make 
it  possible  to  teach  selected  persons  in  the  nursing 
aspects  of  Atomic  Warfare  and  these  groups  in  turn 
would  be  able  to  instruct  within  their  community  or 
group.” 

The  Maine  Medical  Association  has  a special 
“Committee  on  Blood  Transfusions.”  Serving  on 
this  committee  are  the  following  members  of  the 
Maine  Medical  Association  : Richard  C.  Wadsworth, 
M.  D.,  Chairman,  Bangor;  Joseph  E.  Porter,  M.  D., 
Portland ; Gilbert  Clapperton,  M.  D.,  Lewiston ; 
Joseph  A.  Donovan,  M.  D.,  Houlton;  and  John  F. 
Reynolds,  M.  D.,  Waterville. 

The  Committee  on  Blood  Transfusions  has  been 
making  a special  study  of  the  blood  bank  problems 
in  this  state  and  have  devoted  considerable  attention 
to  the  Civil  Defense  Aspects  of  blood  procurement 
and  distribution  in  time  of  disaster.  An  excellent 
plan  has  been  devised  by  this  Committee  on  Trans- 
fusions and  approved  by  the  Council  of  the  Maine 
Medical  Association  on  October  15,  1950.  Interested 
readers  are  referred  to  Appendix  “E”  which  is  at- 
tached for  the  details  of  these  recommendations  made 
by  the  Committee  on  Blood  Transfusions. 

It  will  be  apparent  from  the  factual  data  presented 
above  that  much  progress  has  already  been  made  in 


NINETEEN  HUNDRED  AND  FIFTY-ONE— JANUARY 


19 


Civil  Defense  and  Public  Safety  Planning  at  the 
State,  County  and  Local  levels  in  Maine.  However, 
a great  deal  more  work  remains  to  be  done  especially 
at  the  county  and  city  levels.  The  key  personnel  in 
the  Civil  Defense  Organization  must  be  trained  and 
medical  supplies  and  equipment  required  for  the 
first  aid  posts,  the  collecting  posts,  the  collecting  com- 
panies, the  clearing  stations,  the  auxiliary  hospitals, 
etc.,  must  be  procured  and  distributed  to  the  appro- 
priate installations.  General  Spaulding  Bisbee,  the 
State  Civil  Defense  Director  has  included  the  sum 
of  $5,000  in  his  budget  request  to  the  Governor  for 
the  next  fiscal  year  with  which  amount  of  money  at 
present  prices,  it  should  be  possible  to  procure  the 
medical  supplies  needed  to  equip  a substantial  number 
of  collecting  posts  and  first  aid  posts  within  this  state. 

Mr.  David  H.  Stevens,  Director  of  the  State  Bu- 
reau of  Health  and  Welfare  has  included  in  his 
budget  request  to  the  Governor  sufficient  funds  to 
stock  pile  1,000  units  of  dried  plasma  which  could 
be  made  available  for  immediate  use  in  event  of  a 
serious  disaster  which  may  occur  in  Maine. 

Of  course,  actual  stock  piling  of  these  medical  sup- 
plies and  equipment  must  await  the  actual  appropria- 
tion of  the  necessary  funds  by  either  the  State  or  by 
the  Federal  Government;  and  at  this  time  it  is  im- 
possible to  know  how  long  it  may  be  before  either 
State  or  Federal  funds  will  be  provided  for  this  pur- 
pose. In  any  event  it  would  appear  now  that  the 
Congress  of  the  United  States  could  not  be  expected 
to  pass  the  necessary  Civil  Defense  legislation  and 
appropriate  the  much  needed  federal  funds  much  be- 
fore January  of  1951.  In  the  meantime,  it  is  hoped 
that  some  additional  State  funds  may  be  made  avail- 


able for  the  purchase  of  much  needed  medical  sup- 
plies and  equipment. 

The  Committee  on  Emergency  Civilian  Defense  of 
the  Maine  Medical  Association  wishes  to  take  this 
opportunity  to  thank  all  members  of  the  Maine  Hos- 
pital Association,  of  the  Maine  Nurses’  Association, 
of  the  State  Department  of  Health  and  Welfare,  of 
the  American  National  Red  Cross,  of  the  Department 
of  Education,  of  the  faculties  of  the  university,  col- 
leges and  high  schools,  of  the  Maine  Medical  Asso- 
ciation and  all  other  persons  who  have  been  cooperat- 
ing and  whose  continued  support  is  earnestly  re- 
quested in  the  months  to  come  in  order  that  the  citi- 
zens of  Maine  may  be  assured  of  a Civil  Defense  and 
Public  Safety  Organization  that  will  be  able  to  cope 
satisfactorily  with  a disaster  which  might  befall  any 
part  of  this  State  at  some  future  time. 
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APPENDIX  A 

Office  of  Maine  Civil  Defense 
and  Public  Safety 


STATE  HOUSE 
AUGUSTA,  MAINE 

August  21,  1950 

In  organizing  the  State  Headquarters  for  the  Civil  De- 
fense and  Public  Safety  Agency,  the  State  Director  retains 
and  controls  the  following  divisions : 

1.  Air  Raid  Warning  and  Aircraft  Warning  Division. 

2.  Civil  Air  Patrol  Division. 

3.  Administrative  Division. 

4.  Training  Division. 

5.  Planning  Division. 

6.  Mobile  Reserve  Battalions. 

7.  General  Liaison. 

8.  Filter  Center. 

9.  Co-operation  with  American  Red  Cross. 

August  21,  1950 

TO : All  County  Directors  of  Civil  Defense  and  Public 

Safety. 


FROM : Spaulding  Bisbee,  Director,  Civil  Defense  and 

Public  Safety. 

SUBJECT  : Organization  of  State  Headquarters. 

1.  This  office  has  been  working  for  some  time  on  the  organi- 
zation of  a staff  so  that  the  office  of  the  State  Director 
of  Civil  Defense  will  function  in  a more  efficient  manner. 

2.  Accordingly,  for  your  information,  as  of  this  date  the 
Governor  has  appointed  as  State  Deputy  Directors  and 
as  Assistant  State  Deputy  Directors  the  following  named 
gentlemen. 

State  Deputy  Director  No.  I 

Howard  H.  Potter,  Water  Works  Engineer  of  the  Public 

Utilities  Commission. 

Business  Address — State  House,  Augusta.  Tel.  Augusta 

1200,  Extension  222. 

Residence — 15  Blaine  Avenue,  Augusta.  Tel.  Augusta  1985. 
He  is  responsible  for : 
a.  Communication  Division. 
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b.  Engineering  and  Public  Works. 

1.  Water  Supply.  2.  Wastes  Disposal.  3.  Power.  4.  Pro- 
tective Construction.  5.  Buildings  and  Roads.  6.  Rescue 

c.  Transportation. 

1.  Plans  and  Training.  2.  Operations.  3.  Carrier.  4. 
Highways. 

State  Deputy  Director  No-.  2 

Joseph  A.  P.  Flynn,  Director,  State  Fire  Prevention  of  the 
Insurance  Department. 

Business  Address — Vickery  & Hill  Bldg.,  Augusta.  Tel. 
Augusta  1200',  Extension  345. 

Residence — Powhatan  Street,  Augusta.  Tel.  Augusta  3019 
or  2727-W. 

Pie  is  responsible  for : 

a.  Plant  Protection,  b.  Fire  Fighting  (cities  and  towns) 
and  Auxiliaries,  c.  Fire  Alarm,  d.  Maintenance  and  Repair, 
e.  Fire  Prevention  and  Training,  f.  Police  Services  (cities 
and  towns)  and  Auxiliaries. 

1.  Patrol.  2 Traffic.  3.  Detention.  4.  Records  and  Identifi- 
cation. 5.  Personnel  and  Training.  6.  Vice  Control.  7. 
Juvenile  Aid.  8.  Mutual  Aid. 

g.  Warden  Services  Division: 

State  Deputy  Director  No.  2 will  consult  with 

h.  The  Adjutant  General,  George  M.  Carter. 

Business  Address — Camp  Keyes,  Augusta.  Tel.  Augusta 

1200,  Extension  50. 

Residence — 41  School  Street,  Augusta.  Tel.  Augusta  2246. 
relating  to  co-operation  between  the  State  Guard  and  Civil 
Defense. 

State  Deputy  Director  No.  2 will  consult  with 

i.  Forestry  Commissioner,  Albert  D.  Nutting. 

Business  Address — Highway  Building,  State  House,  Au- 
gusta. Tel.  Augusta  1200,  Extension  217. 

Residence — 17  College  Heights,  Orono.  Tel.  Orono  2085. 
Room — 48  Second  St.,  Hallowed.  Tel.  Augusta  648-J. 
relating  to  co-operation  between  the  Forestry  Department 
and  Civil  Defense.  His  responsibility  is  the  same  as  in  ordi- 
nary times. 

State  Deputy  Director  No.  2 will  consult  with 

j.  Chief,  Maine  State  Police,  Francis  J.  McCabe. 

Business  Address — 66  Hospital  St.,  Augusta.  Tel.  Augusta 

1200,  Extension  411  or  Augusta  2411. 

Residence — 6 Southern  Ave.,  Augusta.  Tel.  Augusta  857. 
His  responsibility  is  the  same  as  in  ordinary  times.  Addi- 
tional recruiting,  training  and  supervision  of  State  Police 
reserves,  publicly  owned  utilities,  bridges,  docks,  etc. 

State  Deputy  Director  No.  2 will  consult  with 

k.  Commissioner  of  Education,  Harland  A.  Ladd. 
Business  Address — State  House,  Augusta.  Tel.  Augusta 

1200,  Extension  256. 

Residence— 20  Warren  St.,  Hallowed.  Tel.  Augusta 
2591-M. 

relating  to  firemen’s  training  under  the  Vocational  Educa- 
tional Division. 

State  Deputy  Director  No.  3 
Charles  W.  Steele,  M.  D. 

Business  Address — 472  Main  Street,  Lewiston,  Me.  Tel. 
Lewiston  4-8611. 

Resident  address  and  telephone  same. 

Assistant  Deputy  Directors  No.  3 

1.  Albert  W.  Moulton,  M.  D. 

Alternate  Deputy  Director  No.  3 for  State. 

Business  address — 180  State  Street,  Portland.  Tel.  Port- 
land 2-1329. 

2.  Professor  Frederick  B.  Oleson. 

Atomic  Warfare — Radiological  Detection  in  Civil  De- 
fense Planning. 

Business  address — University  of  Maine,  Orono.  Tel. 
Orono  441. 
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Residence — 9D  South  Apartments.  Orono. 

3.  Clarke  F.  Miller,  M.  D. 

Medical  Aspects  of  Atomic  Weapons  and  Atomic  War- 
fare in  Civil  Defense  Planning. 

Business  address — Central  Maine  General  Hospital,  Lew- 
iston. Tel.  Lewiston  4-4011. 

Resident  address — 778  Minot  Ave.,  Auburn.  Tel.  Lewis- 
ton 4-4121. 

4.  Richard  C.  Wadsworth,  M.  D.,  Pathologist,  Eastern 

Maine  General  Hospital. 

Transfusions  and  Blood  Banks  in  Civil  Defense  Planning. 
Business  address — Eastern  Maine  General  Hospital,  Ban- 
gor. Tel.  Bangor  5644. 

5.  Margaret  Y.  Hodgkins,  R.  N. 

Nursing  Aspects  of  Civil  Defense  Planning. 

Residence — Salt  Tides,  Cape  Elizabeth,  Maine.  Tel. 
Portland  4-0567. 

6.  Air.  Donald  Rosenberger,  Director,  Maine  General  Hos- 

pital. 

Fixed  and  Auxiliary  Hospitals  in  Civil  Defense  Planning. 
Business  address — Maine  General  Hospital,  Portland. 

Tel.  Portland  5-2154. 

Residence — 

7.  M.  C.  Pettapiece,  D.  O. 

Osteopathic  Hospitals  and  Oosteopathic  Surgeons  and 
Physicians  in  Civil  Defense  Planning. 

Business  address — Osteopathic  Hospital,  Portland,  335 
Brighton  Ave.  Tel.  4-2641. 

Residence  address — 55  Runnells  St.  Tel.  4-3561. 

They  are  responsible  for : 

a.  Medical  and  Health  Services. 

b.  Public  Health. 

c.  Medical  Care  Services.  1.  Casualty  Aledical  Services. 
2.  Nursing  Section.  3.  Pharmacy.  4.  Medical  Practice.  5. 
Dental  Services.  6.  Physical  Medicine.  7.  Administration. 

d.  Radiological  Defense  Division. 

e.  Chemical  Defense  Division. 

f.  Other  Special  Weapons  Defense  Division. 

State  Deputy  Director  No.  3 will  consult  with 

g.  Commissioner  of  Health  and  Welfare,  David  H. 
Stevens. 

Business  address — State  House,  Augusta.  Tel.  Augusta 
1200,  Extension  381. 

Residence — 18  Maple  St.,  Hallowell.  Tel.  Augusta  1165  W. 
regarding : 

1.  Emergency  Service  same  as  ordinary  service  from  this 
department. 

2.  After  disaster  occurs 

(a)  Milk  and  Food  Sanitation,  (b)  Sanitary  Control  in 
Disaster  Area,  (c)  Control  and  Spread  of  Communicable 
Diseases,  (d)  Mass  Immunization  Disaster  Victims,  (e) 
Supervision  General  Sanitation  in  Emergency  Shelters,  etc. 
(f)  Furnish  all  necessary  Biologicals. 

State  Deputy  Director  No.  3 will  consult  with 

h.  Commissioner  of  Agriculture,  A.  K.  Gardner. 

Business  Address — State  House,  Augusta.  Tel.  Augusta 

1200,  Extension  331  or  342. 
regarding : 

1.  Diseases  of  animals  transferable  to  humans.  2.  Diseases 
of  plants  and  vegetables  detrimental  to  humans. 

State  Deputy  Director  No.  4 
Joseph  Williamson. 

Business  address — -Macomber,  Farr  & Whitten,  284  Water 
Street,  Augusta.  Tel.  Augusta  1365. 

Residence — 89  Western  Ave.,  Augusta.  Tel.  250-W. 
Summer  Residence — Hammonds  Grove.  Tel.  1488-22. 
is  responsible  for : 

a.  Evacuation,  i.  e.,  Planning  and  Execution  of  mass 
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movements  of  people  (as  distinguished  from  local  intra-city 
clearance  of  a small  area). 

b.  Civilian  War  Aid.  Providing  food,  clothing,  shelter  and 
other  necessary  community  aid  under  emergency  conditions. 

State  Deputy  Director  No.  5 
John  S.  S.  Fessenden,  Deputy  Attorney  General. 

Business  address — State  House,  Augusta.  Tel.  Augusta 
1200,  Extension  231  or  232. 

Residence — East  Winthrop.  Tel.  Winthrop  69-3. 
is  responsible  for : 

a.  Legal  and  Legal  Advising  Agency. 

b.  Public  Information.  1.  Representative  of  the  Press. 
2.  Representative  of  the  Radio. 

Associated  with  State  Deputy  Director  No.  5 

c.  Commissioner  of  Education,  Harland  A.  Ladd. 
Business  address — State  House,  Augusta.  Tel.  Augusta 

1200,  Extension  256. 

Residence — 20  Warren  St.,  Hallowed.  Tel.  Augusta  2591- 
M. 

responsible  for  First  Aid  Training  in  high  schools. 
Associated  with  State  Deputy  Director  No.  5 

d.  Head  of  the  State  Association  of  Morticians  responsible 
for : 

1.  Collection  and  Identification  of  the  Dead ; Preparation 


for  Actual  Disposal  of  the  Bodies ; Keeping  Appropriate 
Records,  etc. 

All  State  Deputy  Directors  will  address  all  communica- 
tions and  oral  requests  and  instructions  to  the  County  Di- 
rectors of  the  several  counties,  who  in  turn  will  communicate 
with  their  Deputy  Directors. 

All  communications  from  State  Deputy  Directors  will  be 
signed  as  follows : 

Spaulding  Bisbee,  Director 
Civil  Defense  and  Public  Safety 

By  

State  Deputy  Director  Nos.  1,  2',,  3,  4,  or  5 

All  communications  or  inquiries  from  the  several  County 
Directors  in  answer  to  instructions  or  inquiries  from  the  State 
Deputy  Directors  will  be  addressed  to  the  State  Deputy 
Director  concerned. 

The  State  Deputy  Directors  will  file  copies  of  all  outgoing 
or  incoming  correspondence  from  the  several  County  Directors 
with  the  State  Director. 

Conferences  will  be  held  by  the  State  Staff  when  necessary. 


sb/gc 


Sincerely  yours, 

Spaulding  Bisbee,  Director, 

Civil  Defense  and  Public  Safety. 


APPENDIX  B 

County  and  Deputy  Directors 


ANDROSCOGGIN 

County  Director — J.  Dennis  Bruno,  115  Main  St.,  Lewiston, 
Maine.  Tel.  2-9143. 

Deputy  Director  No.  I — William  J.  Rogers,  530  Turner 
St.,  Auburn,  Maine.  Tel.  2-6580. 

Deputy  Director  No.  2 — William  Smith,  252  Turner  St., 
Auburn,  Maine.  Tel.  2-6833. 

Deputy  Director  No.  3 — Dr.  Ralph  A.  Goodwin,  56  Denison 
St.,  Auburn,  Maine.  Tel.  2-8481. 

Deputy  Director  No.  4 — 'Thomas  Fahey,  101  Pine  St.,  Lew- 
iston, Maine.  Tel.  2-0437. 

Deputy  Director  No.  5 — Patrick  F.  Malia,  Androscoggin 
County  Clerk  of  Courts,  Auburn,  Maine.  Tel. 
2-3801.  Residence:  37  Shawmut  St.,  Lewiston, 
Maine.  Tel.  2-6143. 

AROOSTOOK 

County  Director — Charles  P.  Helfenstein,  Caribou  Publish- 
, ing  Company,  Caribou,  Maine.  Tel.  3251. 

Deputy  Director  No.  1 

(Northern) — Vernon  Johnston,  Frenchville,  Maine.  Tel. 
(Home)  2541.  (Office)  2181. 

(Central) — Hayden  Anderson,  Office  of  School  Supt., 
Caribou,  Maine.  Tel.  6311.  Res.:  13  Page  Ave- 
nue. Tel.  2-5071. 

(Southern) — Wilfred  Hannan,  30  Pleasant  St.,  Houlton, 
Maine.  Tel.  2929 

Deputy  Director  No.  2 

(Northern) — George  Rice  (tentative),  Rice  Furniture 
Co.,  Main  St.,  Madawaska,  Maine.  Tel.  18. 

(Central) — Granville  Seamans,  Limestone,  Maine.  Of- 
fice: Fire  Station.  Tel.  3111.  Residence:  Foster 
Avenue.  Tel.  4311. 

(Southern) — Fred  Sylvester,  Houlton,  Maine.  Office: 
Market  Square.  Tel.  2141.  Residence:  18  Park 
St.  Tel.  6149. 


Deputy  Director  No.  3 

(Northern) — James  Hoyt,  Fort  Kent,  Maine.  Office: 
State  Liquor  Store,  Main  St.  Tel.  114-12.  Resi- 
dence: Main  St.  Tel.  133. 

(Central) — Lewis  G.  Hersey,  Fort  Fairfield,  Maine. 
Hersey  Chevrolet  Co.,  Main  St.  Tel.  3541.  Resi- 
dence: E.  Riverside  St.  Tel.  5661. 

(Southern) — Dr.  Clyde  I.  Swett,  Island  Falls,  Maine. 
Office  or  Home:  Tel.  6.  Hospital:  Tel.  32. 
Private  Camp  : Tel.  61-12. 

Deputy  Director  No.  4 

(Northern) — Ed  Thibeault,  Lafayette  St.,  Van  Buren, 
Maine.  Tel.  (Office),  323.  (Home)  323. 

(Central) — Fred  McConnell,  Presque  Isle,  Maine.  Of- 
fice: 9 Church  St.  Tel.  8632.  Residence:  45 
and  3rd  St.  Tel.  2-7911. 

(Southern) — Herschel  Good,  Monticello,  Maine.  Tel. 

(Office),  Houlton  8532.  (Home)  Houlton  9534. 
Deputy  Director  No.  5 

(Northern) — Arthur  J.  Nadeau,  Jr.,  Fort  Kent,  Maine. 
Office:  Main  St.  Tel.  64.  Residence:  Alfred 
St.  Tel.  64. 

(Central) — Dana  Weaver,  Mars  Hill,  Maine.  Office: 
Main  St.  Tel.  2821.  Residence:  14  Hillside 
Ave.,  Presque  Isle,  Maine.  Tel.  9-1896. 

(Southern) — George  Barnes,  Houlton,  Maine.  Office: 
Water  St.  Tel.  3301.  Residence:  31  Pleasant 
St.  Tel.  2482. 


CUMBERLAND 

County  Director — Col.  Charles  L.  Stephenson,  County  Court 
House,  142  Federal  St.,  Portland  3,  Maine.  Tel. 
3-5481.  Residence : Basin  Point,  South  Harps- 
well,  Maine.  Tel.  Harpswell  62-11. 

Deputy  Director  No.  1 — Col.  Albert  W.  Waterman,  2 Fair- 
lawn  Ave.,  South  Portland,  Maine.  Tel.  Port- 
land 4-9376. 
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Deputy  Director  No.  2 — Austin  Alden,  Gorham,  Maine. 
Tel.  (Home)  2722. 

Deputy  Director  No.  3 — Col.  O.  H.  Stanley,  MC,  USA 
(Ret’d),  7 Jordan  Ave.,  Brunswick,  Maine. 
Tel.  Brunswick  997-W. 

Deputy  Director  No.  4 — Mr.  Elmer  W.  Shedley,  Portland, 
Maine. 

Deputy  Director  No.  5 — Col.  Alexander  LaFleur,  Atty. 

Office:  443  Congress  St.,  Portland,  Maine.  Tel. 
Portland  3-2712.  Residence:  177  Glenwood  Ave. 
Tel.  Portland  3-5274. 


FRANKLIN 

County  Director — Delmar  Johnson,  Farmington,  Maine.  Tel. 
2075. 

Deputy  Director  No.  1 — 

Deputy  Director  No.  2 — Louis  Wright,  Chesterville,  Maine. 
Tel.  2233. 

Deputy  Director  No.  3 — Everett  Masterman,  Wilton, 
Maine.  Tel.  230-3. 

Deputy  Director  No.  4 — Lynn  Miller,  North  Jay,  Maine. 
Tel.  253-13. 

Deputy  Director  No.  5 — Russell  Richmond,  Phillips,  Maine. 

HANCOCK 

County  Director — Seth  E.  Libby,  39  Cottage  St.,  Bar  Har- 
bor, Maine.  Tel.  (Residence)  937-W.  (Office) 
858. 

Deputy  Director  No.  1 — John  F.  Harriman,  270  Main  St., 
Ellsworth,  Maine.  Tel.  476-Ml. 

Deputy  Director  No.  2 — Norman  M.  Dyer,  54  State  St., 
Ellsworth,  Maine.  Tel.  21. 

Deputy  Director  No.  3 — Dr.  James  H.  Crowe,  121  Main 
St.,  Ellsworth,  Maine.  Tel.  (Residence)  240-R. 
(Office)  240-W. 

Deputy  Director  No.  4 — William  Fenton,  86  Main  St.,  Bar 
Harbor,  Maine.  Tel.  (Residence)  336-W.  (Of- 
fice) 240. 

Deputy  Director  No.  5 — Atherton  W.  Fuller,  Jr.,  90  Main 
St.,  Ellsworth,  Maine.  Tel.  (Residence)  105- 
Ml.  (Office)  73. 

KENNEBEC  (Southern) 

County  Director — W.  E.  Chase,  137  Sewall  St.,  Augusta, 
Maine.  Tel.  3672-M.  Office:  State  House. 
Tel.  1200,  Ext.  444. 

Deputy  Director  No.  1 — Raymond  D.  Morrison,  19  Cush- 
man St.,  Augusta,  Maine.  Tel.  2123.  Business : 
CMP  Co.,  9 Green  St.  Tel.  1780. 

Deputy  Director  No.  2 — George  L.  Fowler,  High  St., 
Winthrop,  Maine.  Tel.  Winthrop  324. 

Deputy  Director  No.  3 — Dr.  Harold  E.  Small,  31  Grove 
St.,  Augusta,  Maine.  Tel.  (Home)  2322-R. 
(Office)  2322-W. 

Deputy  Director  No.  4 — 

Deputy  Director  No.  5 — Henry  Heselton,  12  Plaisted  St., 
Gardiner,  Maine.  Tel.  (Home)  685-W.  (Of- 
fice) Brunswick  Ave.,  Gardiner.  Tel.  606-W. 

KENNEBEC  (Northern) 

County  Director — John  Smedberg,  9 Gray  St.,  Waterville, 
Maine.  Tel.  (Residence)  1170.  Business:  In- 
ternal Revenue,  Waterville,  Maine.  Tel.  995. 

Deputy  Director  No.  1 — Charles  F.  Jones,  27  Burleigh  St., 
Waterville,  Maine.  Tel.  (Home)  719-M.  (Of- 
fice) 1069. 

Deputy  Director  No.  2— Alfred  Poirier,  13  Western  Ave- 
nue, Waterville,  Maine.  Tel.  (Home)  810. 
(Office)  1880. 


Deputy  Director  No.  3 — Vincent  Audet,  2 Preston  St., 
Waterville,  Maine.  Tel.  (Home)  644-W.  (Of- 
fice) 243. 

Deputy  Director  No.  4 — James  Glover,  60  Roosevelt  Ave., 
Waterville,  Maine.  Tel.  (Home)  2839.  (Of- 
fice) 620. 

Deputy  Director  No.  5 — A.  Raymond  Rogers,  12  Hazel- 
wood Ave.,  Waterville,  Maine.  Tel.  (Home) 
2045.  (Office)  1156. 

KNOX 

County  Director — Brig.  Gen.  Kenneth  P.  Lord,  62  Union 
St.,  Rockland,  Maine.  Tel.  1698. 

Deputy  Director  No.  1 — Capt.  Nathan  W.  Bard,  USN 
(Ret’d),  Spruce  Head,  Maine.  Tel.  Rock- 
land 439-Wl. 

Deputy  Director  No.  2 — Col.  Seward  L.  Mains,  USA 
(Ret’d),  South  Thomaston,  Maine.  Tel.  Rock- 
land 167-W3. 

Deputy  Director  No.  3 — Dr.  C.  Harold  Jameson.  Office: 
463  Main  St.,  Rockland,  Maine.  Tel.  Rock- 
land 1196.  Residence:  Chestnut  St.,  Camden, 
Maine.  Tel.  Camden  2153. 

Deputy  Director  No.  4 — Duties  allocated  to  Deputy  No. 
2 during  organization  phase. 

Deputy  Director  No.  5 — Duties  assumed  by  the  Director, 
assisted  by  the  county  officials,  during  organiza- 
tion phase. 

LINCOLN 

County  Director — Col.  Raymond  Dunning,  Newcastle, 
Maine.  Tel.  Damariscotta  115. 

Deputy  Director  No.  1 — Stanley  G.  Waltz,  Waldoboro, 
Maine.  Tel.  127-23. 

Deputy  Director  No.  2 — Spencer  A.  Gay,  Damariscotta, 
Maine.  Tel.  162-2. 

Deputy  Director  No.  3 — Dr.  Rufus  E.  Stetson,  Damaris- 
cotta, Maine.  Tel.  20. 

Deputy  Director  No.  4 — Robert  H.  Reny,  Damariscotta, 
Maine.  Tel.  136-2. 

Deputy  Director  No.  5 — Linwood  A.  Pratt,  Damariscotta, 
Maine.  Tel.  235-2. 

OXFORD 

County  Director — Gol.  Robert  P.  Millett,  East  Sumner, 
Maine.  Tel.  2243. 

Deputy  Director  No.  1 — Capt.  James  Lassiter,  Bethel, 
Maine.  Tel.  68-7. 

Deputy  Director  No.  2 — Louis  Lamont,  East  Hiram, 
Maine. 

Deputy  Director  No.  3 — Dr.  G.  G.  Defoe,  Dixfield,  Maine. 
Tel.  31. 

Deputy  Director  No.  4 — Ralph  E.  Lambert,  35  Parris  St., 
Norway,  Maine.  Tel.  (Home)  302.  (Office) 
775. 

Deputy  Director  No.  5 — Shelton  C.  Noyes,  114  Congress 
St.,  Rumford,  Maine.  Tel.  (Home)  467-J. 
(Office)  1190. 

Assistant  County  Director— Capt.  Frank  A.  Bean,  R.  F.  D. 
No.  1,  Bryant  Pond,  Maine. 

PENOBSCOT 

County  Director — Col.  Francis  Fuller,  288  Main  St.,  Orono, 
Maine.  Tel.  8346. 

Deputy  Director  No.  / — Frank  M.  Taylor,  10  Kell  St., 
Orono,  Maine.  Tel.  2048. 

Deputy  Director  No.  2 — Lester  H.  Mclntire,  R.  F.  D.  No. 

2,  Bangor,  Maine.  Tel.  (Home)  7155.  (Of- 
fice) 7391. 
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Deputy  Director  No.  3 — Col.  Harry  Butler,  M.  D.,  77 
Broadway,  Bangor,  Maine.  Tel.  (Home) 
2-1769.  (Office)  9868. 

Deputy  Director  No.  4 — Kenneth  S.  Ludden,  18^  Blake 
St.,  Brewer,  Maine.  Tel.  6536. 

Deputy  Director  No.  5 — John  T.  Quinn,  275  Pine  St., 
Bangor,  Maine.  Tel.  (Home)  7211.  (Office) 
6808. 

PISCATAQUIS 

County  Director — Robert  I.  Roberts,  39  Pleasant  St.,  Dover- 
Foxcroft,  Maine.  Tel.  266-2. 

Deputy  Director  No.  1 — Walter  G.  Leland,  East  Sanger- 
ville,  Maine.  Tel.  Dover  407-11. 

Deputy  Director  No.  2 — Harold  E.  True,  Dover-Fox- 
croft,  Maine.  Tel.  215. 

Deputy  Director  No.  3 — Everett  Fairbrother,  Dover- 
Foxcroft,  Maine.  Tel.  58. 

Deputy  Director  No.  4 — Dr.  J.  B.  Curtis,  10  High  St., 
Milo,  Maine.  Tel.  73. 

Deputy  Director  No.  5— 

SAGADAHOC 

County  Director — Roy  G.  Stewart,  129  Front  St.,  Bath, 
Maine.  Tel.  1535-M. 

Deputy  Director  No.  1 — William  P.  Mennealy,  49  Mea- 
dow Way,  Bath,  Maine.  Tel.  1925.  Office: 
% Bell  Tel.  & Tel.  Co.  Tel.  9950. 

Deputy  Director  No.  2 — Stanley  G.  Turner,  98  Bedford 
St.,  Bath,  Maine.  Tel.  1793-M.  Office:  Bath 
Iron  Works.  Tel.  1400. 

Deputy  Director  No.  3 — Ralph  Mittendorf,  City  Manager, 
Bath,  Maine.  Tel.  1130.  Residence:  602  Wash- 
ington St.  Tel.  428. 

Deputy  Director  No.  4 — Frank  Fortier,  100  South  St., 
Bath,  Maine.  Tel.  915. 

Deputy  Director  No.  5 — 

SOMERSET 

County  Director — Roy  G.  Sylvester,  Skowhegan,  Maine. 
Tel.  2375. 

Deputy  Director — Communications  including  air  raid 
warning,  aircraft  observers,  and  warden  ser- 
vices : Lyndall  T.  Smith,  East  Madison  Rd., 
Skowhegan,  Maine.  Tel.  (Home)  486.  (Of- 
fice) 2134. 

Deputy  Director — Transportation  including  evacuation  and 
civil  war  raid  division:  John  E.  Carman,  20 
Main  St.,  Skowhegan,  Maine.  Tel.  (Home) 
2147.  (Office)  29003. 

Deputy  Director - — Engineering  including  public  works, 
rescue,  mutual  aid  and  mobile  reserves : Charles 
C.  Heselton,  Jr.,  400  Madison  Ave.,  Skowhe- 
gan, Maine.  Tel.  (Home)  405.  (Office)  606. 

Deputy  Director — Public  Information  including  training, 
administrative  and  legal  services : Robert  E. 
Fecteau,  40  Winter  St.,  Skowhegan,  Maine. 
Tel.  (Home)  29247.  (Office)  368. 

Deputy  Director — Special  Weapons  Defense  including 
radiological,  chemical  and  special  weapons  de- 
fense: Ivan  E.  Adams,  West  Front  St.,  Skow- 
hegan, Maine.  Tel.  (Home)  2898.  (Office) 
2070. 


Deputy  Director — Protective  Services  including  police 
plant  protection  and  fire  services : Lt.  Sherman 
W.  Hallowell,  Island  Ave.,  Skowhegan,  Maine. 
Tel.  (Home)  559.  (Office)  359. 

Deputy  Director — Medical  and  Health  Services:  Dr.  Ed- 
win M.  Lord,  198  Madison  Ave.,  Skowhegan, 
Maine.  Tel.  29273. 

Alternate — Dr.  Albert  J.  Bernard,  198  Madison  Ave., 
Skowhegan,  Maine.  Tel.  (Home)  719.  (Of- 
fice) 691. 

Deputy  Director — Fire  Protection  Services:  Howard 

Rowell,  284  Madison  Ave.,  Skowhegan,  Maine. 
Tel.  (Home)  2537.  (Office)  8167. 


WALDO 

County  Director — Mayor  Sherman  C.  English,  19  Church 
St.,  Belfast,  Maine.  Office : 43  Congress  St. 
Tel.  46-R. 

Deputy  Director  No.  1 — Merton  J.  Wyman,  City  Man- 
ager, City  Building,  Belfast,  Maine.  Tel.  699. 

Deputy  Director  No.  2 — -Aubrey  Ramsdell,  Chief,  Fire 
Department,  Belfast,  Maine.  Tel.  58 W,  58R, 
105.  Dir.  Belfast  Water  Works.  Residence:  22 
High  St.  Tel.  413W.  Summer  Residence: 
Swan  Lake.  Tel.  83M4. 

Deputy  Director  No.  3 — Dr.  John  A.  Caswell,  7 Cedar  St., 
Belfast,  Maine.  Tel.  283. 

Deputy  Director  No.  4 — Capt.  Haskell  Todd,  High  St., 
Belfast,  Maine. 

Deputy  Director  No.  5 — Charles  Gesner,  Church  St.,  Bel- 
fast, Maine. 


WASHINGTON 

County  Director — Frank  T.  Higgins,  % Merrill  Trust  Co., 
Machias,  Maine.  Tel.  (Home)  277.  (Office) 
98. 

Deputy  Director  No.  1 — -Frank  Nickerson,  Machias,  Maine. 
Tel.  75. 

Deputy  Director  No.  2 — Lester  Young,  E.  Machias, 
Maine.  Tel.  (Home)  293-11.  (Office)  255. 

Deputy  Director  No.  3 — Dr.  O.  F.  Larson,  Machias, 
Maine.  Tel.  105. 

Deputy  Director  No.  4 — Byron  McPheters,  Machias, 
Maine.  Tel.  (Home)  377.  (Office)  226. 

Deputy  Director  No.  5 — Wesley  Vose,  Machias,  Maine. 
Tel.  (Home)  173.  (Office)  153. 

YORK 

County  Director — Col.  Harry  A.  Mapes,  1734  Main  St., 
Springvale,  Maine.  Tel.  778-W,  778-R,  779. 

Deputy  Director  No.  1 — Carleton  Foss,  9 Chadwick  Place, 
Biddeford,  Maine.  Tel.  3-3805. 

Deputy  Director  No.  2 — Harry  E.  Quackenbush,  Limerick, 
Maine.  Tel.  72-3. 

Deputy  Director  No.  3 — Wendall  Lever,  Kimball  St.,  Ex- 
tension, Sanford,  Maine.  Tel.  362. 

Deputy  Director  No.  4 — Adm.  Herbert  B.  Knowles,  USN 
(Ret’d),  RFD  No.  1,  South  Berwick,  Maine. 
Tel.  Portsmouth  2817W3. 

Deputy  Director  No.  5 — H.  D.  Walley,  Main  St.,  Kenne- 
bunkport,  Maine.  Tel.  578-2. 
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APPENDIX  C 

Chart  for  Organization  in  Counties 


County  Commissioners 

Upon  whom  the  responsibility  for  organization  and  carry- 
ing out  the  principles  of  Civil  Defense  depends. 

Director  of  Civil  Defense 

The  Director  should  be  an  individual  trained  in  the  tech- 
nique of  civil  defense  operations  immediately  under  the 
County  Commissioners  to  advise  them,  assist  them,  and  act 
on  their  behalf,  to  carry  out  the  civil  defense  mission  in  time 
ol  emergency.  The  local  Director  of  Civil  Defense  should 
be  a member  of  the  County  Commissioners’  staff,  provided 
for  by  law.  He  should  organize,  train,  and  keep  in  a state 
of  readiness  those  purely  Civil  Defense  agencies  which  do 
not  function  in  municipal  government  in  normal  times,  and 
should  co-ordinate  from  a civil  defense  standpoint  the  extra 
training  programs  and  preparedness  required  for  the  as- 
sumption of  addition  civil  defense  duties  in  emergency  by 
existing  municipal  agencies. 

In  time  of  peace  he  should  be  responsible  for  the  planning 
and  preparation  for  civil  defense  operations  which  take 
place  in  time  of  emergency.  He  should  advise  the  County 
Commissioners  on  all  pertinent  matters  and  be  prepared  to 
appear  before  them  on  all  matters  concerning  civil  defense. 

In  time  of  emergency,  properly  declared  and  proclaimed^, 
and  under  the  direction  of  the  County  Commissioners  and 
responsible  to  the  County  Commissioners  and  the  people, 
he  should  assume  actual  direction  of  all  civil  defense  opera- 
tions. 

One  of  the  responsibilities  of  the  Director  of  Civil  De- 
fense should  be  to  select  a control  center,  which  will  be  the 
command  post  for  civil  defense  operations  in  time  of  emer- 
gency. It  should  be  the  focal  point  to  all  civil  defense  com- 
munications and  orders.  It  should  likewise  be  the  point  to 
which  all  air  raid  warnings  should  come  and  from  which 
air  warning  information  would  be  disseminated  as  indi- 
cated by  the  needs  of  civil  defense. 

In  time  of  emergency  the  Director  should  direct  the  oper- 
ations of  the  Civil  Defense  organization  from  the  Control 
Center.  It  is  suggested  that  he  be  assisted  by  five  Deputy 
Directors.  During  operations  the  operational  Division  Chiefs, 
or  their  representatives,  should  be  at  the  Control  Center 
with  the  Director  of  Civil  Defense. 


The  use  of  all  Mutual  Aid  and  Mobile  Reserve  Battalions 
furnished  the  city  from  without  should  be  directed  by  the 
Director  of  Civil  Defense  from  the  Control  Center.  Likewise 
the  matter  of  the  furnishing  of  such  groups  from  the  city 
to  be  dispatched  elsewhere  at  the  request,  or  direction,  of 
responsible  State  authorities,  should  be  handled  in  the 
Control  Center  by  the  local  Director  of  Civil  Defense. 

Great  care  should  be  exercised  in  selecting  a local  Di- 
rector of  Civil  Defense  and  his  duties.  They  should  have 
the  complete  confidence  of  the  community.  They  must  be 
men  possessing  experience  in  dealing  with  emergencies  and 
men  who,  by  reason  of  such  experience,  and  by  training  and 
temperament,  can  maintain  their  ability  to  direct  operations 
under  the  most  trying  circumstances. 

Deputy  Director  No.  I 

Communications  Division 
Transportation  Division 

Air  Raid  Warning  and  Aircraft  Observers  Division 
Engineering  and  Public  Works  Division 
Rescue  Division 

Deputy  Director  No.  2 

Plant  Protection  Division 

Fire  Services  Division 

Warden  Services  Division 

Police  Services  Division 

Mutual  Aid  and  Mobile  Reserve  Division 

Deputy  Director  No.  3 
Radiological  Defense  Division 
Other  Special  Weapons  Defense  Division 
Chemical  Defense  Division 
Medical  and  Health  Services  Division 

Deputy  Director  No.  4 
Evacuation  Division 
Civilian  War  Aid  Division 

Deputy  Director  No.  5 

Legal  Division 
Administration  Division 
Public  Information  Division 
Training  Division 


APPENDIX  D 

Deputy  Directors  of  Civil  Defense 


The  local  Director  of  Civil  Defense  should  be  assisted  dur- 
ing operations  by  five  Deputy  Directors  in  such  manner  as 
would  be  prescribed  by  him.  For  example,  designated 
Deputy  Directors  would  relieve  the  Director  and  act  in  his 
stead  during  periods  when  he  is  absent  from  the  Control 
Center.  Moreover,  periods  of  emergency  may  arise  for  days, 
or  even  weeks,  at  a time,  which  will  necessitate  the  relief 
of  the  Director  from  time  to  time  in  order  that  he  might 
have  necessary  periods  of  rest.  Furthermore,  it  may  be  ex- 
pedient for  the  Director  to  designate  certain  Deputy  Direc- 
tors to  go  to  the  scene  of  extremely  large  incidents  and 
exercise  co-ordination  over  all  activities  in  the  name  of  and 
for  the  Director.  Such  Deputy  would  not  direct  the  techni- 
cal services  in  a manner  to  supplant  their  normal  com- 
manders. 

In  addition  to  these  duties,  each  Deputy  Director  would 
have  administrative  supervision  over  certain  divisions  of 
civil  defense  in  the  local  organization,  the  activities  of  which 
are  generally  allied  or  similar  in  nature.  A suggested 
grouping  of  the  divisions  under  the  five  Deputy  Directors 
follows : 


Deputy  Director  No.  1 exercising  administrative  super- 
vision over  the  Communications,  Engineering  and  Public 
Works,  Rescue,  Transportation,  and  Air  Raid  Warning  and 
Aircraft  Observer  Divisions.  A description  of  the  missions 
of  these  divisions  is  set  forth  below : 

Communications.  Should  embrace  all  forms  of  com- 
munication, namely,  telephone,  telegraph,  radio,  emergency 
messenger  service,  and  all  other  emergency  means.  Existing 
telephone,  telegraph  and  radio  facilities  and  services  should 
be  used  insofar  as  is  possible,  but  provision  should  be  made 
for  emergency  communication  services  as  alternate  means 
of  transmitting  messages  when  regular  facilities  are  put  out 
of  working  order.  Such  emergency  means  would  include 
mobile  radio-telephones,  the  use  of  amateur  radio  services, 
and  any  other  possible  means  that  could  be  developed.  All 
existing  communication  facilities  should  be  maintained  by 
their  owners.  Such  expanded  facilities  and  services  as  might 
be  required  should  be  provided  by  the  owners  under  co- 
ordination of  the  Chief  of  the  Communications  Division. 
Repair  work  and  restoration  of  services  should  likewise  be 
done  by  the  companies  themselves,  using  their  own  staffs  and 
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technical  personnel  for  this  purpose,  supplemented  if  need  be 
by  such  assistance  as  they  may  require  in  the  form  of  work- 
ers to  be  supplied  them  by  Civil  Defense. 

Engineering  and  Public  Works.  Should  be  charged  with 
the  responsibility  of  co-ordinating  existing  engineering  and 
utilities  services,  expanded  or  adapted  to  meet  emergency 
conditions.  It  would  also  have  the  responsibility  for  sanitary 
engineering  measures  affecting  water,  milk  and  food  sup- 
plies, housing,  sewage  and  wastes  disposal,  and  for  passive 
| defense  measures,  including  protective  construction,  blackout 
methods  and  camouflage,  as  the  requirements  of  war  indicate 
the  necessity  for  such  measures. 

This  division  may  be  divided  into  five  branches,  namely, 

I Water  Supply,  Wastes  Disposal,  Power,  Protective  Con- 
t j struction,  and  Buildings  and  Roads,  as  follows  : 

a.  Water  Supply.  The  normal  source  of  water  for  a 
i j city  should,  of  course,  be  used  to  the  fullest  extent  under 

emergency  conditions.  Likewise,  the  normal  purification 
operations  should  continue.  However,  several  factors  must 
be  recognized  in  connection  with  the  procurement  and  dis- 
tribution of  water.  The  system  may  be  heavily  taxed  by 
I j the  demands  of  fire-fighting.  Moreover,  the  probability 
of  loss  of  the  waterworks,  by  reason  of  its  being  a prime 
enemy  target,  must  be  taken  into  consideration.  Emer- 
gency sources  of  water  should  be  explored  and  made  avail- 
able to  the  fullest  extent,  both  for  fire-fighting  purposes, 
and  for  drinking  and  sanitary  purposes.  This  would  in- 
clude bodies  of  static  water — lakes  and  ponds,  and  wells. 
It  should  be  noted  that  there  are  many  industrial  installa- 
tions and  buildings  which  have  their  own  privately  owned 
and  operated  wells.  Inasmuch  as  water  from  emergency 
sources  will  not  in  most  instances  be  potable,  emergency 
steps  must  be  taken  for  its  purification.  This  could  be  done 
by  the  use  of  emergency  purification  methods  and  units. 

b.  Wastes  Disposal.  Existing  city  facilities  for  the 
disposal  of  sewage,  garbage  and  other  waste  should  be 
used  insofar  as  is  possible.  If  these  services  are  not  im- 
paired, there  is  no  reason  why  they  cannot  operate  with 
their  normal  staffs  or  with  but  slight  augmentation  of 
labor  personnel.  However,  if  such  normal  services  are  put 
out  of  working  order,  it  is  vital  to  have  workable  methods 
available  for  the  disposal  of  sewage  and  garbage  which 
can  be  put  into  effect  immediately.  This  may  involve  burial 
of  such  wastes  or  it  may  involve  chemical  disposal  of 
sewage. 

c.  Power.  Existing  electric  and  gas  facilities  and  ser- 
vices should  be  used  insofar  as  is  possible.  However,  all 
sources  of  emergency  power  should  be  explored  and  put  to 
use  to  supplement  or  replace  normal  gas  and  electric  facili- 
ties as  occasion  demands.  Such  sources  of  power  would  be 
found  in  the  privately  owned  steam,  gasoline  or  Diesel 
operated  stand-bv  power  production  facilities  found  in 
connection  with  hospitals,  business  houses,  and  industrial 
concerns.  Consideration  should  be  given  to  the  possibility 
of  using  immobilized  locomotives,  motor  trucks,  or  steam- 
ships, as  emergency  sources  of  power.  Repair  work  and 
restoration  of  gas  and  electric  facilities  should  be  done  bv 
the  utilities  companies,  using  their  own  staffs  and  technical 
personnel  for  this  purpose,  supplemented  as  necessarv  hv 
such  assistance  as  they  may  reauire  in  the  form  of  work- 
ers to  be  supplied  them  by  Civil  Defense. 

d.  Protective  Construction.  It  will  be  a function  of 
the  Office  of  Civil  Defense  to  furnish  technical  guidance 
and  advice  on  shelter  construction  policy.  Nevertheless, 
local  authorities  should  promptly  initiate  surveys  of  exist- 
ing facilities  suitable  for  conversion  into  community  pro- 
tection facilities,  and  when  appropriate,  prepare  plans  for 
the  construction  and  maintenance  of  shelters,  both  public 
and  private. 

e.  Buildings  and  Roads.  This  Branch  should  have  the 
responsibility  of  making  rapid  preliminary  inspections  of 
structures  left  standing  to  determine  their  fitness  for 
further  use.  It  should  have  the  responsibility  of  tempo- 
rary or  preliminary  restoration  of  such  damaged  struc- 
tures as  have  utilization  value  in  order  that  they  may  be 


put  back  into  use  promptly.  It  should  also  have  respon- 
sibilities pertaining  to  restoration  of  roads  and  bridges. 
In  this  connection  it  should  be  noted,  however,  that  the 
long  range  program  of  rebuilding  a damaged  city  is  not 
within  the  purview  of  civil  defense  activities.  The  activity 
contemplated  here  is  of  emergency  nature  designed  to  fill 
immediate  existing  needs. 

Rescue.  Rescue  of  persons  entrapped  in  wreckage  is  an 
engineering  operation,  requiring  personnel  with  a high  de- 
gree of  skill  and  experience  in  the  handling  of  heavy  rig- 
ging and  machinery  and  shoring  equipment.  Such  highly 
trained  and  experienced  personnel  should  be  supplemented 
with  large  numbers  of'  common  laboring  type  personnel.  The 
best  sources  of  the  skilled  engineering  personnel  lie  in  or- 
ganized wrecking  companies  and  in  civil  engineering  and 
construction  firms  to  be  found  within  the  city,  and  such 
type  personnel  should  be  enrolled  for  the  operations  re- 
quired. Because  of  the  equipment  and  experience  re- 
quired, this  Division  should  also  be  concerned  with  the  re- 
moval of  rubble  from  the  streets,  and  for  the  repairing  of 
installations  which  must  be  reopened  as  soon  as  possible, 
and  with  the  demolition  and  removal  of  standing  structures 
rendered  dangerous  because  of  fire  or  bomb  blasts. 

Transportation.  It  is  recognized  that  no  transportation 
office  or  bureau  is  normally  found  within  the  average  city 
organization  (except  for  those  cities  which  have  municipally 
owned  public  transportation  lines),  and  it  is  therefore  neces- 
sary to  provide  an  organization  for  the  handling  of  Civil 
Defense  emergency  transportation  from  sources  not  within 
the  governmental  structure. 

One  of  the  most  important  factors  to  consider  in  the  mat- 
ter of  transportation  is  control  and  proper  dispatching  to  in- 
sure that  maximum  use  is  made  of  all  vehicles  and  that  the 
distribution  and  allocation  of  vehicles  to  using  agencies  is 
nroperly  made.  This  function  should  be  centered  in  the 
Transportation  Division  to  insure  that  overall  properly  co- 
ordinated control  is  exercised  over  all  transportation  facili- 
ties. Street  railway  service  and  organized  bus  service  should 
be  maintained  insofar  as  existing  conditions  permit.  This 
holds  true  also  for  every  other  form  of  transportation.  How- 
ever, as  required  by  existing  conditions,  improvisation  should 
be  made  from  whatever  vehicles  of  whatever  types  are  avail- 
able to  the  Chief  of  Transportation.  If'  the  situation  does 
not  permit  the  operation  of  existing  bus  lines  on  an  organ- 
ized basis,  the  buses  should  be  used  individually  to  supple- 
ment whatever  emergency  systems  are  available. 

The  Transportation  Division  might  be  sub-divided  into 
branches  as  follows : 

a.  Plans  and  Training.  Should  implement  the  program 
of  training  as  laid  down  and,  in  conjunction  with  the 
Training  Division,  insure  maximum  coverage  of  the  local 
population.  This  Branch  should  also  be  responsible  for 
transportation  planning  and,  in  addition,  maintain  an  in- 
snection  section  to  see  that  the  transportation  aspects  of 
the  training  program  are  properly  carried  out. 

b.  Operations.  Should  comprise  four  sections,  name- 
ly. Dispatching.  Traffic,  Mass  Evacuation,  and  Service. 
This  Branch  should  generally  be  concerned  with  the 
emergency  movement  of  essential  passengers  and  freight 
of  all  types  hv  all  available  means.  It  would  handle  and 
transport  all  intra-city  movements  of  passengers  and 
freight  and  be  concerned  with  the  mobilization  of  all  trans- 
nortation  locallv  available.  It  would  also  be  resnonsible 
for  all  long  distance  and  inter-city  movements  of  freight 
and  passengers  and  the  handling  of  traffic  management 
responsibilities  of  the  Division. 

c.  Carrier.  Should  be  responsible  for  seeing  that  the 
Transportation  Division  operates  in  a manner  consistent 
with  the  capabilities  of  the  various  forms  of  transportation, 
and  would  act  as  technical  advisor  in  all  forms  of  trans- 
portation. 

Air  Raid  Warning  and  Aircraft  Observers.  Should  have 
the  responsibility  for  the  dissemination  of  air  raid  warning 
information  and  of  observing,  detecting,  and  reporting  enemy 
aircraft. 
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Deputy  Director  No.  2 exercising  administrative  super- 
vision over  the  Plant  Protection,  Warden  Services,  Fire 
Services,  Police  Services,  and  Mutual  Aid  and  Mobile  Re- 
serve Divisions.  A description  of  the  missions  of  these 
divisions  is  set  forth  below : 

Plant  Protection.  The  operation  of  special  measures  of 
techniques  required  for  the  civil  defense  protection  of  manu- 
facturing and  non-manufacturing  facilities,  utilities,  institu- 
tions, and  private  enterprise  in  the  areas  which  are  assigned 
to  civil  defense;  and  co-ordination  with  management  of 
plants  assigned  to  other  agencies  for  protection. 

Warden  Services.  The  Wardens  should  act  as  the  bond 
between  the  neighborhood  and  the  local  Civil  Defense  head- 
quarters. They  should  lend  their  assistance  whenever  and 
wherever  needed  to  other  divisions  in  the  Civil  Defense  or- 
ganization, principally  in  the  matter  of  furnishing  their  de- 
tailed personal  knowledge  of  the  physical  layout  of  the 
neighborhood  and  the  characteristics  of  its  inhabitants. 

By  means  of  their  training  and  leadership,  they  should  be 
in  a position  to  bring  the  principles  of  civil  defense  home  to 
every  householder,  and,  in  this  connection,  they  should  be  of 
invaluable  assistance  to  the  Training  Division  in  the  imple- 
mentation of  its  programs. 

Moreover,  they  would  compile  and  record  detailed  in- 
formation and  data  on  the  neighborhood  and  its  inhabitants, 
and  make  it  available  to  higher  authority.  They  should  be 
responsible  for  carrying  out  in  the  neighborhood  all  ap- 
proved civil  defense  programs  and  policies. 

Fire  Services.  The  existing  fire  department  should  form 
the  nucleus  around  which  the  Fire  Services  Division  should 
be  organized.  This  division  should  be  responsible  for  the 
combating  and  extinguishing  of  fires  and  for  all  activities 
and  operations  in  connection  therewith.  It  might  be  sub- 
divided into  five  branches,  consisting  of  Fire  Fighting,  Fire 
Alarm,  Maintenance  and  Repair,  Fire  Prevention,  and 
Training,  as  follows: 

a.  Fire  Fighting.  Should  be  concerned  with  the  com- 
bating and  extinguishing  of  fires  of  all  kinds.  It  should 
be  schooled  in  fighting  fires  which  may  result  from  non- 
conventional  causes  brought  about  by  the  use  of  new 
types  of  incendiary  weapons,  as  well  as  those  arising  from 
ordinary  causes. 

b.  Fire  Alarm.  The  fire  alarm  system  must  be  kept 
in  workable  operating  condition  insofar  as  possible  under 
emergency  conditions.  In  addition,  a system  of  emergency 
transmission  of  fire  signals  should  be  set  up  in  event  the 
normal  fire  signal  system  is  put  out  of  commission. 

c.  Maintenance  and  Repair.  Should  keep  all  apparatus 
and  equipment  in  workable  state  and  should  be  charged 
with  the  procurement  of  new  equipment  and  apparatus 
and  the  supplies  necessary  for  their  operation.  It  should 
also  be  responsible,  in  conjunction  with  the  Water  Supply 
Branch  of  the  Engineering  and  Public  Works  Division, 
for  keeping  available  static  water  supplies  and  emergency 
sources  of  water  for  fire-fighting  purposes. 

d.  Fire  Prevention.  Should  have  charge  of  inspection 
and  investigation  of  potential  sources  of  fire  hazards  and 
the  remedying  in  rectification  thereof. 

e.  Training.  Should  provide  special  courses  of  instruc- 
tion for  regularly  enrolled  firemen  and  fire  officers  in  the 
techniques  required  for  the  fighting  of  fires  caused  bv  non- 
conventional  means,  and  for  the  basic  and  special  fire 
fighting  training  of  such  emergency  personnel  as  mav  be 
necessary  to  supplement  the  regular  forces  of  the  Fire 
Department.  This  branch  should  also  provide  the  tech- 
niques for  self-help  training. 

Police  Services.  The  existing  Police  Department  should 
form  the  nucleus  around  which  the  Police  Services  Division 
should  be  organized.  This  Division  is  concerned  with  the 
restoration  and  preservation  of  the  public  order  and  with  the 
detection  of  crime  and  the  control  of  traffic  and  all  activities 
and  operations  in  connection  therewith.  The  special  civil 
defense  functions  should  be  integrated  into  the  following 
functions  more  or  less  common  to  all  police  departments : 
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a.  Patrol.  Should  be  responsible  for  the  protection  of 
life  and  property  and  the  preservation  of  the  public  peace 
and  order.  This  function  is  a duty  of  all  police,  but  the 
number  and  distribution  of  patrol  personnel  make  this 
operation  the  basic  element  for  this  general  service.  They 
apprehend  violaters  of  every  type.  They  should  also  assist 
in  unexploded  bomb  reconnaissance  and  related  duties, 
should  stand  guard  and  compose  anti-looting  patrols ; 
should  conduct  preliminary  criminal  investigations,  should 
transmit  and  enforce  evacuation  orders,  and  should  per- 
form traffic  control  and  regulation  functions,  as  required. 

b.  Traffic.  Should  be  concerned  with  the  control  and 
regulation  on  the  streets  and  highways  of  vehicular  and 
pedestrian  traffic.  Its  function  is  to  minimize  delays,  con- 
gestion and  conflicts,  to  achieve  orderly,  efficient  traffic 
movements.  Its  personnel  might  also  transmit  evacuation 
orders,  executing  the  above  functions  in  connection  with 
evacuation  and  other  Civil  Defense  operations,  and  estab- 
lish and  enforce  highway  traffic  control  through  priority 
and  dispatch  systems,  performing  patrol  functions  as  re- 
quired. 

c.  Criminal  Investigation.  Should  be  responsible  for 
conducting  major  crime  investigations  and  co-ordination 
with  military  and  other  federal  authorities  in  matters  con- 
cerning espionage,  sabotage  and  subversive  activities. 

d.  Detention.  The  problem  of  detention  is  one  of  con- 
siderable magnitude  during  emergency  conditions.  It 
should  be  met  by  providing  suitable  safe  and  secure  places 
where  persons  may  be  detained  for  the  public  good  until 
such  time  as  conditions  permit  their  release  or  circum- 
stances warrant  their  trial.  Places  of  detention  should  be 
provided  to  accommodate  such  persons  temporarily  de- 
prived of  their  liberty. 

e.  Records  and  Identification.  Should  maintain  de- 
partmental records  including  those  concerned  with  the 
property  placed  in  the  custody  of  the  police.  It  should 
afford  means  through  which  bombing  casualties  and  per- 
sons and  property  are  identified  and  the  latter  returned  to 
their  homes  and  owners  respectively.  It  would  also  ad- 
minister identification  procedures,  including  issuance  of 
passes  and  permits. 

f.  Personnel  and  Training.  Should  procure  regular 
and  auxiliary  personnel  and  provide  necessary  training 
with  respect  to  those  functions  and  duties  peculiar  to  Civil 
Defense. 

g.  Communications.  Should  utilize  all  available  com- 
mercial and  inherent  police  communications  systems  in  the 
transmitting  of  orders  to  operating  personnel. 

h.  Vice  Control.  Should  be  concerned  with  control 
over  alcoholic  liquors  and  narcotics.  Under  conditions  oc- 
casioned by  enemv  attack,  it  would  participate  primarily 
in  assuring  that  stocks  of  drugs,  and  of  alcoholic  liquors, 
are  kept  secure  in  the  interest  of  maintaining  the  public 
peace  and  order. 

i.  Juvenile  Aid.  Should  be  concerned  with  crime  pre- 
vention in  co-ordination  with  welfare,  services,  looking 
after  women  and  children  whose  personal  situations  have 
been  affected  by  war  disaster.  It  might  also  be  utilized 
by  other  Civil  Defense  grouns  in  post-raid  periods  in  con- 
nection with  evacuations  and  in  locating  members  of  fam- 
ilies who  have  become  separated. 

j.  Auxiliary  Police.  Should  supervise  the  auxiliary 
police  program.  It  should  arrange  training  classes  and 
exercises  for  auxiliary  personnel.  It  should  also  develop 
a program  to  maintain  morale,  and  should  supervise 
disciplinary  procedures.  It  should  arrange  for  uniform- 
ing and  equipping,  and  maintaining  a pool  from  which 
auxiliary  police  may  be  assigned  as  their  services  are 
required. 

k.  Procurement  and  Supply.  Should  be  charged  with 
custody  of  property  in  the  safekeeping  of  police  pending 
return  to  owners,  custody  of  property  held  as  evidence, 
and  with  procurement  and  storage  of  equipment  used  in 
police  operations,  including  police  civil  defense  equip- 
ment. 
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l.  Transportation.  Should  be  responsible  for  provision 
and  maintenance  of  police  vehicular  transportation. 

m.  Administration.  Should  be  responsible  for  super- 
vision of  all  Police  Department  business  and  provision  of 
guidance  in  all  matters  not  assigned  elsewhere  in  the  De- 
partment. This  would  include  administrative  matters  re- 
lating to  civil  defense. 

n.  Public  Information.  Should  be  responsible  for  su- 
pervision of  all  matters  involving  the  press  and  public  re- 
lations of  the  Department ; and  the  provision  of  guidance 
to  personnel  in  their  relationships  witli  the  public  (similar 
services  would  be  required,  internally,  in  all  civil  defense 
police  matters). 

Mutual  Aid  and  Mobile  Reserve.  Should  prepare  plans 
and  evolve  methods  for  the  organization,  activation,  train- 
ing and  employment  of  Mobile  Reserve  Units  from  among 
existing  local  facilities,  and  be  prepared  to  make  recom- 
mendations to  the  Director  of  Civil  Defense  as  to  all  matters 
concerning  their  general  operations.  It  should  also  make 
plans  and  be  prepared  to  make  recommendations  to  the 
Director  of  Civil  Defense  concerning  the  use  of  such  units 
from  other  areas.  It  should  work  in  close  co-operation  with 
the  State  Civil  Defense  headquarters  in  the  formulation  and 
implementation  of  statewide  plans  of  mutual  assistance. 

Deputy  Director  No.  3 exercising  administrative  super- 
vision over  the  Radiological  Defense,  Chemical  Defense, 
Other  Special  Weapons  Defense,  and  Medical  and  Health 
Services  Division.  A description  of  the  missions  of  these 
divisions  is  set  forth  below : 

Radiological  Defense.  Radiological  Defense  is  primarily 
concerned  with  the  prevention  and  mitigation  of  those  per- 
sonnel injuries  resulting  from  exposure  to  ionizing  radia- 
tions. This  is  accomplished  through  the  detection  and 
avoidance  of  the  radiological  hazards  resulting  from  atomic 
attack,  and  through  the  protection  of  personnel  whose  civil 
defense  activities  require  their  entry  into  radiologicallv 
hazardous  areas.  Local  radiological  defense  operations  are 
centered  around  the  activities  of  two  types  of  units  composed 
of  personnel  trained  in  the  special  techniques  of  radiation 
detection  and  measurement. 

The  training  of  personnel  in  the  techniques  of  radiological 
defense  operations  should  be  conducted  by  the  Radiological 
Defense  Division.  The  supply  and  maintenance  of  radio- 
logical defense  equipment  and  material,  particularly  as  it 
applies  to  radiation  detection  and  measurement  devices,  is 
also  a function  to  be  conducted  by  this  Division. 

Chemical  Defense.  Chemical  Defense  is  based  on  the 
application  of  chemical  protective  measures  for  and  by  the 
individual,  and  the  organized  activities  of  chemical  detection 
and  decontamination  teams.  Every  person,  in  the  event  of  a 
war  gas  attack,  should  have  had  training  in  the  basic  chem- 
ical defense  measures  for  the  individual,  such  as  the  wearing 
of  the  gas  mask  and  personnel  decontamination.  Personnel 
in  the  chemical  detection  teams  and  the  decontamination 
teams  will  require  intensive  training  in  their  speciality.  Per- 
sons in  the  related  services  of  Civil  Defense,  such  as  the 
Firefighting,  Police,  and  Engineering  and  Public  Works 
Services,  will  require  a certain  amount  of  technical  training 
in  anti-chemical  measures  to  a lesser  degree  than  that  given 
to  the  chemical  defense  units,  in  order  to  assist  the  Chemical 
Defense  Division  in  nullifying  the  effects  of  war  gas  con- 
tamination. Detection  of  toxic  gas  and  decontamination 
of  the  areas,  installations,  and  physical  equipment  covered 
by  the  liquid  chemical  agents  are  two  operational  steps  in 
offsetting  or  minimizing  the  effectiveness  of  the  enemy  use 
of  war  gas.  Training  of  persons  in  the  related  services, 
and  of  persons  unaffiliated  with  activities  of  civil  defense, 
are  training  problems  for  this  division,  in  collaboration  with 
the  Training  Division. 

Storage,  issue,  requisitioning  of  supplies  and  equipment, 
and  the  maintenance  and  repair  of  equipment  used  for  chem- 
ical defense  are  supply  activities  which  should  be  performed 
by  this  division  to  insure  that  these  items  are  available  in 
sufficient  quantity  and  in  serviceable  condition  when  need- 
ed for  chemical  defense  operations. 


Other  Special  W eapons  Defense.  As  new  and  more  un- 
conventional means  of  warfare  are  developed  and  defenses 
are  perfected  to  offset  the  insidious  nature  of  such  new 
types  of  warfare,  provisions  should  be  made  for  planning 
and  training  in  connection  with  the  measures  to  be  taken  to 
minimize  the  effectiveness  of  the  new  means  of  attack.  This 
Division  should  be  set  up  to  carry  out  the  training  and  oper- 
ational activities  and  co-ordination  required  to  assure  such 
protection  to  the  community. 

Medical  and  Health  Services.  Should  be  charged  with 
the  responsibility  for  the  health  of  the  populace  and  for  its 
protection  against  the  effects  of  injury  and  disease.  In  dis- 
charging this  responsibility,  it  may  be  sub-divided  into  three 
branches,  namely,  Public  Health,  Medical  Care  Services,  and 
Administrative. 

The  principal  missions  and  functions  of  the  first  two  of 
these  branches  should  be  accomplished  by  professionally 
trained,  technical  personnel  in  the  main,  assisted  by  lay  per- 
sonnel who  have  been  given  sufficient  technical  training  to  be 
of  assistance  to  the  professional  people.  In  addition  to  such 
lay  personnel,  there  are  also  certain  skilled  and  semi-skilled 
assistants  who  may  render  services 

The  professional  personnel  consists  of  physicians,  veteri- 
narians, dentists,  nurses,  pharmacists,  laboratory  technicians, 
and  morticians.  Members  of  these  professions  are  found  in 
every  community.  The  nature  of  the  problems  confronting 
the  Medical  and  Health  Services  Division  is  such  that  mo- 
bilization of  all  members  of  these  professions  must  be  af- 
fected speedily  and  efficiently  in  time  of  emergency. 

a.  Public  Health.  Should  be  concerned  with  the  con- 
trol of  the  health  of  the  public  in  general,  as  distinguished 
from  administering  to  the  needs  of  any  one  individual. 
Insofar  as  possible,  the  Civil  Defense  Public  Health  or- 
ganization should  parallel  that  of  the  customary  municipal 
pattern,  supplemented  by  such  additional  services  as  be- 
come necessary  by  reason  of  emergency  conditions.  The 
Public  Health  Branch  might  be  further  sub-divided  into 
the  following  sections,  consisting  of  Communicable  Disease 
Control,  General  Sanitation,  Vital  Statistics,  and  Mortuary 
Service,  Maternal  and  Child  Health,  Laboratory,  Veteri- 
nary Medical,  Industrial  Medical  and  Hygiene,  Mental 
Hygiene,  Public  Health  Nursing,  and  Nutrition. 

Communicable  Disease  Control.  Should  be  responsi- 
ble for  the  prevention  and  control  of  communicable  dis- 
eases. This  involves  the  detection  and  isolation  of  cases 
of  infectious  diseases,  the  elimination  of  their  cause,  and 
their  prevention  bv  immunization,  mass  dosage  measures, 
disinfection  and  delousing. 

General  Sanitation.  Should  inspect  existing  and 
emergency  sources  of  food  and  milk  to  determine  their 
cleanliness  and  purity  and  to  insure  that  they  are  not 
carriers  of  disease. 

Vital  Statistics  and  Mortuary  Service.  Should  be 
responsible  for  the  keeping  of  records  in  the  nature  of 
vital  statistics,  including  both  births  and  deaths,  occur- 
ring during  the  emergency.  In  addition,  it  should  be 
responsible  for  the  collection  and  identification  of  the 
dead;  the  preservation  of  the  effects  and  records  of  the 
dead;  and  the  preparation  for  disposal,  and  actual  dis- 
posal, of  the  bodies. 

Maternal  and  Child  Health.  Should  be  concerned 
with  the  special  problems  of  obstetrics  and  pediatrics 
arising  in  connection  with  emergency  conditions. 

Laboratory.  Should  be  responsible  for  all  laboratory 
procedures,  including  the  blood  program. 

Veterinary  Medical.  Should  be  responsible  for  animal 
health  and  for  the  prevention  and  control  of  communica- 
ble diseases  of  animals. 

Industrial  Medical  and  Hygiene.  Should  be  responsi- 
ve for  control  of  the  special  problems  and  conditions 
arising  in  connection  with  industrial  health  during 
emergency  conditions. 

Mental  Hygiene.  Should  be  responsible  for  the  care 
of  mental  cases  arising  out  of  conditions  in  general 
emergency. 
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Public  Health  Nursing.  Should  he  responsible  lor 
administering  the  public  health  nursing  program  as  ap- 
plied to  emergency  conditions. 

Nutrition.  Should  be  concerned  with  the  nutritional 
problems  of  emergency  diet. 

b.  Medical  Care  Services.  Should  address  itself  to 
the  problem  of  actual  treatment  and  cure  of  the  sick  and 
injured,  both  from  the  standpoint  of  immediate  aid  and 
from  the  standpoint  of  such  long  term  professional  care 
as  is  required  until  normalcy  is  restored,  to  insure  that 
lives  will  be  saved  and  bodies  made  whole  to  the  greatest 
possible  extent.  This  Branch  might  be  further  sub-divided 
into  the  following  sections,  consisting  of  Casualty  Medical 
Services,  Nursing,  Pharmacy,  Medical  Practice,  Dental, 
and  Physical  Medicine. 

Casualty  Medical  Services.  Should  be  responsible 
for  the  professional  medical  skill  required  to  repair 
bodily  damage  done  by  injury.  This  should  include  first 
aid  and  emergency  care  and  treatment. 

Nursing  Section.  Should  be  responsible  for  the 
maintenance  of  nursing  services,  bedside  and  clinical, 
and  first  aid  nursing.  , 

Pharmacy.  Should  be  responsible  for  the  rendering 
of  pharmaceutical  services  in  medical  installations. 

Medical  Practice.  Should  be  responsible  for  adminis- 
tering professional  care  and  treatment  to  existing  and 
chronic  cases  of  illness  during  emergency. 

Dental.  Should  be  responsible  for  the  treatment  of 
injuries  to  the  mouth  and  surrounding  tissues,  and  to 
the  teeth,  and  should  be  responsible  for  oral  hygiene  dur- 
ing emergency. 

Physical  Medicine.  Should  be  responsible  for  the 
providing  of  physical  medicine  and  medical  rehabilita- 
tion services  to  persons  who  become  casualties. 

c.  Administrative.  Should  be  responsible  for  person- 
nel and  unit  organization,  for  medical  aspects  of  evacua- 
tion, for  hospitalization,  for  medical  supply  requirements, 
for  plans,  and  for  technical  training. 

Deputy  Director  No.  4 exercising  administrative  super- 
vision over  the  Evacuation  and  Civilian  War  Aid  Divisions. 
A description  of  the  missions  of  these  divisions  is  set  forth 
below : 

Evacuation.  Should  have  the  responsibility  for  planning 
and  execution  of  mass  movements  of  people  (as  distinguished 
from  local  intra-city  clearance  of  a small  area).  In  dis- 
charging this  responsibility  it  is  necessary  to  select  in  ad- 
vance assembly  areas  and  to  organize  and  train  groups  in 
evacuation  procedures.  As  evacuation  becomes  necessary, 
detailed  plans  concerning  routes,  rest  stops,  and  feeding  and 
care  en  route  should  be  brought  into  action.  The  very 
closest  co-ordination  between  the  Medical  and  Health  Ser- 
vices, the  Transportation,  the  Police  Services,  the  Civilian 
War  Aid,  and  the  Warden  Services  Divisions  should  be 
maintained  and,  to  this  end,  it  is  deemed  advisable  to  have 
one  key  member  of  each  of  those  divisions  act  as  a member 
of  an  evacuation  board,  over  which  the  Chief  of  the  Evacua- 
tion Division  should  preside  as  Chairman. 

Civilian  War  Aid.  Should  deal  with  the  problem  of  pro- 
viding food,  clothing,  shelter,  and  other  necessary  community 
aid  under  emergency  conditions.  It  should  also  be  prepared 
to  furnish  similar  services  to  evacuees  who  might  be  moved 
in  from  another  stricken  area  in  accordance  with  prearranged 
plans.  Provision  should  be  made  for  stocks  of  food  and  for 
the  preparation  and  dispensing  of  the  food  in  an  orderly, 
equitable  manner.  Likewise,  provision  should  be  made  for 
the  procurement,  stocking,  and  distribution  of  clothing-  in 
accordance  with  the  needs  of  the  populace.  Included  within 
the  problem  of  providing  shelter,  which  in  turn  involves 
the  problem  of  procurement  of  housing  space  to  protect 
persons  from  the  elements,  is  the  further  problem  of  the 
procurement,  insofar  as  is  possible,  of  bedding  to  provide 
for  the  rest  and  protection  of  persons  temporarily  housed. 


Deputy  Director  No.  5 exercising  administrative  super- 
vision over  the  Legal,  Public  Information,  Administration, 
and  Training  Divisions.  A description  of  the  missions  of 
these  divisions  is  set  forth  below : 

Legal.  The  Legal  Division,  which  would  in  all  probability 
be  staffed  principally  with  members  of  the  regularly  con- 
stituted law  department  of  the  city,  should  act  as  the  legal 
advising  agency  to  the  Director  of  Civil  Defense.  This  would 
include  advance,  long-range  legal  and  legislative  planning 
in  the  main,  but  it  might  also  involve,  in  many  instances  dur- 
ing the  emergency,  the  rendering  of  immediate  opinions  on 
the  legality  of  certain  actions  not  previously  covered  by 
legislation. 

Public  Information.  Should  be  responsible  for  the  dis- 
semination of  timely  advance  information  concerning  civil 
defense  and  the  solution  of  the  problems  with  which  the 
civil  defense  is  concerned  on  the  one  hand,  while  acting  as 
the  medium  for  the  gathering  of  information  from  the  pub- 
lic on  matters  of  importance  to  civil  defense  on  the  other 
hand.  This  division  should  act  in  collaboration  with  the 
Training  Division  in  the  education  and  training  of  the 
public  in  civil  defense  matters. 

Administration.  The  Administration  Division  should  be 
charged  with  the  problems  of  Civil  Defense  supply,  person- 
nel and  records.  It  might  be  sub-divided  into  Personnel, 
Supplies  and  Records  Branches. 

a.  Personnel.  Should  be  concerned  with  the  recruit- 
ment, classification  and  assignment  of  persons  engaged  in 
civil  defense  work  and  with  the  administration  of  all  per- 
sonnel records  pertaining  to  them. 

b.  Supplies.  Should  be  responsible  for  the  procure- 
ment and  distribution  of  civil  defense  supplies. 

c.  Records.  Should  be  responsible  for  the  administra- 
tive work  and  keeping  of  the  records  of  those  extra  Civil 
Defense  agencies  which  have  no  existing  counterpart  in 
ordinary  municipal  government.  It  should  also  act  as  the 
co-ordinating  agency  for  civil  defense  purposes,  of  all 
such  files  of  existing  municipal  activities  as  pertain  to 
civil  defense.  It  should,  in  addition,  be  responsible  for  the 
collection  and  preparation  of  statistics  in  connection  with 
civil  defense  and  all  reports  to  be  rendered  by  the  County 
Commissioners  or  Director  of  Civil  Defense. 

Training.  The  Training  Division  should  address  itself 
to  the  mission  of  carrying  on  programs  of  training  of  the 
nublic  in  general,  and  of  individuals  in  certain  categories. 
In  executing  this  mission,  it  might  be  sub-divided  into  four 
branches  with  functions  as  described  below : 

a.  General  Education  of  the  Public.  Should  be  respon- 
sible for  inculcating  in  individuals  the  general  principles 
and  objectives  of  Civil  Defense  and  basic  principles  of 
self-help  in  fire  prevention  and  protection,  general  pre- 
cautionary measures,  and  allied  subjects. 

b.  Civil  Defense  Personnel  Training.  Should  be  re- 
sponsible for  the  orientation  of  all  Civil  Defense  person- 
nel as  to  how  they  fit  into  the  civil  defense  operations, 
and  their  relationship  to  their  fellow  workers  engaged  in 
other  aspects  of  civil  defense.  It  would  also  include  de- 
tailed information  as  to  the  areas  of  responsibility  of  civil 
defense  and  as  to  the  general  means  of  fulfilling  such  re- 
sponsibilities. In  addition,  specific  job  training  would  be 
given  by  this  branch  to  all  civil  defense  workers,  except 
those  required  in  technical  services — such  as  fire,  nolice, 
radiological,  and  medical,  or  any  others  where  technical 
rather  than  general  lay  training  is  required. 

c.  First  Aid.  First  aid  training  should  be  given  the 
entire  populace  to  teach  them  the  principles  of  self-help 
in  first  aid  and  the  steps  which  they  should  take  to  amelio- 
rate their  own  injuries  or  illness  until  professional  assist- 
ance can  be  rendered  them.  This  type  of  training  is  ap- 
propriate for  the  Red  Cross  to  undertake.  It  should  be 
noted  that  this  first  aid  training  is  not  the  tvpe  of  profes- 
sional training  to  be  accorded  the  technical  or  semi- 
technical  assistants  to  professional  workers  in  the  Medical 
and  Health  Services  Division.  Such  assistants  should  be 
given  a more  thorough  course  of  purely  technical  training. 
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d.  Technical  Training  Co-ordination.  Should  be 
charged  with  the  responsibility  for  co-ordination  of  the 
technical  training  necessary  for  certain  special  types  of 


civil  defense  personnel  who  require  such  specialized  or 
skilled  training.  The  actual  training  would  be  given  by 
and  within  the  pertinent  technical  specialty  branch  itself. 


APPENDIX  E 

Committee  on  Blood  Transfusions 


To  the  Officers  and  Members  of  the  Maine  Medical  Asso- 
ciation : 

,On  Monday,  October  2,  1950,  the  Committee  on  Blood 
: Transfusions  met  at  the  Veterans’  Administration  Hospital 
at  Togus  along  with  the  Maine  Pathological  Society  and 
with  the  Chairman  of  the  Committee  on  Emergency  Civilian 
Medical  Defense  of  the  Maine  Medical  Association,  Dr. 

I Charles  W.  Steele.  Following  the  policy  of  the  Committee 
I on  Emergency  Civilian  Defense  to  utilize,  wherever  possible, 
established  functioning  organizations  to  carry  out  the  tasks 
which  may  be  required  in  the  event  of  disaster,  the  Com- 
mittee on  Blood  Transfusions  has  been  selected  as  the  or- 
ganization responsible  for  the  preliminary  planning  and  pro- 
[ curement  of  blood  and  plasma  to  be  used  in  the  event  of  a 
major  disaster  in  this  state.  Following  a series  of  remarks 
by  Drs.  Steele,  Porter  and  Wadsworth  and  general  discus- 
sion by  the  group  it  was  decided  to  make  the  following  rec- 
ommendations for  approval  by  the  Council  of  the  Maine 
Medical  Association. 

I.  Overall  Planning 

A.  Existing  Facilities 

At  the  present  time  in  the  State  of  Maine  with  a popula- 
j tion  of  850,000,  and  an  area  of  33,040  square  miles  there  are 
fifty-eight  hospitals  (1950  A.  M.  A.  Directory)  of  which 
1 only  ten  have  blood  banks.  Eight  of  these  ten  banks  are  at 
I present  equipped  both  for  the  processing  and  storage  of 
whole  blood.  Two  of  the  banks  are  for  storage  only.  Most 
of  the  present  processing  is  accomplished  by  four  of  the 
ten  banks.  It  is  estimated  that  the  combined  annual  output 
of  all  of  the  banks  in  Maine  is  approximately  6,000  units  of 
whole  blood.  It  is  possible  one  major  disaster  in  this  state 
may  create  an  immediate  demand  for  a quantity  of  blood  and 
plasma  which  exceeds  our  present  annual  output. 

B.  Preparation  for  Major  Disaster 

1.  It  is  recommended  that  the  blood  banks  throughout 
this  state  immediately  prepare  to  furnish  1,000  units  of 
whole  blood  and  5,000  units  of  plasma  within  72  to  96  hours 
after  a major  disaster.  As  it  is  impossible  to  store  whole 
blood  for  any  prolonged  period,  efforts  to  stock-pile  blood 
products  must  be  directed  toward  the  accumulation  of  plas- 
ma. Each  bank,  however,  should  expand  its  roster  of  trained 
personnel  so  as  to  be  able  to  process  whole  blood  on  a 
twenty-four  hour  a day  basis,  by  the  use  of  trained  organ- 
ized teams,  if  and  when  the  disaster  occurs.  In  order  to 
gradually  accumulate  a stock-pile  of  plasma  each  existing 
bank  should  gradually  increase  its  present  output  by  at  least 
fifty  per  cent  in  order  to  process  the  excess  into  liquid  or 
frozen  plasma. 

2.  It  is  recognized  that  this  quantity  of  blood  and  plasma 
is  insufficient  to  cover  the  prolonged  needs  which  would  fol- 
low an  atomic  explosion  in  a major  city.  If  such  a disaster 
occurred  it  would  be  necessary  to  request  some  aid  from 
neighboring  states  and  from  the  American  Red  Cross. 

3.  The  Committee  on  Blood  Transfusions  strongly  rec- 
ommends that  a Regional  Blood  Bank  with  facilities  for 
processing  and  storage  of  whole  blood  and  plasma  be  estab- 
lished in  Aroostook  County  through  the  combined  efforts  of 
the  Aroostook  County  Medical  Society  and  the  hospitals 
in  that  county. 

4.  Each  existing  Blood  Bank  in  the  State  of  Maine  is 
requested  to  submit  to  the  Chairman  of  the  Transfusion 
Committee  a copy  of  the  Disaster  Plan  which  has  been 
adopted  by  that  Bank  for  co-operating  with  the  Office  of 
Civilian  Defense. 


5.  It  is  recommended  that  each  of  the  existing  blood 
banks  which  has  the  facilities  for  processing  and  storing 
blood  establish  an  auxiliary  blood  bank  preferably  outside 
of  a major  city  where,  in  an  emergency,  a trained  team  may 
immediately  start  processing  blood.  Wherever  possible,  re- 
frigerating equipment  not  requiring  electric  power  should 
be  ear-marked  for  use  by  such  a unit. 

II.  Stock-Piling  of  Blood  Products 

A.  Disposition  of  Plasma. 

Stocks  of  plasma  should  not  be  accumulated  in  one  cen- 
tral place,  but  should  be  stored  in  many  accessible  places, 
particularly  outside  of  a probable  target  area. 

B.  Stock-Pile  of  Liquid  and  Frozen  Plasma. 

It  is  recommended  that  the  Maine  General  Hospital  be 
asked  to  stock-pile  1,500  units  of  plasma ; the  Central  Maine 
Hospital,  1,500  units  of  plasma;  the  Eastern  Maine  General 
Hospital  1,500  units  ol  plasma;  and  St.  Mary’s  Hospital  in 
Lewiston  500  units  of  plasma.  Some  of  this  may  be  stored 
as  trozen  plasma  and  some  as  liquid  plasma.  All  supplies  and 
products  that  can  become  outdated  should  be  used  in  rota- 
tion to  avoid  wastage  from  expiration.  These  frozen  or 
liquid  plasma  units  should  be  pooled  from  not  more  than  two 
donors  each  of  the  same  ABO  and  Rh  types  and  the  donor 
types  should  be  designated  on  each  bottle. 

C.  Stock-Pile  of  Dried  Plasma. 

It  is  recommended  that  each  hospital  in  the  State  of  Maine 
which  now  uses  dried  plasma  should  double  the  quantity 
which  is  normally  kept  on  hand  for  reserve.  From  these 
stores  it  should  be  possible  to  accumulate  approximately 
200  units  of  dried  plasma  to  be  used  in  a major  disaster. 

D.  The  American  Red  Cross  has  stated  that  it  will  be 
unable  to  supply  plasma  for  stock-piling  in  preparation  for 
a disaster.  To  augment  our  potential  supply  for  disaster  pur- 
poses it  is  recommended  that  the  Maine  State  Legislature  be 
requested  to  appropriate  funds  to  purchase  a stock-pile  of 
1,000  units  of  dried  plasma  to  be  stored  strategically  through- 
out the  state. 

E.  It  is  recommended  that  each  operating  blood  bank 
procure  for  emergency  use  a sufficient  quantity  of  A and  B 
substances  to  be  added  to  Type  O blood  which  may  have  to 
be  used  in  the  first  72  hours  as  “Universal  Donor”  blood. 
The  amount  which  each  Bank  should  have  on  hand  should 
be  in  the  ratio  of  one  vial  (10  cc.)  for  each  unit  of  Type  O 
blood  to  be  collected  in  the  first  72  hours  following  the  dis- 
aster. One  can  anticipate  that  approximately  one-half  of  the 
blood  collected  will  belong  to  Type  O.  The  three  larger 
Blood  Banks  might  each  be  called  upon  to  supply  300  units 
of  blood  in  the  first  seventy-two  hours.  Supplies  should  be 
used  in  rotation  to  avoid  wastage  from  expiration. 

III.  Blood  Bank  Personnel 
A.  Personnel  Expansion. 

With  the  possible  sudden  demand  on  the  existing  Banks  it 
is  imperative  that  additional  personnel  be  trained  as  phle- 
botomists,  blood-typing  technicians  and  blood  processors. 
Because  of  the  anticipation  of  nurse  and  technician  shortage, 
this  newly  trained  group  of  blood-bank  personnel  would 
probably  have  to  come  from  the  lay  population. 

1.  Paid  Personnel. 

It  is  recommended  that  wherever  possible  one  or  more 
additional  paid  technicians  be  added  to  the  permanent  blood 
bank  personnel. 
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2.  Volunteer  Personnel. 

It  is  reccomended  that  the  following  sources  be  tapped  for 
volunteer  recruits. 

a.  Previously  employed  blood-bank  technicians  and  phle- 
botomists. 

b.  College  students  enrolled  as  technicians,  veterinary 
students,  premedical  and  predental  students.  It  is  suggested 
that  the  co-operation  of  the  University  of  Maine,  Bates 
College,  Bowdoin  College,  Colby  College  and  Westbrook 
Junior  College  might  be  obtained  for  this  prjoject. 

c.  Women  whose  household  duties  permit  ample  time 
for  training.  These  people  could  be  given  sufficient  training 
to  act  as  members  of  a blood-bank  team  in  time  of  emer- 
gency. They  should  be  assigned  to  regular  volunteer  duty 
m order  to  maintain  efficiency  in  the  task  to  which  they  may 
be  assigned. 

d.  A hie  should  be  kept  with  the  name,  address  and 
telephone  number  of  each  volunteer  assistant. 

3.  Phlebotomy  Teams. 

Bach  hospital  which  now  procures  blood  should  organize 
phlebotomy  teams  (four  if  possible)  so  that  at  a moment’s 
notice  there  will  be  facilities  and  personnel  for  bleeding  the 
maximum  number  of  donors  on  a continuous  24-hour  basis. 
A phlebotomy  team  should  not  plan  to  work  longer  than  a six 
hour  shift  without  relief. 

It  is  further  recommended  that  the  existing  Blood  Banks 
assist  in  the  training  of  phlebotomy  teams  in  the  surrounding 
communities.  Repeated  courses  might  be  given  at  each  of 
the  Banks. 


IV.  Preparation  on  Donors 

A.  Identification  and  Filing  System. 

1.  In  order  to  strengthen  civilian  morale  and  to  avoid 
the  unnecessary  postponement  of  some  procedures  until  time 
is  short,  it  appears  desirable  to  start  immediately  to  deter- 
mine the  ABO  and  Rh  blood  types  of  all  persons  in  the  State 
of  Maine.  A file  should  be  kept  at  the  institution  performing 
these  procedures  and  a copy  should  be  sent  to  the  Diagnostic 
Laboratory,  Bureau  of  Health  and  Welfare,  State  House, 
Augusta,  where  a Master-file  with  names,  addresses  and 
typings  of  all  registrants  should  be  kept. 

B.  Civilian  Typing  Centers. 

The  typing  of  many  of  the  civilians  could  be  performed 
by  the  existing  blood  banks.  It  is  suggested  that  each  Bank 
set  up  a typing  center  in  a down-town  area  once  or  twice 

a month.  , , , , A i ■ i i C 

C.  Expansion  of  Blood-Typing  Files. 

1.  It  is  recommended  that  as  soon  as  possible,  each 
laboratory  in  the  state  which  is  performing  serological  tests 
for  syphilis  will  save  a portion  of  the  blood  submitted  for 
serology  to  be  used  for  ABO-Rh  typing  and  will  record  the 
name,  address,  and  typings  in  the  Blood-typing  file,  sending 
a duplicate  record  to  the  State  Diagnostic  Laboratory. 

2.  It  is  recommended  that  each  hospital  in  the  state  be 
requested  to  assist  in  collecting  blood  samples  for  typing. 
If  a hospital  is  unable  to  perform  such  tests,  bloods  could 
be  placed  in  proper  containers  and  sent  to  a central  labora- 
tory for  typing.  It  is  suggested  that  the  State  Diagnostic 
Laboratory  be  requested  to  expand  its  facilities  to  handle  the 
expected  load  from  the  smaller  communities. 

3.  It  is  recommended  that  the  State  Diagnostic  Labora- 
tory be  asked  to  supply  the  necessary  typing  serums  to  ac- 
complish this  State-wide  program  as  an  expansion  of  its 
existing  Public  Welfare  Services. 

D.  Identification  Tags. 

It  is  recommended  that  the  State  of  Maine,  through  the 
Diagnostic  Laboratory  furnish  suitable  Identification  Tags  or 
Cards  which  each  civilian  will  be  expected  to  wear  or  carry 
and  which  will  quickly  identify  his  ABO  and  Rh  blood 
types.  It  is  suggested  that  blood  typing  might  be  made  a 
prerequisite  for  securing  a State  of  Maine  Operator’s  li- 
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cense,  Hunting  license  or  Fishing  license  and  that  a space 
be  reserved  on  such  licenses  for  recording  the  ABO  and  Rh 
blood  types  of  the  applicant.  It  is  anticipated  that  typing 
and  Rh  determinations  on  recipients  and  cross-matching 
with  donors  immediately  after  a disaster  will  be  impossible. 
Initially  Type  O (Universal  Donor)  blood  will  be  given 
without  regard  for  Rh  type  or  cross-matching.  If  the  re- 
cipients possess  identification  and  have  had  their  blood  type 
and  Rh  factor  printed  on  their  identification,  the  use  of  blood 
from  donors  of  their  own  type  will  be  greatly  facilitated. 


V.  Equipment 

A.  Quantity. 

1.  It  is  recommended  that  the  Office  of  Civilian  Defense 
be  requested  to  purchase  and  strategically  distribute  one 
thousand  donor  sets,  one  thousand  recipient  sets  and  one 
thousand  blood  bottles  for  emergency  use. 

2.  To  augment  the  above  stock-pile  it  is  recommended 
that  each  hospital  now  using  blood  for  transfusions  double 
the  number  of  blood  bottles,  donor  sets  and  recipient  sets 
which  it  normally  keeps  in  reserve. 

B.  Type  of  Equipment. 

1.  In  order  to  have  uniform  interchangeable  equipment 
throughout  the  state  it  is  recommended  that  all  Disaster 
Stock-Piles  be  composed  of  expendable  Baxter  equipment. 

a.  H-9  Transfuso-vac  with  Fuso-Flo  stopper. 

b.  20-R  Sterile  Plexitron  Blood  Collection  Set. 

c.  19-R  Sterile  recipient  set. 

C.  Conservation  of  Equipment. 

Every  hospital  using  expendable  transfusion  equipment 
should  stock-pile  the  used  equipment  from  now  on.  EX- 
PENDABLE EQUIPMENT  SHOULD  NOT  BE  DIS- 
CARDED. The  necessity  for  this  measure  is  to  ensure  ade- 
quate amounts  of  equipment  should  supply  houses  be  ex- 
hausted or  transportation  from  them  be  unavailable.  It  can 
be  washed,  prepared  and  stored  according  to  the  following 
directions. 

1.  Rehabilitation  of  expendable  equipment. 

a.  Rinse  thoroughly  with  running  cold  tap  water  under 
pressure. 

b.  Fill  with  warm,  not  hot,  1-1000  sodium  hypochlorite 
solution. 

c.  Let  stand  2 hours. 

d.  Rinse  thoroughly  with  running  cold  tap  water. 

e.  Drain. 

f.  Dry  by  hanging  recipient-end  uppermost  and  in  a dust- 
free,  dry  room. 

g.  To  prepare  for  use: 

(1)  Rinse  with  20.0  cc.  pyrogen  free  water. 

(2)  Boil  in  pyrogen  free  water  for  30  minutes. 

h.  Wrap  in  bundles  of  10  or  more,  autoclave  and  store  in 
dry,  clean  place. 

2.  Pyrogen  free  water  (in  case  pyrogen  free  distilled 
water  is  not  available). 

a.  Filter  cold  tap  water  into  vessel  through  cotton  cord 
type  or  filter. 

b.  Add  “NORIT”  (activated  charcoal) — 1 level  table- 
spoonful  per  gallon  of  water. 

c.  Boil  for  five  minutes  in  covered  vessel. 

d.  Cool. 

e.  Use  only  decanted  clear  supernatant  fluid. 

3.  Bottles. 

a.  Rinse  thoroughly  with  running  cold  tap  water. 

b.  Wash  thoroughly  with  1 teaspoonful  of  GLIM  per 
gallon  of  hot  water. 

c.  Invert  to  drain. 


Continued  on  page  36 
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THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  — MAINE  CHAPTER 


The  American  Academy  of  General  Practice  was 
founded  a little  over  three  years  ago,  June  10,  1947, 
in  Atlantic  City  by  a group  of  physicians  firmly  con- 
vinced that  general  practice  is  the  foundation  of  good 
medical  care  in  America.  In  this  group  which 
founded  the  National  Organization  was  Dr.  Adrian 
H.  Scolten  of  Portland,  Maine,  who  is  now  president 
of  the  Maine  Academy  of  General  Practice. 

During  the  first  three  years  of  the  organization, 
Dr.  Scolten  has  been  a member  of  the  important  Edu- 
cational Committee  of  the  National  Committee  of  the 
national  organization.  This  committee  has  met  fre- 
quently. Last  year  it  met  with  the  Annual  Congress 
on  Medical  Education  and  Licensure  of  the  American 
I Medical  Association  in  Chicago.  There,  among  other 
remarks,  Dr.  Scolten  made  the  following  statement 
! as  reported  in  the  Proceedings  of  the  Annual  Con- 
I gress  on  Medical  Education  and  Licensure,  p.  57, 
j “Before  becoming  a specialist,  I believe  that  a doctor 
should  have  from  three  to  five  years’  experience  as  a 
general  practitioner.  In  other  words  he  should  be  a 
! real  doctor  before  he  is  given  a rating  as  a real 
specialist.” 

Since  the  founding  of  the  organization  three  years 
ago,  chapters  of  the  National  Academy  of  General 
Practice  have  been  given  charters  in  every  state  in 
the  Union  and  Hawaii,  and  there  are  over  18,000 
| members.  Maine  received  its  charter  this  past  year, 
| 1950.  The  officers  of  the  Maine  Chapter  have  never 
before  been  publicly  announced.  They  are  as  follows  : 
Adrian  H.  Scolten,  M.  D.,  President,  Portland, 
Maine.  Carl  H.  Haas,  M.  D..  Vice-President,  Bidde- 
ford,  Maine.  Francis  A.  Fagone,  M.  D.,-  President- 
elect, Portland,  Maine.  George  E.  Loewenstein, 
M.  D.,  Secretary-Treasurer,  Chebeague  Island, 
Maine.  William  Hutch,  Attorney-at-Law,  Counsel, 
Portland,  Maine.  Board  of  Directors:  Walter  D. 
Mazzacane,  M.  D.,  Chairman,  Old  Orchard  Beach, 
Maine;  Clyde  I.  Swett,  M.  D.,  Island  Falls,  Maine; 
Alexander  W.  Magocsi,  M.  D.,  York  Village,  Maine ; 
David  Samuel  Ascher,  M.  D.,  Patten,  Maine. 

Dr.  Scolten,  the  President  and  Spokesman  for  the 

I recently  organized  Maine  group,  says  that  to  be 
eligible  for  membership  to  the  Maine  branch  of  the 
National  Organization,  a candidate  must  be  of  high 
moral  and  ethical  character,  have  a sincere  interest  in 
his  patients  and  be  a credit  to  the  community  in  which 
he  practices.  He  must  be  a member  of  his  County 
Medical  Society,  the  Maine  Medical  Society  and  the 
American  Medical  Association  with  which  the  organi- 
zation is  not  in  conflict.  He  must  be  a graduate  of  an 
approved  medical  school,  have  satisfactory  internship 
training,  and  have  continued  his  medical  advancement 
and  service  to  his  patients  by  engaging  in  Postgradu- 
ate Education,  other  than  attending  local  hospital 


sessions  and  County  Medical  meetings.  The  National 
Educational  Committee  has  stipulated  that  he  must 
be  willing  to  take  such  postgraduate  work  periodically 
in  order  to  remain  a member  of  the  Academy.  The 
National  Educational  Committee,  of  which  Doctor 
Scolten  has  been  a member  for  three  years,  has  out- 
lined what  is  considered  satisfactory  postgraduate 
training. 

The  definition  of  a General  Practitioner,  according 
to  the  American  Academy  of  General  Practice,  is 
“any  licensed  physician  and  surgeon  who  holds  the 
degree  of  M.  D.  and  who  does  not  limit  his  practice 
exclusively  to  any  one  specialty.”  Dr.  Scolten  is  a 
member  of  three  specialty  groups,  dermatology,  al- 
lergy and  psychiatry  and  therefore  fits  into  this  defi- 
nition. He  says  that  the  number  of  physicians  in 
Maine  who  limit  their  work  to  any  one  specialty  are 
few  compared  to  the  number  who  rate  as  general 
practitioners  and  family  doctors  who  are  eligible  for 
membership  in  the  Maine  Academy  of  General  Prac- 
tice under  its  rules  for  membership.  Pie  states  that 
the  American  Academy  of  Genera]  Practice  is  really 
a part  of  the  American  Medical  Association  set-up, 
just  as  are  the  organizations  for  men  who  have  spe- 
cialties. It  is  virtually  a division  of  the  parent  organi- 
zation. 

Dr.  Scolten  says  that  the  Maine  Academy  of  Gen- 
eral Practice,  though  the  last  to  be  born,  will  outgrow 
the  other  specialty  medical  societies  and  will  be  ex- 
ceeded in  size  in  Maine,  only  by  the  Maine  Medical 
Society.  The  specialists  have  long  had  their  own 
organizations. 

Until  the  Academy  of  General  Practitioners  was 
founded  in  Atlantic  City  general  practitioners  were 
unorganized.  They  had  no  united  voice  and  they  were 
not  given  the  recognition  to  which  they  were  en- 
titled. This  is  especially  true  of  hospital  stafif  appoint- 
ments. Since  the  National  Organization  was  formed 
a little  over  three  years  ago  its  growth  has  been  phe- 
nomenal, even  beyond  the  expectation  of  those  in  the 
small  group  who  founded  it.  General  practitioners 
everywhere  have  demonstrated  their  appreciation  for 
this  opportunity  to  band  together  in  one  united  group. 

Dr.  Scolten  says  he  feels  that  it  is  eminently  fitting 
that  the  position  of  the  General  Practitioners  in  this 
country  be  “redignified”  and  especially  that  of  the 
“country  doctors.”  These  men  give  skillful  medical 
attention  and  unselfish  devotion  to  humanity.  They 
are  the  men  who  come  closest  to  the  hearts  of  their 
patients,  for  they  are  present  at  all  hours,  to  give 
greater  health  to  a loved  one,  to  bring  new  life  into 
the  world,  and  to  give  comfort  when  life  must  end. 
Through  the  snows  of  winter,  they  dig  their  way  in 
the  untraveled  regions.  Through  the  dark  hours  of 

Continued  on  page  85 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Eustache  N.  Giguere,  M.  D.,  Lewiston 
Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Frank  A.  Smith,  M.  D.,  Westbrook 
Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Ma>  nard  B.  Colley,  M.  D.,  Wilton 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Harry  F.  Morin,  M.  D.,  Bath 
Secretary,  Neil  L.  Parsons,  M.  D.,  Damariscotta 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  B.,  Bixfield 

Penobscot 

President,  George  I.  Higgins,  M.  B.,  Newport 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  John  A.  Caswell,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Samuel  R.  Webber,  M.  D.,  Calais 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  William  F.  Mahaney,  M.  D.,  Saco 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 

100%  Paid-Up  Membership  for  1951 

Piscataquis  County  Medical  Society , N.  H.  Nickerson, 
M.  D.,  Greenville,  Secretary. 

According  to  the  records  of  the  Maine  Medical  Association, 
the  members  of  the  Piscataquis  County  Medical  Society  have 
been  first  with  100%  payment  of  dues  for  fourteen  consecutive 
years. 


Cumberland 

A meeting  of  the  Cumberland  County  Medical  Society  was 
held  at  the  Maine  General  Hospital  on  Thursday,  November 
30,  1950.  A clinic  at  5.45  P.  M.  included  an  interesting  mo- 
tion picture  loaned  by  the  United  States  Army  depicting  a 
mock  atomic  bombing.  This  was  followed  at  6.45  with  a 
dinner,  and  the  regular  meeting  of  the  Society. 

The  meeting  was  called  to  order  by  President  Smith,  who 
appointed  a Nominating  Committee  to  report  at  the  Annual 
Meeting  of  the  Society  to  be  held  in  December  with  recom- 
mendations for  the  offices  to  be  filled  in  1951.  He  appointed 
the  following  men  to  this  committee:  William  Holt,  M.  D.,  i 
Chairman ; Thomas  A.  Martin,  M.  D.,  G.  E.  C.  Logan,  M.  D., 
Edward  G.  Asherman,  M.  D.,  and  Charles  I.  Geer,  M.  D. 

The  Secretary  stated  that  the  Woman’s  Auxiliary  was  in- 
terested in  having  a joint  meeting  with  the  Cumberland 
County  Society.  It  was  voted  that  the  officers  of  the  Society 
contact  the  officers  of  the  Woman’s  Auxiliary  and  arrange 
such  a meeting. 

A letter  was  read  from  the  Telephone  Answering  Service 
Bureau,  Inc.,  written  by  Mr.  E.  C.  Paul,  its  treasurer,  which 
in  substance  offered  the  services  and  the  use  of  one  of  their 
trunk  telephone  lines  free  of  charge  to  the  Cumberland  County 
Medical  Society  for  the  purpose  of  handling  emergency  calls 
for  doctors  on  a 24-hour  basis.  It  was  obvious  from  the  dis- 
cussion that  the  members  of  the  Society  were  interested  in 
this  proposal  and  it  was  promptly  voted  that  the  Public  Re- 
lations Committee  further  investigate  the  proposal  and  bring 
in  a report  at  their  earliest  convenience. 

Mr.  Donald  M.  Rosenberger,  Director  of  the  Maine  Gen- 
eral Hospital,  explained  a campaign  which  is  being  conducted 
by  the  Maine  Hospital  Association  to  get  several  thousand 
signatures  requesting  that  the  legislature  increase  the  funds 
for  State  Aid. 

The  program  of  the  evening  was  a Panel  on  Civil  Defense. 
The  Director  of  the  Panel  was  Brig.  Gen.  Spaulding  Bisbee, 
State  Director,  Office  of  Maine  Civil  Defense  and  Public 
Safety.  Following  his  initial  discussion  he  introduced  the 
following  speakers : 

Col.  Charles  W.  Steele,  State  Deputy  Director  in  charge 
of  Medical  Aspects  of  Civil  Defense  and  Public  Safety 
and  Chairman  Committee  on  Emergency  Civilian  De- 
fense, Maine  Medical  Association. 

Col.  Charles  L.  Stephenson,  Director  of  Civil  Defense  and 
Public  Safety,  Cumberland  County. 

Col.  O.  H.  Stanley,  Deputy  Director  in  charge  of  Medical 
Services.  Cumberland  County  Civil  Defense  Director. 
Former  Deputy  Surgeon  General,  World  War  II. 

Col.  Roland  B.  Moore,  in  charge  of  the  Medical  Aspects 
of  Civil  Defense  Planning,  City  of  Portland. 

Dr.  Albert  W.  Moulton,  Deputy  Chairman  of  the  Com- 
mittee on  Emergency  Civilian  Defense,  Maine  Medical 
Association. 

Dr.  Edward  W.  Colby,  Public  Health  Director,  City  of 
Portland. 

Mr.  Donald  Rosenberger,  Chairman,  Committe  on  Emer- 
gency Medical  Care,  Maine  Hospital  Association.  As- 
sistant State  Deputy  Director. 

Mrs.  Roger  Hodgkins,  R.  N.,  Director  of  Nursing  Service 
for  Civil  Defense. 

Mr.  H.  Norton  Maxfield,  Assistant  Chairman,  City  of 
Portland  Defense  Unit. 

Dr.  Joseph  E.  Porter,  member  of  the  Maine  Medical  Asso- 
ciation Committee  on  Transfusions. 
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In  Bronchial  Asthma  . . . 

"Rectally,  Aminophyllin  may  be  given  in  a dosage  of  7Vi 
grains.  . . . Rectal  instillation  of  a suppository  ...  is  of 
particular  value  in  patients  with  inaccessible  veins.” 

Hatpin,  L.J.:  An  Appraisal  of  Therapeutic 


Procedures  in  Bronchial  Asthma,  J.  Iowa  M.  Soc. 
39:468  ( Oct .)  1949. 


SEARLE 


AMINOPHYLLIN*  SUPPOSICONES 


500  mg.  (7V: i grains)  for  rectal  administration 


nonirritating  to  rectal  mucosa  . . . prompt  disintegration 
. . . easily  inserted  and  retained. 


Searle  Aminophyllin  is  also  available  in  ampuls,  powder 
and  tablets.** 

**Uncoated  tablets  of  Searle  Aminophyllin  bear  this  identi- 
fying imprint — to  assure  your  patients  of  unvarying  quality. 

*Co ntains  at  least  80%  of  anhydrous  theophylline. 


G.  D.  SEARLE  & CO.  • CHICAGO  80,  ILLINOIS 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


SEARLE 
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Advertisement 

From  where  1 sit 
Jby  Joe  Marsh 


Sometimes 
Good  Intentions 
Aren’t  Enough 

That  fire  at  the  Hastings’  place  last 
night  didn’t  do  much  damage , but 
Volunteer  Chief  Murphy  was  pretty 
angry  about  it.  Spoke  to  some  of  us 
over  dinner  and  a bottle  of  beer. 

“Hastings’  farm  is  a good  mile  from 
town,”  he  said.  “And  by  the  time  we’d 
dodged  all  the  people  on  the  highway 
who  were  going  to  watch,  we  hadn’t 
a minute  to  waste. 

i(Then  blamed  if  those  sightseers 
hadn’t  parked  cars  right  in  Hastings’ 
driveway  and  there  was  a mob  around 
the  house — just  gawking.  Joe , tell 
folks  a fire’s  no  sideshow.  Ask  ’em  to 
think  of  the  other  fellow !” 

From  where  I sit,  sometimes  even 
good  intentions  turn  out  to  be  unfair 
interference.  Whether  it’s  blocking  the 
right-of-way  of  fire  equipment,  deny- 
ing a man  a chance  to  practice  medi- 
cine where  and  when  he  chooses,  or 
criticizing  a person’s  right  to  enjoy  a 
temperate  glass  of  beer — the  Ameri- 
can Way  is  to  give  everybody  his  right- 
ful “share  of  the  road”! 


Copyright,  1951,  United  States  Brewers  Foundation 


It  is  impossible  to  summarize  what  was  said  by  all  of  these 
officials.  It  is  obvious  that  much  work  has  been  done  and 
equally  obvious  that  much  remains  to  be  done.  A complex 
organization  is  in  the  planning  stage  which  will  eventually 
involve,  apparently,  most  of  the  citizens  of  Maine.  The 
physicians  of  Cumberland  County  will  be  closely  tied  in  with 
this  program.  Just  where  we  fit  in  is  not  exactly  clear  at  the 
present  time.  However,  General  Bisbee  was  assured  that 
the  physicians  of  the  Cumberland  County  Society  will  co- 
operate to  the  fullest  extent. 

Ralf  Martin,  M.  D., 
Secretary. 


Kennebec 

A regular  meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Veteran’s  Administration  Center, 
Togus,  Maine,  November  16,  1950,  at  7.00  P.  M. 

President  Allan  C.  Hurd  presided  at  the  business  meeting 
and  appointed  the  following  committees : 

Committee  on  Resolutions  on  the  death  of  George  R.  Camp- 
bell, M.  D.,  of  Augusta.  Harold  E.  Small,  M.  D., 
Chairman.  Roscoe  L.  Mitchell,  M.  D. 

Hospital  and  Professional  Relations  Committee.  Frederick 
T.  Hill,  M.  D.,  Chairman.  Frank  B.  Bull,  M.  D., 
Adolphe  J.  Gingras,  M.  D.,  Leon  D.  Herring,  M.  D., 
and  Robert  W.  Wilson,  M.  D. 

Nominating  Committee  (to  submit  a proposed  list  of  of- 
ficers for  1951  at  the  next  meeting).  Ivan  E.  Mc- 
Laughlin, M.  D.,  Chairman;  Elmer  H.  Jackson,  M.  D., 
Ralph  L.  Reynolds,  M.  D.,  and  Lorrimer  M.  Schmidt, 
M.  D. 

Edward  L.  Foote,  M.  D.,  of  Togus,  was  elected  to  mem- 
bership. 

Dwight  Harkin,  M.  D.,  of  Boston,  speaker  of  the  evening, 
was  introduced  by  Dr.  Valliere  of  the  Veteran’s  Administra- 
tion. Dr.  Harkin’s  subject  was  “Surgical  Treatment  of 
Mitral  Stenosis.”  Dramatic  colored  movies  demonstrated  the 
technique. 

A.  H.  Morrell,  M.  D., 

Secretary. 


Knox 

At  a recent  meeting  of  the  Knox  County  Medical  Society 
the  following  officers  were  elected  for  1951. 

President,  Harry  G.  Tounge,  M.  D.,  Camden. 
Vice-President,  Frederick  C.  Dennison,  M.  D.,  Thomaston. 
Secretary-Treasurer,  Robert  L.  Allen,  M.  D.,  Rockport. 
Delegate  to  the  Maine  Medical  Association,  Wesley  N. 
Wasgatt,  M.  D.,  Rockland.  Alternate,  Dr.  Dennison. 

Frank  W.  Kibbe,  M.  D., 
Secretary. 


New  Member 

Kennebec 

Edivard  L.  Foote,  M.  D.,  Veteran’s  Administration,  Togus, 
Maine. 


NEWS  AND  NOTES 

State  of  Maine 

Board  of  Registration  of  Medicine 

Adam  P.  Leighton,  M.  D.,  192  State  Street,  Portland,  Maine, 
Secretary. 

List  of  physicians  licensed  in  Maine,  November,  1950 : 
Through  Examination 

J.  Clarence  Bourque,  M.  D.,  St.  Leonard,  New  Brunswick, 
Canada.  , 

Fairfax  Hall,  M.  D.,  421  Huguenot  St.,  New  Rochelle,  N.  Y. 
Edward  L.  Kinder,  M.  D.,  Maine  General  Hospital,  Portland, 
Me. 

Marcel  D.  Ouellette,  M.  D.,  196  Bates  Street,  Lewiston.  Me. 
Sister  Mary  Leo  Ouellette,  M.  D.,  863  Central  Street,  Fram- 
ingham Center,  Mass. 

George  F.  Sager,  M.  D.,  60  Lexington  Ave.,  Portland.  Me. 
Harold  E.  Small,  M.  D.,  31  Grove  Street,  Augusta,  Me, 
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Harold  A.  Spalding,  M.  D.,  875  Main  Street,  South  Wey- 
mouth, Mass.  , 

Through  Reciprocity 

Charles  F.  Branch,  M.  D.,  69  Gamage  Ave.,  Auburn,  Me. 

Lewis  J.  Cataldo,  M.  D.,  54  Eastern  Promenade,  Portland, 
Me. 

Luigi  M.  DeCicco,  M.  D.,  P.  O.  Box  283,  Togus,  Me. 

Joseph  J.  Delfino,  M.  D.,  U.  S.  Veterans’  Hospital,  Togus, 
Me. 

Edward  L.  Foote,  M.  D.,  112  Eastern  Ave.,  Augusta,  Me. 

Rufus  H.  McVetty,  M.  D.,  Guildhall,  Vt. 

Samuel  L.  Mitchell,  M.  D.,  43-12  Parson’s  Blvd.,  Flushing, 
N.  Y. 

Paul  H.  Nesse,  M.  D.,  606  N.  13th  Street,  Philadelphia,  Pa. 

Burton  L.  Olmsted,  M.  D„  73  Deering  Street,  Portland,  Me. 
j Eva  Reich,  M.  D.,  Rangeley,  Me. 

Morrill  Shapiro,  M.  D.,  22  Arsenal  Street,  Portland,  Me. 

William  R.  Simonds,  M.  D.,  1 Farragut  Road,  Plainfield, 
N.  J. 

John  E.  Sonneland,  M.  D.,  Maine  General  Hospital,  Port- 
land, Me. 

Charles  J.  Williams,  M.  D.,  124  College  Ave.,  Waterville, 
Me. 

Theodore  P.  Wolfe,  M.  D.,  Rangeley,  Me. 

I Howard  L.  Wylie,  M.  D.,  Box  62,  Rangeley,  Me. 


Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 
Clinic  Schedule — 1951 

Orthopedic  Clinics 

Portland  — Maine  General  Hospital,  9.00-11.00  a.  m. : Jan. 
8,  Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 

13,  Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Lewiston  — Central  Maine  General  Hospital,  9.00-11.00 
a.  m. : Jan.  19,  Feb.  16,  Mar.  16,  April  20,  May  18,  June  15, 
July  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumford  - — Community  Hospital,  1.30-3.00  p.  m. : Mar. 

14,  June  20,  Sept.  19,  Dec.  19. 

Waterville  — Thayer  Hospital,  1.30-3.00  p.  m. : Feb.  15, 
April  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Rockland  — Knox  County  Hospital,  1.30-3.00  p.  m. : Feb. 
8,  May  17,  Aug.  16,  Nov.  15. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
11,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Presque  Isle  — Northern  Maine  Sanatorium,  9.00-11.00 
a.  m.— 1.00-3.00  p.  m. : Jan.  9,  Mar.  7,  May  8,  July  11,  Sept. 
11,  Nov.  7. 

Houlton  — Aroostook  General  Hospital,  9.00-11.00  a.  m. : 
Mar.  6,  July  10,  Nov.  6. 


the  night  when  others  are  sleeping,  they  make  their 
way  to  give  relief  to  the  suffering  and  comfort  to  the 
distressed.  These  medical  men  are  the  unsung  heroes 
on  the  pages  of  history.  Too  often  they  are  the 
| “forgotten  men.” 

The  dues  for  the  yearly  membership  in  the  Maine 
Academy  are  $35.  This  includes  $10  initiation  fee, 
$10  for  the  Maine  chapter  and  $15  for  the  national 
organization.  The  dues  include  a year’s  subscription 
to  “GP,”  the  significant  new  medical  journal  which 
has  been  acclaimed  as  the  best  publication  yet,  to  fill 
the  needs  of  the  general  practitioner, 


Fort  Kent  — Normal  School,  10.00-1.00  p.  m. : Jan.  10, 
May  9,  Sept.  12. 

Bangor  — Eastern  Maine  General  Hospital,  1.30-3.00  p.  m. : 
Jan.  25,  Mar.  29,  May  24,  July  26,  Sept.  27,  Nov.  29. 

Cardiac  Clinics 

Portland  — - Maine  General  Hospital,  9.00-12.00  a.  m. : 
Will  be  held  every  Friday  with  the  exception  of  holidays. 

Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
m. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
27,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

Waterville  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
June  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Waterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
Mar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
2,  Nov.  6,  Dec.  4. 

Presque  Isle  — Northern  Maine  Sanatorium,  1.30  p.  m. : 
Jan.  24,  Mar.  28,  May  23,  July  25,  Sept.  26,  Nov.  28. 

By  appointment  only. 


The  Trudeau  Foundation 
for 

The  Clinical  and  Experimental  Study  of  Pulmonary 
Disease 

At  Saranac  Lake,  N.  Y.  The  Saranac  Laboratory,  The 
Trudeau  Foundation,  The  Trudeau  School. 

At  Trudeau,  N.  V.  The  Department  of  Physiology,  The 
Department  of  Biochemistry,  The  Department  of  Radiology, 
The  Trudeau  Laboratory. 


Saranac  Lake,  N.  Y. 

October  17,  1950 

Announcement 

The  Trudeau  School  of  Tuberculosis  announces  its  thirty- 
seventh  annual  session  of  four  weeks,  to  begin  on  Monday, 
April  30,  1951.  The  subject  matter  of  the  course  covers  all 
aspects  of  pulmonary  tuberculosis  and  also  certain  phases  of 
other  chronic  chest  disease,  including  those  of  occupational 
origin. 

The  schedule  is  in  preparation ; in  the  meantime,  copies  of 
the  1950  program  are  available  if  desired.  , 

Reservations  have  already  been  requested  for  two-thirds 
of  the  1951  enrollment.  Since  the  registration  is  limited,  it  is 
suggested  that  those  who  plan  to  attend  make  early  applica- 
tion. 

Tuition  is  $100.00,  payable  to  the  Trudeau  School  on  or 
before  April  30,  1951.  A few  scholarships  are  available  for 
those  who  can  qualify. 

Address:  Secretary,  The  Trudeau  School,  Saranac  Lake, 
New  York. 


Practice — Continued  from  page  31 

Dr.  Scolten  says  that  the  next  meeting  of  the  Maine 
Academy  of  General  Practice  will  be  a dinner  meet- 
ing in  the  Lafayette  Hotel,  on  Thursday,  January  11. 
All  members  of  the  Maine  Academy  are  invited  to 
attend. 

Any  physician  practicing  in  Maine  who  cares  to 
join  the  Maine  Academy  of  General  Practice  should 
write  to  the  Secretary  and  Treasurer,  George  E. 
Loewenstein,  M.  D.,  Chebeague  Island,  Maine,  re- 
questing an  application  blank  and  a booklet  entitled, 
“An  Invitation,”  containing  22  answers  and  questions 
concerning  the  Academy. 


The  American  Academy  of  General 
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What  Every  Maine  Doctor  Should  Know  About  Civil  Defense— Continued  from  page  30 


d.  Store  bottles  inverted  in  the  original  carton  if  pos- 
sible, in  dry  clean  room. 

e.  IF  POSSIBLE:  75  cc.  of  ACD  No.  1 solution  should 
be  added  (see  N.  I.  H.  formula)  the  bottles  properly  auto- 
claved with  their  caps  loose. 

f.  Tighten  the  caps  after  autoclaving,  seal  with  scotch 
tape  and  store. 

4.  Sodium  Citrate  Solution. 

a.  Filter  one  gallon  of  cold  tap  water  as  in  2 (a). 

b.  Add — “NORIT” — one  level  tablespoonful  as  in  2 
(b).  Sodium  Citrate — 160  grams. 

c.  Heat  to  boiling  in  covered  container. 

d.  Permit  settling. 

e.  Decant  75  cc.  of  clear,  supernatant  fluid  into  each 
bottle. 

f.  Boil  30  minutes  or  autoclave  as  in  3 (e  and  f). 

5.  For  making  the  above  solutions,  the  following  items 
should  be  stock-piled:  Sodium  citrate  (or  ACD  ingredients), 
NORIT,  USP  Sodium  Chloride,  USP  Dextrose,  and  scotch 
tape  for  sealing  on  caps. 

VI.  Transportation 

A.  Plans  are  in  progress  for  the  registration  and  emer- 
gency acquisition  of  vehicles  for  the  transportation  of  blood, 


plasma,  phlebotomy  teams  and  apparatus  to  strategic  points 
at  the  time  of  disaster. 

B.  Insulated  Boxes. 

Each  blood  procurement  agency  should  establish  and  re- 
cord the  location  of  all  possible  insulated  boxes  which  could 
be  used  for  transportation  of  blood  to  the  scene  of  the  dis- 
aster. Coco-Cola  picnic  boxes  or  similar  insulated  boxes 
each  containing  a can  of  ice  could  readily  be  used  for  such 
a purpose. 

VII.  Requests  for  Blood  and  Plasma 
A.  Channels. 

The  normal  channels  for  the  requests  for  blood,  plasma 
and  equipment  for  administration  of  these  products  should  be 
made  through  the  No.  3 Deputy  Director  (Civil  Defense 
Plan)  of  the  community  requiring  this  assistance. 

Respectfully  submitted, 

Richard  C.  Wadsworth,  M.  D.,  Chairman. 
Joseph  E.  Porter,  M.  D., 

Gilbert  Clapperton,  M.  D., 

Joseph  A.  Donovan,  M.  D., 

John  F.  Reynolds, 

Committee  on  Blood  Transfusions. 

This  plan  was  submitted  to  and  approved  by  the  Council 
of  the  Maine  Medical  Association  at  Bangor  on  October 
15,  1950. 


Getting  Along  With  One's  Self  and  Others — Continued  from  page  12 


needs.  We  must  speak  in  their  own  language,  not 
only  in  the  words  they  use,  but  also  in  the  language 
of  their  thoughts. 

Men  and  women  vary  in  their  social  adaptability 
and  reactions.  Getting  on  with  others  is  a double 
problem.  It  is  necessary  to  see  the  other’s  point  of 


view  and  to  help  them  to  gratify  their  laudable  am- 
bitions. We  should  avoid  exciting  the  emotions  of 
fear,  shame,  guilt  or  inferiority.  We  must  be  able 
to  identify  ourselves  with  others  and  to  feel  as  they 
do.  To  get  along  with  one’s  self  is  a science  — to  get 
along  with  others  is  a fine  art. 


“SERVICE” 

Maine’s  Progressive 


That  Is  Our 
Motto 


Surgical  Supply  Store 


Serving  Maine  Physicians  and  Hospitals  as  a progressive  concern,  it 
is  needless  to  say  we  are  never  satisfied,  so  if  you  have  not  opened 
an  account  with  us  why  not  do  so  today. 

Maine  Surgical  Supply  Co. 

10  LONGFELLOW  SQUARE 
PORTLAND  3 - - MAINE 

John  H.  Lacy,  Proprietor  Registered  Pharmacist 


The  Journal 

of  the 

Maine  Medical  Association 


Uolume  Forh^TtPO 


Portland,  Ulaine,  February,  1951 
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A CASE  OF  SIGMOIDO VESICAL  FISTULA  IN  A MALE  39  YEARS  OF  AGE 

Arthur  H.  McQuillan,  M.  D. 


The  first  case  of  vesicointestinal  fistula  was  de- 
scribed by  Praxagoras  in  the  fourth  century.  From 
that  time  until  now,  pneumaturia,  viz. — the  passage 
of  air  from  the  urethra — -has  been  of  great  interest 
to  general  surgeons  and  urologists.  To  date,  only 
approximately  seven  hundred  cases  have  been  re- 
ported where  the  etiological  factor  has  been  the 
direct  result  of  a communication  between  the  bowel 
and  the  urinary  tract. 

Pneumaturia  is  etiologically  due  to  three  possibili- 
ties : 1,  air  may  be  introduced  into  the  bladder  from 
without;  2,  there  may  be  a gas-producing  bacterial 
invasion  of  the  urinary  tract ; and,  3,  there  may  be  a 
communication  between  the  intestinal  and  urinary 
tracts. 

There  may  be  one  of  four  causes  of  a communica- 
tion between  the  intestinal  and  urinary  tracts:  1, 
congenital  fistulas,  associated  with  congenital  im- 
perforate anus  — (these  are  rare)  ; 2,  traumatic 
fistulas,  which  are  usually  due  to  penetrating  wounds, 
instrumental  deliveries,  ingested  foreign  bodies,  se- 
vere pelvic  fractures  and  surgical  accidents ; 3,  neo- 
plastic fistulas,  which  are  the  result  of  direct  exten- 
sion and  complications  following  the  use  of  X-ray  or 
radium  in  the  treatment  of  neoplastic  disease ; 4,  in- 
flammatory fistulas,  which  to  me,  present  the  most 
interesting  group  of  all.  They  present  a diagnostic 
problem  of  great  magnitude  and  a challenge  to  the 
surgeon.  Their  ultimate  recovery  is  certainly  a sur- 
gical problem. 

The  causes  of  inflammatory  fistulas  as  listed  and 
reported  are : actinomycosis,  typhoid  fever,  syphilis, 


amebiasis,  tuberculosis  of  the  bladder,  bowel  or  peri- 
toneum, prostatic  and  appendiceal  abscess,  terminal 
ileitis,  and  adnexal  disease  in  women.  Diverticulitis 
of  the  colon,  the  most  common,  occurs  most  fre- 
quently in  men. 

The  case  in  question  is  that  of  a man,  a lawyer- 
farmer,  39  years  of  age.  He  was  admitted  to  the 
Thayer  Hospital,  Waterville,  Maine,  February  22, 
1950,  with  a history  of  abdominal  pain  of  twenty- 
four  hours’  duration.  His  history  antedated  this 
admission  by  two  years,  when  he  first  experienced 
left  lower  abdominal  pain  for  twenty-four  hours. 
This  was  relieved  by  an  enema.  The  tenderness  per- 
sisted in  the  region  for  ten  days.  About  one  year 
later,  he  again  experienced  left  lower  abdominal 
pain,  which  was  steady  and  unremitting.  The  ten- 
derness persisted  for  one  week.  Twenty-nine  hours 
before  admission  he  had  acute  abdominal  pain  for  the 
third  time.  The  pain  did  not  disappear  even  after 
four  enemata,  but  seemed  to  be  more  persistent  and 
severe  than  any  previous  attack.  He  had  no  cramps 
and  did  not  vomit.  He  had  some  “chilly  sensations,” 
but  no  frequency  or  dysuria. 

His  Past  History  disclosed  the  usual  acute  diseases 
of  childhood  without  complications.  He  had  jaun- 
dice twenty-five  years  ago,  at  the  age  of  fourteen ; 
also  an  allergic  sinusitis  since  the  age  of  seven.  This 
required  an  operation  twenty  years  ago. 

His  Family  History  was  negative  except  for  the 
fact  that  his  father,  living  age  sixty,  has  asthma. 

Physical  examination  revealed  the  following : 
Temp.  102,  Pulse  120,  Resp.  20;  B.P.  180/104; 
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Weight  230;  Skin,  warm  and  clear;  Pupils  and 
Fundi,  normal;  Nose,  both  nares  clear;  Mouth,  no 
muco-purulent  material  apparent  in  the  pharynx ; 
Thyroid,  normal ; Lungs,  clear ; Heart,  border  clear, 
regular,  rapid  rhythm,  no  murmurs ; Abdomen,  dis- 
tended generally,  tympantic  but  compressable ; Gen- 
eral tenderness,  but  most  marked  in  supra-pubic 
region  and  left  lower  quadrant;  No  masses  felt; 
a few  high-pitched  borborygmi  in  the  area  of  ten- 
derness ; Genitalia,  normal,  no  hernia ; Reflexes,  nor- 
mal ; Rectal  and  prostate,  normal  size,  shape  and 
consistency,  no  tenderness;  remainder  of  examina- 
tion negative. 

Upon  admission  he  was  found  to  have  a W.B.C. 
of  24,900,  which  soon  subsided  under  Streptomycin, 
Penicillin  and  intravenous  medications.  A barium 
enema  eight  days  later  showed  “no  obstruction  to 
the  inflow  of  the  enema  and  a few  scattered  diver- 
ticula in  the  descending  colon  without  deformity,” 
(see  cut).  He  improved  clinically  and  was  dis- 


Figure  1 at  arrow  shows  the  point  of  rupture  of  the 
diverticulitis  posteriorly  where  the  sigmoid  vesico  fistula 
appeared.  Figures  2,  3 and  4 show  other  small  diverticuli  not 
involved  in  the  present  process. 

charged  on  March  5,  1950,  with  a normal  W.B.C., 
temperature  and  no  abnormalities  in  the  urine. 

In  about  three  weeks  he  was  readmitted.  He  stated 
that  on  the  day  previous  to  admission  he  had  noticed 
cloudy  urine  with  an  escape  of  gas  after  urination, 
accompanied  by  a “dragging  sensation”  over  his 
bladder. 

His  examination  on  entrance  was  essentially  nor- 
mal except  for  a temperature  of  99.2,  and  a specimen 
of  urine  loaded  with  pus  and  colon  bacilli. 
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The  next  day  cystoscopy  was  performed.  The 
cystogram  showed  no  abnormality,  but  the  cystos- 
copy showed  a necrotic  ulcer-appearing  lesion  on  the 
left  posterior  wall  of  the  bladder.  Barium  enema 
showed  no  change.  Intravenous  pyelogram  showed 
only  an  irregularity  in  the  left  posterior  region  of  the 
trigone. 

Five  days  later  he  was  explored,  and  a preopera- 
tive diagnosis  of  vesico-sigmoid  fistula  was  made. 

The  incision  was  a transverse  epigastric  one  about 
two  and  a half  inches  above  the  umbilicus.  The  ex- 
ploration revealed  signs  of  marked  cellular  infiltra- 
tion in  the  left  lower  posterior  abdominal  pelvic  area 
consistent  with  sub-acute  inflammatory  reaction  in- 
volving the  sigmoid  and  bladder. 

A transverse  colostomy  was  done,  and  he  was 
discharged  with  the  colostomy  functioning  perfectly 
twelve  days  later.  Three  months  later  his  pyuria  had 
cleared  entirely. 

On  November  30th,  eight  months  later,  he  was 
admitted  for  the  third  time.  He  had  been  on  a diet 
to  lose  weight  and  had  lost  sixty  pounds.  His  urine 
remained  clear,  proctoscopic  examination  was  nega- 
tive, and  a barium  enema  showed  only  a few  diver- 
.ticula  in  the  descending  colon. 

On  December  4th,  the  involved  segment  of  the 
sigmoid  was  resected  together  with  its  area  of  attach- 
ment to  the  bladder.  The  sinus  communicating  the 
two  organs  had  closed.  He  was  discharged  eight 
days  later. 

He  was  readmitted  for  the  fourth  time,  December 
26,  1950.  The  transverse  colostomy  was  closed  a 
few  days  later.  He  was  discharged  January  5,  1951, 
weighing  165  pounds.  His  bowel  movements  were 
normal,  urine  normal,  and  blood  pressure  was  130- 
60.  He  felt  and  was  perfectly  well. 

February  22,  1950,  to  January  5,  1951 — 11  months 
from  onset  to  recovery. 

This  is  a rather  typical  history  for  acute  sigmoid 
diverticulitis  with  rupture  into  the  bladder,  sigmoid- 
vesical  fistula  with  pneumaturia,  transverse  colos- 
tomy, resection  of  the  involved  segment,  closure  of 
the  colostomy  and  recovery. 

I wish  to  thank  Dr.  Frederic  Champlin,  Intern- 
ist ; Dr.  Moses  Lubell,  Roentgenologist ; Dr.  Joseph 
Memmelaar,  Urologist ; and  Dr.  Edwin  Harlow, 
General  Surgeon,  who  all  helped  me  with  this  most 
interesting  case. 
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SEVERE  HEAD  INJURY  WITH  FRACTURE  OF  SKULL  AND  FACIAL  PARALYSIS 

Case  Report* 

John  F.  Reynolds,  M.  D.,  and  Frederick  T.  Hill,  M.  D.,  Thayer  Hospital,  Waterville,  Maine 


A seventeen-year-old  white  female  was  admitted 
to  Thayer  Hospital  fifteen  minutes  after  a motorcycle 
accident.  She  had  been  thrown  against  the  butt  of 
' a nearby  tree,  sustaining  serious  injuries  to  the  head 
! and  face. 

Examination  revealed  a young  girl,  unconscious, 
with  severe  scalp  lacerations,  bleeding  from  the  nose, 
mouth,  and  left  ear.  She  was  pallid  and  dirty  but 
not  in  acute  surgical  shock.  Blood  pressure  was 
;j  120/70;  pulse,  100  and  regular.  There  were  two 
six-inch  lacerations  of  the  scalp.  One  extended  from 
the  right  parietal  hairline  in  crescentic  fashion  over 
the  vertex  to  the  left  parietal  hairline.  The  second 
extended  from  just  above  the  right  ear  to  the  vertex 
in  L-shape  fashion.  The  galea  was  lacerated  and  the 
skull  was  exposed.  There  was  ecchymosis  of  the 
right  mastoid  region  and  the  left  eye,  and  multiple 
lacerations,  ecchymosis,  and  swelling  of  the  tongue 
and  floor  of  the  mouth,  with  considerable  injury  to 
the  molar  teeth  and  gum  margins. 


Roentgenogram  showing  fracture  extending  from  vertex 
to  base  and  involving  temporal  bone. 


* From  the  Departments  of  Surgery  and  Otolaryngology 
of  Thayer  Hospital. 


Otological  examination  revealed  a blood  clot  in  the 
left  external  auditory  meatus  with  some  evidence 
of  hemorrhage  in  the  middle  ear.  There  was  a lacera- 
tion of  the  superior  portion  of  the  right  external 
auditory  meatus,  together  with  a definite  hemo- 
tympanum.  The  remainder  of  the  physical  examina- 
tion was  essentially  negative  save  for  multiple  con- 
tusions and  abrasions  of  the  extremities.  There  was 
no  respiratory  embarrassment  and  her  reflexes,  as 
grossly  determined,  were  within  physiological  limits. 
Urinalysis  was  completely  normal. 

After  thorough  evaluation  the  patient  was  taken 
to  the  operating  room  where  the  scalp  wounds  were 
probed  with  the  gloved  finger  and  an  extensive  com- 
minuted linear  fracture  was  found  beneath  the  most 
lateral  and  posterior  of  the  lacerations.  All  wounds 
were  thoroughly  irrigated,  debrided,  and  then  loosely 
closed.  Lumbar  puncture  showed  an  initial  pressure 
of  175  mm.  of  water.  The  spinal  fluid  was  grossly 
bloody  and  contained  41  WBC  and  18,000  RBC  cu. 
mm.  Final  pressure  after  removal  of  6.0  cc.  of  spinal 
fluid  was  160  mm.  The  patient  was  returned  to  bed 
with  a diagnosis  of : 

Fracture  of  skull,  right  parietal,  compound. 

Basal  skull  fracture,  involving  the  temporal  bones. 

Multiple  lacerations  of  scalp,  and  gum  margins. 

Cerebral  laceration,  extensive. 

Multiple  contusions  and  abrasions. 

Treatment  instituted  was  the  administration  of 
continuous  intravenous  fluids  through  a cannula  in 
an  ankle  vein,  together  with  100,000  units  of  peni- 
cillin, parenterally,  every  six  hours.  Sodium  sulfa- 
diazine was  added  to  the  intravenous  fluids.  As 
there  was  no  evidence  of  respiratory  difficulty  it  was 
felt  safe  to  administer  morphine  in  small  doses  to 
control  the  extreme  restlessness.  Sterile  gauze  wicks 
were  maintained  in  both  ears. 

The  patient  became  well  stabilized  in  the  next  24 
to  36  hours,  and  about  thirty  hours  after  admission 
began  to  show  periods  of  consciousness  which  in- 
creased steadily  in  duration  and  frequency.  She 
showed  orientation  to  situation  but  not  to  time  or 
place,  and  had  no  memory  of  the  accident  itself. 
X-ray  examination,  using  the  portable  apparatus, 
was  carried  out  on  the  fourth  day,  revealing  a frac- 
ture of  the  right  parietal  bone  running  from  the 
vertex  to  the  base.  The  patient’s  recovery  subsequent 
to  this  point  was  steady  and  progressive  until  the 
tenth  day  when  a complete  right  peripheral  facial 
paralysis  was  noted  for  the  first  time.  Mastoid  films 
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now  showed  the  fracture  entering  the  mastoid 
process  posterior  to  the  middle  ear.  As  this  paralysis 
was  not  evident  previously  it  was  assumed  that  the 
nerve  had  been  impinged  upon  but  not  severed,  al- 
though the  marked  soft  tissue  swelling  and  uncon- 
scious condition  of  the  patient  may  have  masked 
this  condition. 

Otological  examination  showed  the  drum  mem- 
branes now  healed  and  evidence  of  absorption  of  the 
blood  clot  in  the  middle  ear.  The  Weber  test  was 
lateralized  to  the  right  and  tuning  forks  were  heard 
in  that  ear  by  both  air  and  bone  conduction.  Rinne 
test  was  55/30.  There  was  no  evidence  of  involve- 
ment of  the  chorda  tympani  nerve.  From  these  find- 
ings it  was  felt  that  the  facial  nerve  was  injured  in 
the  descending  portion,  as  a fracture  of  the  petrous, 
in  all  probability,  would  have  involved  the  cochlea. 
While  there  had  been  some  question  of  fracture  of 
the  neck  of  the  mandible,  this  was  ruled  out  by  the 
X-rays  and  the  satisfactory  dental  occlusion.  De- 
compression of  the  facial  nerve  was  advised,  as 
soon  as  the  general  condition  of  the  patient  should 
permit. 

Mastoidectomy  with  facial  nerve  decompression 
was  performed  on  the  twentieth  day  under  general 
anesthesia.  (F.  T.  H.)  A fracture  line  was  found 
extending  through  the  superior  wall  of  the  external 
auditory  meatus  downward  in  an  oblique  direction 
towards  the  posterior  wall  and  involving  the  aqua- 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 

ductus  Fallopii  just  below  the  prominence  the  promi- 
nence of  the  horizontal  semicircular  canal.  There 
was  considerable  comminuted  bone  and  granulation 
in  the  antrum  and  aditus  and  the  dura  over  the  an- 
trum was  found  exposed.  Bone  was  carefully  re- 
moved exposing  the  facial  nerve  from  the  horizontal 
canal  to  the  stylo-mastoid  foramen.  The  nerve  was 
found  intact  but  with  a small  jagged  portion  of  bone 
compressing  it  in  the  upper  part  of  the  descending 
portion,  just  below  the  horizontal  canal. 

The  patient  reacted  well  from  the  operation  and 
was  discharged  from  the  hospital  on  the  fifth  day. 
At  that  time  slight  movement  of  the  lower  eyelid  was 
evident.  She  was  followed  in  the  out-patient  depart- 
ment, showing  a slow  but  progressive  return  of 
function.  Recovery  of  the  facial  paralysis  was  com- 
plete in  five  months. 

Summary 

A case  of  severe  head  injury  with  skull  fractures 
and  facial  paralysis  is  reported.  Complete  recovery 
followed  decompression  of  the  facial  nerve  with  re- 
moval of  a bone  fragment  compressing  the  nerve. 
The  late  manifestation  of  the  facial  paralysis,  while 
possibly  masked  by  the  condition  of  the  patient,  sug- 
gested pressure  injury  of  the  nerve.  This  case  indi- 
cates the  importance  of  exploration  and  decompres- 
sion in  cases  of  facial  paralysis  following  skull 
trauma. 


GASTRO-INTESTINAL  BLEEDING  ASSOCIATED  WITH  HIATUS  HERNIA* 

Frederic  B.  Champlin,  M.  D.,  and  John  O.  Piper,  M.  D.,  F.  A.  C.  P. 


Hiatus  hernia  as  a cause  of  gastro-intestinal  bleed- 
ing is  frequently  overlooked.  Although  the  bleeding 
may  he  massive,  and  manifested  by  hematemesis,  it  is 
seldom  fatal.  More  often  it  is  occult  and  a search  is 
made  for  the  etiology  of  a hypochromic  microcytic 
anemia  without  recognizing  the  fact  that  a para- 
esophageal hernia  may  be  at  fault.  Hematemesis 
occurred  in  21%,  melena  in  17%,  and  anemia  in 
23%  of  the  cases  reported  by  Morein.1 

A hiatus  hernia  protrudes  through  the  para- 
esophageal ring  of  the  diaphragm  and  develops  its 
own  peritoneal  sac.  This  is  the  result  of  congenital 
weakness  in  this  area,  a congenitally  short  esophagus, 
or  increased  intra-abdominal  pressure  associated 
with  chronic  cough,  pregnancy,  vomiting,  ascites, 
and  straining  at  stool.  Trauma  to  the  anterior  chest 
may  be  a precipitating  factor. 

The  symptoms  are  often  deceptive  and  vary  ac- 


*  From  the  Medical  Service  of  the  Thayer  Hospital,  Water  - 
ville,  Maine. 


cording  to  the  size  and  type  of  herniation  present. 
Harrington2  has  reported  that  as  many  as  three  pre- 
vious erroneous  diagnoses  had  been  made  before  the 
correct  diagnosis  was  established  in  343  cases  of 
hiatus  hernia  that  he  operated  upon.  The  small  her- 
nias are  asymptomatic  as  a rule.  The  large  ones, 
particularly  those  that  are  fixed,  may  produce  symp- 
toms resembling  those  of  peptic  ulcer,  gall  bladder 
disease,  coronary  artery  disease,  intestinal  obstruc- 
tion, appendicitis,  carcinoma  of  the  cardia,  and  stric- 
ture of  the  esophagus.  Dysphagia,  regurgitation, 
dyspnea  (exertional  and  at  rest),  epigastric,  sub- 
sternal,  or  left  shoulder  and  arm  pain,  palpitation, 
gaseous  eructations,  nausea,  vomiting,  hematemesis, 
melena,  and  weakness  are  common  symptoms.2  Pain 
after  eating,  localized  to  the  lower  substernal  area 
and  relieved  by  the  erect  position,  is  suggestive  of 
hiatus  hernia.  Hemorrhage,  originating  in  a trau- 
matic ulcer,  is  not  uncommon.  It  may  be  severe, 
manifesting  itself  as  hematemesis  or  melena.  A 
microcytic  hypochromic  anemia,  with  accompanying 


NINETEEN  HUNDRED  AND  FIFTY-ONE— FEBRUARY 


41 


occult  blood  in  the  stools,  should  direct  attention  to 
hiatus  hernia  as  being  a possible  cause.  The  attacks, 
which  are  mild  at  first,  usually  increase  in  frequency 
and  severity  when  the  stomach  becomes  fixed  in  the 
thorax  by  adhesions. 

The  complications  of  hiatus  hernia  other  than 
massive  or  occult  bleeding  are  peptic  or  traumatic 
ulcer  and  volvulus.  Perforation  of  an  ulcer  is  rare. 
Volvulus  seldom  occurs  but  if  present  results  in 
vomiting  soon  after  the  patient  eats.  In  fact,  the 
patient  may  initiate  vomiting  in  order  to  relieve  the 
substernal  distress.3. 

The  importance  of  recognition  of  chronic  hemor- 
rhage due  to  hiatus  hernia  prompts  the  reporting  of 
a case  which  illustrates  many  of  the  classic  symptoms 
of  this  type  of  hernia,  as  well  as  demonstrating  other 
diseases  so  often  found  in-  conjunction  with  it. 

Mrs.  O.  R.,  a white  female,  70  years  of  age,  first 
came  to  the  attention  of  one  of  the  authors 
(J.  O.  P.),  in  1947.  She  was  complaining  of  exer- 
tional dyspnea,  substernal  pain,  and  tachycardia. 
Her  past  history  revealed  that  she  had  an  appendec- 
tomy in  1906.  A severe  attack  of  measles  occurred 
in  1930.  In  1941,  following  an  attack  of  jaundice, 
severe  epigastric  pain,  nausea  and  vomiting,  a chole- 
cystectomy was  done  for  chronic  cholecystitis  with- 
out stones.  Gastro-intestinal  series  done  at  that  time 
showed  a large  hiatus  hernia.  She  developed  recur- 
ring exertional  dyspnea,  substernal  oppression,  and 
tachycardia  in  1945.  These  symptoms  were  noted 
when  she  climbed  stairs,  were  associated  with  con- 
stricting sensations  about  her  neck  and  wrists  and 
were  relieved  by  resting.  She  became  aware  of  mod- 
erate edema  of  her  feet  and  ankles,  present  at  night 
and  subsiding  by  morning.  She  consulted  a physician 
and  was  told  that  her  blood  pressure  was  180  and 
that  her  heart  was  enlarged.  Treatment  consisted 
of  tincture  of  digitalis  after  meals  and  resulted  in 
subjective  improvement.  In  December,  1946,  she 
had  to  sleep  on  an  extra  pillow  because  of  moderate 
dyspnea  and  a non-productive  cough  which  devel- 
oped while  the  patient  was  in  a recumbent  position. 
Her  blood  pressure  at  that  time  was  said  to  be  196. 

She  stated  that  she  had  had  occasional  attacks  of 
sour  stomach  as  long  as  could  recall,  manifested  by 
sour  eructations  and  a burning  sensation  in  the  epi- 
gastrium radiating  upward  in  the  substernal  area  to 
the  throat.  She  could  not  tolerate  fried  or  rich  foods, 
pastries,  gravies,  pork  or  apples.  These  would  pro- 
duce epigastric  distress  approximately  one-half  hour 
after  eating  and  relief  was  obtained  by  belching, 
walking  around,  or  taking  bicarbonate  of  soda. 
When  she  lay  down  after  a meal  she  developed  “sour 
stomach”  and  substernal  pain,  relieved  by  sitting  or 
walking.  Following  the  cholecystectomy  in  1941, 
she  was  relatively  free  of  symptoms  and  was  able 
to  do  her  own  housework. 


In  1947,  she  had  pain  in  the  upper  substernal  area 
which  she  considered  to  be  indigestion  and  was  re- 
lieved by  bicarbonate  of  soda.  It  was  at  this  time 
that  she  consulted  one  of  the  authors  (J.  O.  P.). 
Examination  revealed  the  lungs  to  be  clear.  The 
heart  was  enlarged  14  cm.  to  the  left  of  the  mid- 
sternal  line  in  the  6th  intercostal  space.  The  rhythm 
was  regular.  A grade  II  systolic  murmur  was  audible 
over  the  precordium.  No  areas  of  tenderness,  ab- 
normal organs  or  masses  were  felt  in  the  abdomen. 
There  was  no  edema  of  the  extremities.  She  was 
considered  to  have  angina  pectoris  and  treatment 
consisted  of  vasodilator  drugs  and  mild  sedation. 
The  exertional  dyspnea  and  pain  subsided  on  this 
regimen.  However,  she  occasionally  noted  a sense 
of  epigastric  fullness,  accompanied  by  belching  and 
sour  eructations  occurring  one-half  hour  after 
eating. 

In  August,  1948,  she  developed  pain  beneath  the 
left  scapula,  which  developed  during  exertion  and 
was  relieved  by  sitting  quietly  in  a chair  or  lying 
down.  She  also  noted  “heart  burn”  which  was  re- 
lieved by  bicarbonate  of  soda.  Dyspnea  occurred  on 
bending  over  and  subsided  on  assuming  the  erect 
position.  Slight  edema  of  the  feet  and  ankles  be- 
came apparent.  Her  blood  pressure  remained  around 
132/90. 

Because  of  increasing  dyspnea,  orthopnea,  and 
edema  of  the  feet  and  ankles  she  was  digitalized 
with  digoxin  in  July,  1949.  The  dyspnea  was  pres- 
ent when  she  was  working  about  her  home,  while 
walking  up  slight  inclines,  or  climbing  stairs.  There 
was  no  paroxysmal  nocturnal  dyspnea.  She  also 
complained  of  a fairly  persistent  dull  ache  which 
was  localized  over  the  precordium  and  the  right 
anterior  chest.  This  was  present  at  rest  or  during 
exercise  and  was  not  relieved  by  bicarbonate  of  soda 
or  changes  in  position. 

Examination  in  September,  1949,  revealed  a 
slightly  dyspneic  woman  at  rest  with  moderately  dis- 
tended neck  veins.  The  color  of  her  skin  and  mu- 
cous membranes  was  normal.  Fine  crepitant  rales 
were  heard  at  the  base  of  both  lungs.  The  heart  was 
enlarged  to  the  left  anterior  axillary  line.  The 
rhythm  was  regular.  The  rate  was  96  per  minute. 
A grade  II  systolic  murmur  was  heard  over  the  pre- 
cordium, loudest  over  the  base.  The  blood  pressure 
was  174/70.  The  liver  edge  was  palpable  4 cm.  be- 
low the  right  costal  margin.  It  was  smooth  and  ten- 
der. There  was  moderate  pitting  edema  of  the  feet 
and  ankles. 

She  was  considered  by  one  of  the  authors 
(F.  B.  C.),  to  be  in  mild  congestive  heart  failure 
and  was  given  a mercurial  diuretic.  A low  salt  diet 
was  recommended.  She  returned  one  week  later  with 
very  little  change  in  the  dyspnea.  The  lungs  were 
clear.  The  apical  heart  rate  was  76  per  minute  and 
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regular.  The  liver  edge  was  no  longer  palpable  and 
the  ankle  edema  had  largely  subsided.  Her  blood 
pressure  was  150/70. 

In  March,  1950,  she  complained  of  feeling  weak, 
tired  easily,  and  could  walk  only  a short  distance 
without  becoming  dyspneic.  She  was  examined  and 
found  to  have  a red  blood  count  of  3,000,000  per  cu. 
mm.  and  a hemoglobin  of  40%.  She  was  admitted 
to  the  Thayer  Hospital  for  study. 

The  patient  was  very  pale  with  a slight  yellow  tint 
to  her  skin.  She  was  in  good  nutritional  state.  The 
lungs  were  clear.  The  heart  was  enlarged  to  the 
left  anterior  axillary  line.  The  blood  pressure  was 
145/90.  No  abnormal  masses  were  palpable  in  the 
abdomen.  The  extremities  were  not  remarkable. 
There  was  no  lymphadenopathy. 

The  red  blood  count  was  3,000,000  per  cu.  mm., 
with  hemoglobin  30.5%  (4.2  Gm.)  ; white  cell  count 
6,900  with  a normal  differential.  Urinalysis  was 
normal.  Stool  examination  revealed  a trace  of  blood 
by  the  benzidine  test.  Gastro-intestinal  series  and 
barium  enema  showed  a large  hiatus  hernia  of  the 
stomach  with  an  apparently  short  esophagus.  (Fig. 
1)  Comparison  with  films  taken  in  1941  demon- 


Fig.  1.  March,  1950.  A large  fixed  hiatus  hernia  of  the 
stomach.  Note  constriction  where  the  stomach  passes  through 
the  diaphragmatic  hiatus. 
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strated  little  change  in  the  size  and  the  appearance 
of  the  herniated  portion  of  the  stomach  without 
evidence  of  an  ulcer.  There  was  fair  motility  with 
little  retention  in  the  upper  sac.  The  intra-abdominal 
portion  of  the  stomach  and  the  duodenum  were  nor- 
mal in  appearance.  There  were  numerous  diverticula 
of  the  lower  colon.  The  patient  was  placed  on  an 
ulcer  i-eginien  and  was  given  blood  transfusions, 
iron  and  vitamin  B complex.  Her  condition  im- 
proved and  she  was  discharged  after  a hospital  stay 
of  five  days. 

Her  course  during  the  summer  months  was  un- 
eventful and  she  felt  well  and  was  asymptomatic  un- 
til the  middle  of  October,  1950,  approximately  seven 
months  later,  when  she  developed  severe  weakness, 
exertional  dyspnea  and  passed  black  stools.  She 
suffered  severe  pain  which  radiated  across  the  epi- 
gastrium and  was  followed  by  vomiting.  Although 
she  spent  the  greater  part  of  the  time  lying  down 
she  continued  to  feel  worse  and  was  readmitted  to 
the  Thayer  Hospital  on  November  3,  1950.  Her 
temperature  was  normal.  Her  skin  was  very  pale  and 
had  a yellow  tint.  The  mucous  membranes  and  nail 
beds  were  pale.  The  lungs  were  clear.  The  heart  was 
enlarged  to  the  left  anterior  axillary  line.  The 
rhythm  was  regular  and  the  rate  was  85  per  minute. 
No  murmurs  were  audible.  Abdominal  examination 
was  not  remarkable.  There  was  no  edema  of  the 
extremities. 

The  red  cell  count  was  1,700,000  per  cu.  mm.  with 
a hemoglobin  of  26%  (4.4  Gm.)  ; the  white  cell  count 
was  7,000  with  a normal  differential.  Serologic  test 
for  syphilis  was  negative.  Urinalysis  was  normal. 
Stool  was  black  and  revealed  the  presence  of  con- 
siderable blood  by  the  benzidine  test.  Bromsulfalein 
test  showed  10%  retention  of  dye  at  the  end  of  one- 
half  hour  and  5%  retention  at  the  end  of  45  minutes. 
Electrocardiogram  (the  three  standard  and  the  Wil- 
son leads  V1-V6)  revealed  no  abnormality  other  than 
left  axis  deviation.  The  treatment  again  consisted 
of  an  ulcer  regimen,  blood  transfusions,  iron  and 
vitamin  B complex.  The  patient  was  urged  to  sleep 
with  the  head  of  the  bed  raised  to  a forty-five  degree 
angle.  Her  course  in  the  hospital  was  uneventful  and 
she  was  discharged  13  days  later  with  a red  blood 
count  of  3,100,000  and  a hemoglobin  of  53%  (8.3 
Gm.). 

At  the  present  writing,  January  22,  1951,  this 
patient  is  asymptomatic.  There  is  still  four  plus 
occult  blood  in  her  stools,  even  though  the  color  is 
dark  brown.  Her  red  blood  count  has  remained 
around  3,400,000  and  hemoglobin  70%  (10.2  Gm.). 
It  is  more  than  likely  that  surgery  will  be  considered 
in  the  not  too  distant  future. 

Discussion 

The  increasing  recognition  of  esophageal  hiatus 
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hernia  may  well  be  attributed  to  the  diligence  and 
perseverence  exercised  by  the  roentgenologists  while 
doing  barium  studies  of  the  gastro-intestinal  tract. 
We  have  learned,  as  a result  of  their  observations, 
that  hiatus  hernia  is  most  common  in  well  nourished, 
usually  overweight,  women  past  forty  years  of  age. 
It  is  less  common  in  men  in  nulliparous  women  under 
thirty  years  of  age.  Turner4  discovered  hiatus  hernia 
in  3.5%  of  1500  patients,  whereas  Brick5  found  the 
incidence  to  be  8.93%  in  3448  patients  undergoing 
roentgenological  examination  of  the  gastro-intestinal 
tract. 

The  most  common  diseases  which  have  been  found 
in  association  with  hiatus  hernia  are  gall  bladder  dis- 
ease, peptic  ulcer  of  the  stomach  or  duodenum,  and 
other  hernias.  This  patient  had  chronic  cholecystitis 
which  was  proved  at  operation  and  by  pathologic  ex- 
amination of  the  gall  bladder.  Whether  or  not  the 
gall  bladder  was  responsible  for  the  presenting  symp- 
toms in  1941  it  is  difficult  to  say.  That  such  may 
have  been  the  case  is  suggested  by  the  fact  that  she 
felt  better,  and  was  reasonably  free  of  symptoms 
following  surgery  for  approximately  four  years. 
Bockus6  has  noted  that  repeated  attacks  of  biliary 
colic  may  be  responsible  for  the  development  of 
hiatus  hernia  in  late  life.  It  is  our  opinion  that  the 
hiatus  hernia  antedated  the  gall  bladder  disease  in 
this  patient.  However,  we  do  not  deny  that  repeated 
episodes  of  biliary  colic  may  have  aggravated  the 
hernia. 

It  would  be  difficult  to  assume  that  she  did  not 
have  coronary  arteriosclerosis  with  associated  angina 
pectoris.  Certainly  the  constricting  sensation  in  the 
neck  and  wrists  during  stair  or  hill  climbing,  re- 
lieved by  resting,  suggests  this  likelihood.  It  may  be 
impossible  to  distinguish  between  angina  pectoris 
and  diaphragmatic  hernia.  This  is  particularly  so  in 
an  elderly,  obese  individual  with  an  antecedent  his- 
tory of  hypertension.  Effler3  has  commented  on  the 
association  of  anginal  type  pain  in  those  patients 
with  hernias  which  produce  marked  displacement  of 
the  thoracic  aorta  to  the  left.  In  such  cases  the 
patient  may  experience  substernal  or  intermittent 
back  or  shoulder  pain  as  well  as  exertional  dyspnea. 
Portis7  has  reported  three  cases  in  which  it  was 
impossible  to  differentiate  clinically  between  angina 
pectoris  and  hiatus  hernia.  He  stressed  the  impor- 
tance of  precordial  distress  recurring  immediately 
after  the  ingestion  of  food  and  relieved  when  the 
individual  belches  or  vomits.  The  history  of  hyper- 
tension, edema  of  the  lower  extremities,  and  exer- 
tional dyspnea  which  were  relieved  by  mercurial 
diuretics  and  a salt  poor  diet,  serves  to  substantiate 
the  impression  that  a certain  measure  of  cardiac  de- 
compensation was  present.  Circulation  time  and 
venous  pressure,  which  were  not  done,  would  have 
aided  us  in  the  differential  diagnosis. 


The  failure  to  demonstrate  an  ulcer  in  the  herni- 
ated portion  of  the  stomach  by  no  means  excludes 
its  presence.  We  believe  that  the  existence  of  such 
a lesion  in  this  patient  is  a good  possibility.  It  has 
been  conclusively  shown  that  barium  studies  may 
fail  to  reveal  an  ulcer  in  the  herniated  portion  of  the 
stomach.8 

Although  it  has  been  assumed  that  this  patient’s 
melena  and  hypochromic  anemia  are  the  result  of 
ulcer  or  erosions  of  the  mucosa  in  the  hiatus  hernia, 
we  have  endeavored  to  exclude  the  co-existence  of 
a bleeding  lesion  in  the  intestinal  tract  or  liver  dis- 
ease. We  have  not  been  able  to  demonstrate  such  a 
possibility  by  gastro-intestinal  series,  barium  enema 
contrast  air,  or  blood  chemistry  determinations. 
However,  this  possibilty  should  not  be  overlooked. 
Putney9  points  out  that  bleeding  is  more  likely  to 
occur  in  cases  of  short  esophagus  than  in  acquired 
hiatus  hernia. 

The  response  to  medical  management,  such  as 
transfusions,  bland  diet,  anti-spasmodic  and  ant-acid 
drugs,  as  well  as  suggestions  for  keeping  the  trunk 
at  a forty-five  degree  angle  when  in  the  recumbent 
position  has  been  satisfactory  and  has  done  much  to 
alleviate  this  patient’s  symptoms.  Surgery  has  been 
deferred  because  of  the  patient’s  age.  However,  if 
the  melena  persists,  it  will  have  to  be  considered 
seriously. 

Summary 

1.  Herniation  of  the  cardiac  portion  of  the 
stomach  through  the  diaphragmatic  esophageal  hiatus 
may  be  responsible  for  either  massive  hematemesis 
or  melena  with  associated  hypochromic  microcytic 
anemia. 

2.  The  symptoms  of  hiatus  hernia  may  be  con- 
fused with  those  of  angina  pectoris,  biliary  disease, 
and  peptic  ulcer  in  the  stomach  or  duodenum. 

3.  A case  has  been  presented  which  demonstrates 
many  of  the  features  of  gall  bladder  disease,  hiatus 
hernia  with  bleeding,  and  coronary  artery  disease. 
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THE  ROENTGENOLOGIC  ASPECTS  OF  POLYPOSIS  OF  THE  GASTROINTESTINAL 

TRACT 

Moses  Freed  Lubell,  M.  D.,  Thayer  Hospital,  Waterville,  Maine 


During  the  last  quarter  of  a century,  there  has 
been  an  ever  increasing  awareness  of  the  importance 
of  the  gastro-intestinal  polyp  as  a grave  threat  to  the 
health  and  life  expectancy  of  the  individual.  Many 
surgeons  and  proctologists  as  Rankin1  and  Buie2  have 
written  papers  stressing  the  close  relationship  be- 
tween polyposis  and  cancer,  especially  in  the  lower 
intestinal  tract.  The  often  quoted,  close  quantitative 
relationship  between  the  regional  distribution  of 
polyps  in  the  bowel,  to  the  frequency  of  distribution 
of  cancer  in  the  same  regions,  is  very  significant. 

Weber3  summarizes  the  opinion  of  representative 
pathologists  to  be  that:  I — -Most  cancers  of  the  in- 
testine begin  as  lesions  which  have  the  gross  patho- 
logical appearance  of  polyps,  and  II — There  is  no 
sure  way  short  of  microscopic  examination,  not  of  a 
part  but  the  whole  of  the  lesion,  of  distinguishing  the 
benign  lesions  from  the  malignant. 

Most  of  the  dispute  regarding  the  malignancy  of 
intestinal  polyps  is  over  those  growths  labeled  as 
grade  1.  Although  these  lesions  are  slow  growing, 
statistics  show  what  they  take  a small  but  definite 
number  of  lives.  As  Weber3  says,  “A  patient  who 
dies  of  metastatic  cancer  five  or  more  years  after  the 
extirpation  of  the  original  growth,  is  just  as  dead  as 
the  one  who  dies  within  a year.” 

The  incidence  of  polyposis  of  the  gastro-intestinal 
tract  above  the  lower  portion  of  the  large  bowel,  is 
small,  but  the  potentially  malignant  significance  of 
these  higher  polyps  must  still  be  taken  into  account. 
Mikal  and  Campbell4  reviewed  85  consecutive  cases 
of  gastro-intestinal  adenomatosis  at  the  Boston  City 
Hospital.  They  found  the  following  regional  distri- 
bution of  their  cases : 

Stomach,  10;  Duodenum,  1;  Ileum,  1;  Ascending 
Colon,  3 ; Transverse  Colon,  6 ; Descending  Colon,  7 ; 
Sigmoid,  5 ; and  Rectum  and  Recto-Sigmoid,  69 
cases. 

Through  common  clinical  usage,  the  term  “polyp” 
is  used  to  mean  a wide  variety  of  types  of  tumors  of 
a pedunculated  or  sessile  type.  Bockus5  in  a discus- 
sion of  the  pathological  terminology  of  these  tumors, 
points  out  that  practically  speaking,  most  of  the 
lesions  called  polyps  are  epithelial  hyperplasias,  true 
adenomas  or  pseudo-adenomas  and  that  therefore  the 
terms  adenoma  and  adenomatosis  have  come  to  be 
used  interchangeably  with  polyp  and  polyposis. 

The  term  polyp  is  a convenient  label  because  it  has 
general  significance  and  describes  the  gross  morphol- 
ogy of  a histologically  heterogenous  group  of  lesions, 


both  benign  and  malignant  neoplasms.  These  vary 
greatly  in  size.  When  the  base  is  immediately  at- 
tached, the  polyp  is  termed  sessile.  When  it  is 
attached  by  a stalk,  the  lesion  is  a pedunculated  polyp. 

Neither  the  roentgenologist,  the  surgeon  nor  the 
pathologist  can  distinguish  grossly  between  the  varied 
histology  of  neoplastic  and  non-neoplastic  tumors 
which  have  the  morphological  features  of  polyps. 
The  exact  nature  of  these  tumors,  it  must  be  empha- 
sized, can  only  be  discovered  by  careful  and  com- 
petent microscopic  examination. 


Fig.  1.  Two  discrete  round  tumors  in  pre-pyloric  segment 
of  stomach  which  were  called  polyps..  On  operative  removal 
tissue  found  to  be  ectopic  pancreas. 

A case  in  point  is  illustrated  in  Fig.  I.  A young- 
adult  with  a long  obscure  history  of  gastric  distress, 
was  examined  with  a provisional  diagnosis  of  gastric 
ulcer.  Two  small  well  circumscribed  round  lesions 
were  found  in  the  antral  portion  of  the  stomach 
which  were  called  polyps.  After  gastric  resection  the 
pathological  examination  showed  them  to  be  com- 
posed of  aberrant  pancreatic  tissue. 

Besides  the  common  adenomatous  tumor,  other  be- 
nign lesions  encountered  in  the  form  of  polyps  are 
listed  by  Weber  in  order  of  frequency,  as  lipomas, 
myomas,  endometriomas,  fibromas,  angiomas,  neuro- 
fibromas, teratomas,  enterogenous  cysts  and  others. 
Of  the  malignant  lesions,  carcinomata  are  of  course 
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the  most  frequent.  Sarcomata  are  encountered  com- 
paratively rarely. 

The  malignancy  or  potential  malignancy  of  polyp- 
oid lesions  varies  with  the  pathologist  and  the  method 
of  classification.  Series  have  been  reported  with 
ranges  of  malignant  percentages  varying  from  6.5% 
to  62. 5%. G In  the  past  many  pathologists  have  main- 
tained that  malignant  transformations  of  benign 
polyps  never  occur,  that  in  malignant  lesions  the 
process  has  been  malignant  from  the  start.  On  the 
other  hand  the  majority  of  pathologists  and  surgeons, 
writing  recently,  maintain  that  benign  adenomas  are 
but  a stage  in  the  pathogenesis  of  carcinoma,  and  that 
careful  serial  sections  will  show  premalignant  changes 
in  the  great  majority  of  adenomatous  polyps,  and  if 
they  are  allowed  to  remain  in  situ  and  if  the  patient 
lives  long  enough,  they  will  become  frankly  malig- 
nant. There  are  no  histological  criteria  which  will 
allow  the  prediction  of  a benign  course.  Rankin 
states,  “Of  all  the  so-called  precancerous  lesions  in 
the  body  , there  is  probably  more  definite  proof  that 
polyps  of  the  colon  are  most  likely  to  undergo  malig- 
nant changes  than  lesions  elsewhere.’’ 

The  prevalent  opinion  therefore  as  well  expressed 
by  Christie0  is,  “Removal  of  a polyp  is  one  of  the 
few  procedures  in  medicine  today  whereby  it  may  be 
affirmed  confidently  that  cancer  is  prevented.” 

The  question  of  multiple  occurrence  of  polyps  is 
important  in  the  diagnosis.  In  the  series  quoted  from 
the  Boston  City  Hospital  there  were  58  cases  of 
solitary  polyp  to  27  cases  with  multiple  polyps. 

The  hereditary  or  familial  background  of  histories 
of  patients  harboring  polyps,  is  of  great  interest.  As 
investigators  dig  deeper  into  the  family  histories  of 
these  patients  the  hereditary  aspect  grows  more 
prominent.  Those  well  defined  cases  of  multiple  dis- 
seminated heredo-familial  polyposis  present  a grave 
surgical  problem  and  have  been  intensively  studied. 
While  these  cases  are  not  rare,  they  are  uncommon. 
Bockus  finds  only  approximately  200  cases  of  this 
type  in  the  literature.  Clark  and  Parker7  report  a 
well  studied  case  of  this  nature  in  the  August,  1950, 
number  of  this  Journal. 

The  etiology  of  polyposis  has  caused  discussion.  A. 
great  many  factors  have  been  cited  and  it  is  probable 
that  no  one  cause  is  operative  in  all  cases  and  that 
several  modes  of  formation  or  aggravating  factors 
are  operative  in  an  individual  case.  Bockus  cites  these 
factors  as,  (1)  Inflammation  — especially  in  associa- 
tion with  chronic  ulcerative  colitis  and  intestinal  para- 
sitic infection.  Inflammation  is  not  present  in  all 
polyps. 

(2)  Chronic  Irritation  — this  is  undoubtedly  a 
factor  in  the  large  bowel. 

(3)  Primary  Epithelial  Hyperplasia. 

(4)  Primary  Subepithelial  Hyperplasia — Aggre- 


gations of  lymphoid  tissue  occur  which  may  be  ele- 
vated, raising  the  mucosa. 

(5)  Hereditary  Predisposition. 

(6)  Embryonal  Defects  — Misplaced  embryonal 
rests. 

The  responsibility  of  the  roentgenologist  in  the 
study  of  cases  in  which  there  is  a history  of  bleeding 
from  the  rectum  and  in  which  a tumor  is  suspected, 
is  a heavy  one.  In  many  instances  several  methods 
of  examination  must  be  employed  and  repeated  ex- 
aminations must  be  made  to  find  a small  bleeding 
polyp. 

The  protologic  and  sigmoidoscopic  examination  is 
an  essential  preliminary  to  the  roentgenographic  ex- 
amination. Despite  many  efforts  to  improve  the 
accuracy  of  the  roentgen  examination  of  the  rectum 
and  rectosigmoid  by  the  use  of  ingenious  methods  of 
obtaining  contrast  pictures  of  this  region,  it  is  uni- 
versally recognized  that  in  this  area,  the  direct  exami- 
nation is  superior  to  the  roentgen  picture.  Of  course 
the  utmost  cooperation  should  exist  between  the  sur- 
geon or  procologist  and  the  roentgenologist  in  order 
that  there  should  be  no  tract  left  unexplored. 

The  finding  of  a polyp  in  the  direct  examination 
makes  the  roentgenographic  colonic  exploration  all 
the  more  essential  in  order  to  rule  out  multiple  lesions. 
During  the  last  few  years  considerable  work  has  been 
done  on  refinements  of  the  barium  enema.6’ 8>  9>  10>  11 
Among  these  is  the  use  of  tannic  acid  in  the  prepara- 
tion of  the  enema.  This  medication,  mixed  in  small 
concentration  in  the  enema,  stimulates  contraction  of 
the  colon  thus  making  a space  occupying  polyp  stand 
out  as  a “bulge.”  The  tannic  acid  also  has  an  as- 
tringent action  inhibiting  the  secretion  of  mucus,  and 
it  is  believed  also  to  increase  the  viscosity  of  the  mix- 
ture and  cause  better  adherence  to  the  bowel  wall. 
These  factors  operate  to  give  a post-evacuation  pic- 
ture which  shows  a more  uniform  coating  of  the 
mucosa  of  the  contracted  colon.  Tannic  acid  has  been 
objected  to  because  of  its  cramping  action  on  certain 
patients  and  the  lack  of  uniformity  in  results. 

The  use  of  air  injection  into  the  colon  after  its  wall 
has  been  coated  with  an  opaque  barium  mixture  by 
means  of  a small  barium  enema  followed  by  evacua- 
tion, produces  a beautiful  contrast  picture  showing 
the  mucosal  folds  in  relief.  This  procedure  has  been 
used  in  this  country  for  25  years,  following  its  intro- 
duction in  Austria  and  Germany.  It  should  be  recog- 
nized that  for  proper  air-contrast  studies  the  bowel 
must  be  carefully  prepared  to  avoid  artefacts.  The 
air  contrast  produces  beautiful  relief  pictures  of  small 
lesions  which  might  not  otherwise  be  seen.  There  is 
considerable  discussion  in  the  literature  as  to  whether 
the  air-contrast  should  be  done  as  a routine  procedure 
in  every  examination  of  the  colon  or  whether  its  use 
should  be  reserved  for  the  reexamination  of  cases 
in  which  there  is  some  doubt  as  to  the  presence  of 
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Fig.  2.  Diagnosis  of  stalked  polyp  in  distal  duodenum 
made.  This  was  checked  by  reexamination.  At  operation, 
tumor  was  not  found.  It  had  evidently  been  passed.  Note 
duodenal  ulcer. 


Fig.  3.  Polyp  found  only  after  repeated  examination  in 
sigmoid  colon.  This  did  not  prove  to  be  malignant. 

small  lesions.  One  of  the  reasons  for  this  is  that  the 
optimal  filling  of  the  bowel  until  either  the  appendix 
or  the  terminal  ileum  is  filled,  is  not  the  best  tech- 
nique for  following  with  air  inflation.  However,  in 
every  case  in  which  polyps  are  suspected,  an  air  con- 
trast study  should  be  performed,  if  not  at  the  first 
examination,  then  on  reexamination. 
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Another  interesting  procedure  is  the  use  of  high 
voltage  technique  to  penetrate  the  opaque  barium 
mixture  and  render  it  more  translucent.10  This  has 
the  same  advantage  as  the  use  of  less  opaque  mix- 
tures, such  as  colloidal  thorium,  which  has  not  been 
used  much  in  this  country  because  of  its  dangers. 

Bell9  states,  in  a recent  paper  on  the  examination 
of  the  colon,  that  the  barium  enema  properly  done  to 
demonstrate  the  conditions  present  is  probably  the 
most  difficult  and  time  consuming  of  all  radiologic 
examinations. 

Proper  catharsis  is  absolutely  essential,  even  in 
bleeding,  as  a clean  bowel  is  necessary  to  avoid  arte- 
facts and  “fictitious  polyps”8  caused  by  gas  bubbles, 
oil  droplets  and  fecal  particles.  By  means  of  radiating 
an  artificial  colon  containing  various  mixtures, 
Stevenson  et  al.  have  demonstrated  the  formation 
and  best  methods  of  avoiding  these  artefacts  which 
sometimes  simulate  real  polyps.  Meticulous  care  in 
the  details  of  preparation  and  radiographic  technique 
are  important. 

A complete  examination  demands  careful  fluoro- 
scopy during  the  administration  of  the  enema,  with 
spot  films  of  all  suspected  areas  to  see  detail.  The 
patient  must  be  turned  in  various  positions  and  angles 
to  see  overlapping  coils  in  varied  projections.  This 
is  especially  important  in  the  sigmoid  region  where 
antero-posteror  films  do  not  reveal  all  details  of  the 
complicated  flexures  of  the  bowel. 

The  study  of  the  small  bowel  demands  serial  films 
taken  during  the  progress  of  a barium  meal.  A short 
cut  in  this  region  is  the  use  of  an  iced  saline-barium 
mixture  followed  by  drinks  of  cold  saline.  This 
markedly  reduces  the  time  the  opaque  mixture  takes 
to  reach  the  cecum.  Bockus13  in  an  interesting  ad- 
dress on  roentgenology  in  gastroenterology,  cites  the 
need  for  further  careful  study  of  the  small  bowel. 


Fig.  4.  Polyp  of  sigmoid,  which  showed  low  grade  malig- 
nant changes. 
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Occasionally  a stalked  polyp  found  on  radiographic 
examination  may  break  loose  and  be  passed  so  that 
the  surgeon  is  not  able  to  find  it.  An  example  of  this 
occurrence  is  seen  in  Fig.  2.  A single  negative  ex- 
amination does  not  constitute  adequate  study.  There 
are  numbers  of  cases  where  the  bleeding  tumor  was 
found  only  after  two  or  more  examinations. 

Summary : The  increasing  importance  attached  to 
the  polypoid  tumors  of  the  gastrointestinal  tract  as 
precancerous  lesions  or  actual  low  grade  malignan- 
cies, make  it  increasingly  important  that  the  fullest 
cooperation  exist  between  the  surgeon  and  the  roent- 
genologist in  the  study  of  any  case  suspected  of  har- 
boring gastrointestinal  polyps.  The  radiologist  must 
make  a careful  individualized  search  for  lesions  in 
the  bleeding  case,  making  full  use  of  all  modern 
refinements  of  technique. 
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ACTH  AND  CORTISONE  IN  OPHTHALMOLOGY 

Howard  F.  Hill,  M.  D.,  Richard  IT  Dennis,  M.  D.,  and  Charles  E.  G.  Shannon,  M.  D. 


The  therapy  of  ACTH  and  cortisone  has  assumed 
a dramatic  role  in  ophthalmology. 

Following  the  work  of  Hench,  Kendall,  Slocum, 
and  Polly,1  in  1949,  at  the  Mayo  Clinic  on  the  effect 
of  ACTH  and  cortisone,  there  has  been  an  ever  in- 
creasing employment  of  these  substances  in  many 
conditions  including  ocular  diseases. 

The  purpose  of  this  paper  is  to  consider  the  oph- 
thalmological  application  of  these  therapeutic  agents. 
The  physiological  properties,  mode  of  action,  indica- 
tions and  contraindications  will  be  discussed  else- 
where in  this  symposium.  Presented  here  are  the  ocu- 
lar dosage  and  mode  of  administration  and  the  con- 
ditions in  which  it  seems  effective.  Our  own  clinical 
experience  is  briefly  evaluated. 

Initially  it  is  of  interest  to  note  that  ophthalmolo- 
gists have  been  using  this  therapy  for  many  years 
in  the  form  of  fever  therapy.  The  action  of  the 
adrenal  cortex  and  its  stimulation  is  well  described 
by  Arendorst  and  Falls.2  There  is  evidence  that  the 
foreign  protein  reaction  releases  a train  of  hormonal 
stimulation  bringing  about  the  liberation  of  cortisone 
from  the  adrenal  cortex.  As  in  regular  cortisone  ther- 
apy, the  efficiency  of  fever  therapy  can  be  evaluated 
by  following  the  eosinopenia.  The  weakness  of  this 
method  is  that  with  repeated  fever  inducing  therapy, 


the  efficiency  rapidly  diminishes  as  the  individual 
becomes  more  immue  to  the  fever  bouts.  Usually 
five  or  six  repetitions  of  the  injections  are  all  that  can 
produce  the  required  response. 

This  difficulty  is  not  encountered  with  ACTH  and 
cortisone  in  parenteral  administration. 

During  the  early  phases  of  treatment  of  ocular  dis- 
eases with  these  agents,  parenteral  administration 
was  employed  and,  as  with  treatment  in  other  general 
conditions,  variations  in  individual  reactions  were 
encountered.  The  eosinophilic  count  was  discovered 
to  be  a simple  and  remarkably  accurate  method  of 
determining  each  patient’s  response.3  From  a normal 
of  200  per  cubic  millimeter  they  may  drop  to  any 
level  or  disappear.  ACTH  can  be  given  in  80-100  mg. 
doses,  every  six  hours  for  three  to  four  days.  This 
dose  is  cut  down  gradually  to  as  low  as  20  mgs.  Pa- 
tients with  ocular  conditions  have  been  maintained 
for  six  to  eight  weeks  on  these  dosages  with  no  un- 
toward effects.  The  dose  of  cortisone  usually  is  300 
mg.  the  first  day,  200  mg.  the  second  day,  and  100 
mg.  thereafter  up  to  two  weeks. 

Recently  cortisone  became  available  for  topical 
application  in  the  eye.  Although,  as  yet,  there  is 
little  reported  in  the  literature,  it  has  been  found  to 
be  equally,  if  not  more  effective  in  conjunctival,  cor- 
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neal  and  anterior  segment  disease  than  with  systemic 
use.  The  dosage  has  varied  from  hourly  instillations 
of  the  undiluted  suspension  in  which  there  is  25  mgs. 
of  cortisone  in  one  cubic  centimeter,  to  one  to  two, 
one  to  four,  and  one  to  eight  dilutions  used  at  longer 
intervals.  Some  patients  can  be  carried  along,  after 
more  frequent  therapy,  on  one  drop  a day.  Topical 
use  is  the  method  of  choice  in  ophthalmology  for  the 
following  reasons : 

1.  There  are  no  untoward  generalized  side  re- 
actions such  as  may  be  encountered  in  systemic  use. 

2.  Its  extremely  easy  application,  and  the  drug 
may  be  obtained  on  prescription. 

3.  It  is  inexpensive  in  the  dilutions  used. 

4.  It  does  not  require  hospitalization. 

5.  It  is  more  easily  absorbed  into  the  anterior  seg- 
ment, probably  through  the  cornea,  and  in  higher 
concentration,  than  by  parenteral  administration.  Al- 
though it  is  now  available  for  oral  administration, 
this  carries  the  possibility  of  the  same  side  effects 
and  has  the  same  contraindications  as  in  parenteral 
therapy. 

It  must  be  stressed  that  very  often  the  hormone 
merely  suppressive  symptoms,  making  the  patient 
comfortable,  while  a disease  process  is  still  alive,  or 
only  held  in  abeyance.  Therefore,  the  underlying 
eye  disease  should  have  adequate  treatment.  This 
was  dramatically  demonstrated  in  a patient  with  a 
large  dendritic  ulcer.  She  suffered  agonizing  pain 
which  was  completely  relieved  by  cortisone.  The  eye 
became  white  but  the  slit  lamp  examination  revealed 
the  ulcer  to  be  just  as  before,  with  absolutely  no  im- 
provement in  its  appearance.  After  denuding  and 
cauterizing  with  iodine,  the  cortisone  was  continued. 
Healing  took  place  without  the  usual  postoperative 
pain.  Healing  of  the  epithelial  layer  is  not  interfered 
with  by  cortisone  and  it  does  lessen  scarring.4  In 
deep  wounds  such  as  the  cataract  section,  however, 
cortisone  is  reported  to  delay  healing. 

The  ocular  conditions  in  which  cortisone  therapy 
appears  most  effective  are : 

1.  Rheumatic  iritis. 

2.  Chronic  uveitis  of  unknown  etiology  (paren- 
teral therapy  may  have  to  be  used). 

3.  Staphylococcus  keratitis. 

4.  Allergic  conjunctivitis. 

5.  Sympathetic  ophthalmia  (parenteral  therapy). 

6.  Alkali  burns  of  the  cornea. 

7.  As  an  aid  to  other  treatment  in  most  inflamma- 
tory diseases  of  the  anterior  segment. 

Its  use  in  other  conditions  is  constantly  being- 
studied  and  more  proven  areas  of  usefulness  are 
being  added. 

Since  cortisone  became  available,  we  have  had  sev- 
eral cases  falling  into  the  above  categories.  We  have 
been  cautious  in  its  use  when  systemic  dosages  were 
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given  and  have  had  no  complications.  Later,  topical 
use  has  been  equally  effective  and  has  shown  no  un- 
toward effects  even  with  prolonged  use. 

Several  cases  of  allergic  conjunctivitis  have  had 
complete  relief.  This  series  includes  one  case  that 
has  now  been  on  one  drop  daily  for  nearly  two 
months  and  reports  complete  comfort  for  the  first 
time  in  many  years. 

One  case  illustrates  the  dramatic  effectiveness  of 
cortisone.  A woman,  fifty  years  old,  has  had  reoc- 
curring attacks  of  rheumatic  iritis  for  eight  years. 
Under  treatment  her  attacks  have  lasted  two  or  three 
weeks  in  the  past.  She  was  seen  with  an  acute  attack 
in  the  right  eye  of  four  days’  duration.  Examination 
revealed  many  posterior  synechiae.  Atropine  failed 
to  relieve  her  symptoms  and  on  the  sixth  day  she 
was  hospitalized  for  cortisone  therapy.  Her  symp- 
toms were  relieved  and  the  eye  became  white  in  three 
days.  After  five  days  she  was  discharged,  apparently 
convalescent.  The  iritis  reoccurred  in  twenty-four 
hours.  At  this  time,  solutions  for  topical  administra- 
tion were  available.  With  one  drop  of  one  to  four 
dilution  every  two  hours,  the  eye  cleared  in  twenty- 
four  hours.  She  was  kept  on  one  drop,  t.i.d.  for  ten 
days,  without  reoccurrence  of  symptoms  in  this  eye. 
During  this  time,  however,  iritis  developed  in  the 
left  eye.  Cortisone  drops  relieved  this  attack  in 
twenty-four  hours.  After  stopping  all  therapy,  there 
has  been  no  recurrence  for  six  weeks. 

Two  cases  of  staphylococcus  keratitis,  one  of  which 
has  been  resisting  other  therapy  for  sixteen  months, 
have  responded  quickly  to  cortisone. 

One  case  of  long  standing  chronic  iritis  and  sec- 
ondary glaucoma  in  a blind  eye  was  so  painful  that 
the  patient  begged  for  an  enucleation,  but  obtained 
complete  relief  with  a lowering  of  the  tension  and 
clearing  of  the  aqueous  with  cortisone.  It  has  now 
been  three  months  since  stopping  the  hormone  ther- 
apy and  the  tension  remains  elevated,  but  the  patient 
has  no  complaint  and  the  eye  is  quiet. 

Many  types  of  ocular  disease  are  being  treated  and 
evaluated,  but  it  is  too  early  to  report  definite  or 
permanent  results  as  yet. 

In  closing,  we  should  stress  the  great  aid  to  the 
ophthalmologist  in  the  use  of  these  new  therapeutic 
agents.  We  have  a great  advantage  in  the  fact  that 
cortisone  can  be  used  topically  without  the  usual 
danger  of  side  effects  that  may  occur  with  its  paren- 
teral therapy.  It  must  be  emphasized  that  cortisone 
often  suppresses  symptoms  and  the  disease  process 
continues  and  the  disease  must  be  adequately  treated. 
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THE  LABORATORY  IN  ACTH  AND  CORTISONE  THERAPY 

Irving  I.  Goodof,  M.  D.* 


As  is  the  case  with  any  type  of  treatment,  the  use 
of  adrenal  or  adrenal-stimulating  hormones  requires 
a means  of  evaluating  the  results  of  treatment  and  of 
predicting  and  avoiding  the  occurrence  of  undesir- 
able effects.  The  laboratory,  if  used  intelligently,  can 
provide  much  information  along  these  lines. 

The  simplest,  most  commonly  used  test  is  the 
enumeration  of  eosinophiles  in  the  circulating  blood. 
The  depression  of  the  eosinophiles  to  less  than  50% 
of  the  initial  count,  or  even  to  complete  disappear- 
ance from  the  circulating  blood,  constitutes  adequate 
response  to  either  cortisone  or  ACTH.  In  the  ab- 
sence of  such  a response  it  may  be  assumed  that  the 
effect  of  the  drug  in  the  dosage  employed  is  not 
clinically  significant.  In  some  patients,  with  “adrenal 
cortical  exhaustion”  this  response  may  not  be  ob- 
tained with  ACTH.  If  this  is  the  case,  and  therapy  is 
indicated,  absence  of  the  eosinophile  response  sug- 
gests that  cortisone  may  he  the  drug  of  choice. 

Some  patients  show  an  initial  eosinophile  count 
which  may  be  lower  than  the  accepted  normal.  It  has 
been  shown  that  in  patients  whose  initial  count  is 
below  100  per  cubic  mm.  of  blood,  the  danger  of  de- 
velopment of  overdosage  phenomena  with  ACTH  is 
great.  The  use  of  initial  small  doses  of  ACTH  is 
suggested  in  these  patients.  Treatment  with  cortisone 
may  be  necessary  to  achieve  clinical  effect. 

On  a short  term  basis,  there  are  several  other  strik- 
ing results  of  administration  of  these  drugs.  A large 
dose  of  ACTH,  given  over  a 24-hour  period,  will 
produce  oliguria  with  increased  specific  gravity,  so- 
dium and  chloride  retention,  loss  of  potassium,  and 
glycosuria.  A marked  increase  in  excretion  of  uric 


* From  the  laboratories  of  the  Thayer  Hospital,  Waterville, 
Maine. 


acid,  gluco-corticoids,  and  17-ketosteroids  occurs. 
These  changes  return  to  normal  levels  within  three 
to  four  days. 

The  importance  of  this  short  term  type  of  study 
cannot  be  overemphasized,  since  it  corresponds  ex- 
actly to  the  reaction  seen  in  patients  who  undergo 
major  surgical  procedures.  In  the  presence  of  nor- 
mally functioning  adrenal  glands,  most  of  the  above 
mentioned  changes  will  take  place  to  some  degree. 
In  the  poor  surgical  risk,  these  alterations  in  metabo- 
lism and  electrolyte  balance  may  be  sufficient  to  pro- 
duce increased  morbidity  and  mortality.  In  such  a 
patient  the  actual  determination  of  sodium,  potas- 
sium, chloride,  and  carbon  dioxide  levels,  with  cor- 
rection if  necessary,  may  lie  the  determining  factor 
in  the  outcome  of  the  case.  An  eosinophile  count 
after  surgery  is  of  great  value  in  detecting  normally 
functioning  adrenals,  with  consequent  reassurance 
as  to  the  probable  post-operative  course. 

In  a prolonged  study  with  ACTH,  the  effect  on 
carbohydrate  metabolism  was  found  to  be  an  impor- 
tant and  interesting  problem.  At  the  initiation  of 
treatment  renal  glycosuria  develops,  due  to  decreased 
renal  reabsorption  of  glucose.  After  24  hours  of 
ACTH,  hyperglycemia  and  diabetic  glucose  tolerance 
curves  appear,  together  with  increased  urinary  ex- 
cretion of  uric  acid.  The  diabetes  produced  is  rela- 
tively insulin  resistant.  The  administration  of  re- 
duced glutathione  to  a patient  with  ACTH-induced 
diabetes  results  in  temporary  cessation  of  glycosuria 
and  a fall  in  blood  sugar.  In  the  same  type  of  study, 
a negative  balance  for  nitrogen  and  potassium  oc- 
curs. Retention  of  sodium  and  chloride  occurs  early, 
followed  by  increased  excretion.  In  each  instance, 
hypochloremic  hypokalemic  alkalosis  appears,  accom- 
panied by  some  lowering  of  the  serum  sodium. 


As  in  the  case  of  other  highly  infectious  diseases, 
the  spread  of  tuberculosis  can  only  lie  controlled  by 
the  isolation  of  the  patients  with  active,  sputum-posi- 
tive infection  from  those  who  are  susceptible  to  the 
disease  but  who  have  not  yet  contracted  it.  This  is 
not  being  done  and  cannot  be  done  among  the  Ameri- 
can Indians  for  whom  hospital  accommodations  are 
not  provided  by  the  Bureau  of  Indian  Affairs  and  for 
whom  funds  are  not  available  to  expand  the  con- 
tractual service  with  non-government-operated  sana- 
toriums. — Fred  T.  Foard,  M.  D.,  /.  A.  M.  A.,  Febru- 
ary 4,  1950. 


Surveys  have  shown  as  much  as  four  times  more 
active  tuberculosis  among  people  65  to  74  years  of 
age  than  among  the  age  group  15  to  24.  Moreover, 
it  appears  that  the  disease  more  frequently  goes  un- 
recognized in  the  older  population.  In  the  Washing- 
ton, D.  C.,  survey,  only  4 per  cent  of  the  older  cases 
processed  by  the  survey  (aged  65  and  over)  were 
previously  known  to  the  health  department,  as  against 
25  per  cent  of  the  group  34  years  of  age  and  under. — 
Journal-Lancet , Robert  f.  Anderson,  M.  D.,  April, 
1950. 
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EARLY  RECOGNITION  OF  STRABISMUS 
A Plea  for  Prevention  of  Partial  Blindness  in  One  Eye 

Richard  H.  Dennis,  M.  D. 


A squint  or  strabismus  in  a child  is  a very  serious 
condition.  It  may  effect  his  entire  life,  socially,  eco- 
nomically, and  psychologically.  Because  of  this,  the 
condition  should  be  recognized  early  as  in  most  cases 
it  can  be  corrected.  It  is  the  purpose  of  this  article 
to  make  a plea  to  those  doctors  who  care  for  these 
patients  in  their  early  years  for  such  early  recogni- 
tion, to  point  out  the  handicaps  of  squinting,  to  dis- 
cuss briefly  some  causes  of  squint,  to  indicate  some 
methods  of  diagnosis  and  to  mention  some  of  the 
principles  of  treatment. 

A squinting  child’s  handicaps  are  varied  and  are 
both  direct  and  indirect.  The  primary  physical  one  is 
a decrease  or  loss  of  useful  vision  in  one  eye.  It  is 
often  neglected  at  the  home  because  the  child  con- 
tinues a normal  active  life  due  to  the  good  vision 
retained  in  the  other  eye. 

Secondary  to  the  poor  vision,  the  child  loses  his 
binocular  single  vision  and  has  a corresponding  loss 
in  spacial  and  distant  judgment. 

These  first  two  combine  later  in  life  when  the 
patient  should  become  a useful  citizen,  and  present 
serious  economic  difficulties.  He  is  limited  to  the 
positions  he  may  obtain  particularly  in  industry  where 
good  vision  in  both  eyes  is  usually  demanded,  and 
where  binocular  single  vision  may  be  essential. 

The  squint  is  a social  stigma  which  harasses  the 
patient  all  of  his  life.  Earlier  it  might  lead  to  psycho- 
logical states  with  inferiority  defects.  These  children 
are  often  the  butt  of  jokes  from  their  unwitting 
young  associates.  Such  influences  are  carried  on  into 
later  life  and  may  exert  a continuing  detrimental 
effect  on  his  social  status. 

It  is  well  worthwhile  to  present  briefly  a few  of  the 
causes  of  squint  in  children.  These  have  been 
grouped  conveniently  under  four  different  headings 
on  an  anatomical  basis  by  Sugar.1 

1.  Interference  with  accurate  perception  of  light 
by  the  eye  itself. 

(a)  This  is  often  due  to  refractive  errors,  a 
condition  we  can  discover  and  correct 
even  at  an  early  age.  Glasses  can  be  put 
on  a child  as  early  as  one  and  a half  years. 

(b)  Actual  anatomical  opacities  in  the  struc- 
tures which  must  be  transversed  by  the 
light  may  impair  the  vision  in  one  eye 
and  establish  the  squint.  This  type  of 
defect,  of  course,  is  less  easily  corrected 
— sometimes  not  correctible  at  all. 


(c)  Disease  of  infectious  or  degenerative 
origin  involving  the  retina  and  optic  nerve 
can  prevent  the  accurate  perception  of 
images.  Once  damage  has  been  done  in 
this  manner,  it  is  usually  irreparable. 

2.  Central  Cranial  Difficulties. 

(a)  Conditions  involving  the  brain  directly 
may,  of  course,  interfere  with  passage  or 
evaluation  of  impulses  from  the  eyes  and 
to  the  oculomotor  nerves.  Severe  general- 
ized illnesses  such  as  those  associated 
with  high  fevers  frequently  leave  re- 
siduals involving  strabismic  conditions. 

(b)  Emotional  stress  of  severe  nature  may 
precede  the  appearance  of  squints.  Some 
authors  believe  even  the  hyperexcitability 
associated  with  teething  can  cause  enough 
psychic  disturbances  to  convert  a latent 
to  a manifest  squint. 

3.  Anatomical  interference  with  movements  of 

the  extra  ocular  muscles. 

(a)  Congenital  paresis. 

(b)  Orbital  disease  — inflammation  of  the 
orbital  tissue,  tumor,  exophthalmos  fol- 
lowing hormonal  imbalances. 

(c)  Direct  muscle  involvement  such  as  in 
trauma,  myasthenia  gravis.  Birth  in- 
juries with  subsequent  muscle  fibrosis  is 
an  occasional  cause. 

(d)  Postoperative  anatomical  results. 

4.  Nerve  involvement. 

(a)  Agenesis. 

(b)  Hemorrhage  such  as  that  which  may  fol- 
low difficult  delivery  either  spontaneous 
or  with  forceps.  This  may  press  on  or 
destroy  nerve  fibres  either  perceptive  or 
motor  in  function. 

(c)  Direct  trauma  through  accident  to  the 
nerves. 

(d)  Aneurysmal  pressure. 

When  a patient  has  a definite  squint,  it  is  seldom 
neglected  for  the  families  of  these  children  will 
notice  that  the  eyes  turn  or  that  one  or  the  other  eye 
wanders  or  that  something  just  does  not  seem  right 
with  the  child’s  eyes.  In  most  cases,  the  child  will 
then  be  brought  to  a physician  for  the  express  purpose 
of  having  him  “look  at  the  child’s  eyes.” 
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Often,  however,  the  child  has  only  an  occasional 
strabismus  or  a very  small  amount  of  deviation  which, 
even  though  constant,  is  not  regarded  as  anything 
particularly  wrong.  However,  these  are  just  as  in- 
imical to  the  patient’s  eyes  as  the  large  and  obvious 
deviation.  They  are  the  ones  that  the  family  does  not 
worry  about.  They  are  the  ones  which  should  be 
searched  for  and  brought  in  for  treatment. 

These  strabismic  conditions,  be  they  large,  occa- 
sional or  tiny,  are  all  true  squints  and  are  called 
tropias.  It  is  important  to  distinguish  between  a tro- 
pia,  which  is  a manifest  definite  deviation,  and  a 
phoria,  which  is  a latent  deviation.  The  latter  comes 
to  the  fore  when  one  eye  is  suppressed  as  in  periods 
of  inattention  or  when  one  eye  is  covered  up.  A 
tropia  is  dangerous  because  very  soon  the  child  loses 
the  ability  to  obtain  binocular  single  vision  with  low 
depth  perception — or  never  develops  it  at  all.  On 
the  other  hand,  a child  can  have  a high  degree  of 
phoria  but  because  he  can  hold  the  eyes  in  parallel 
position,  he  can  learn  to  develop  binocular  single 
vision  and  can  maintain  it.  Therefore,  the  one  con- 
dition—a tropia  must  be  treated  early  in  life  to  place 
the  eyes  parallel.  The  other,  the  phoria,  does  not 
require  treatment  unless  it  is  very  high  and  then  not 
until  later  in  life.  There  are  three  types  of  phorias 
and  three  types  of  tropias,  outward,  inward,  and 
vertical. 

The  diagnosis  of  the  presence  of  strabismus  and 
its  differentiation  from  a phoria  is  not  difficult.  It  is 
probably  not  possible  to  make  a decision  on  the  pres- 
ence or  absence  of  a squint  until  the  age  of  six  to 
eight  months.  An  accurate  evaluation  of  the  type  and 
amount  of  squint  and  a determination  of  the  neces- 
sary treatment  cannot  be  made  before  fourteen  to 
eighteen  months.  According  to  Gisell,4  a child  does 
not  begin  to  follow  a moving  object  until  the  age  of 
five  or  six  months,  and  does  not  regard  anything  in 
small  detail  until  much  later,  twenty  to  twenty-four 
months.  Some  authorities  feel  that  an  accurate 
evaluation  can  be  made  of  some  squints  as  early  as 
one  year  when  they  can  even  be  operated.4  Most 
workers  in  this  field  seem  to  agree  that  binocular 
vision  may  be  regained  following  treatment  as  late 
as  the  age  of  three  or  four  but  not  as  easily.  Treat- 
ment should  be  begun  not  later  than  the  age  of  three 
and  earlier  if  possible. 

Some  of  the  factors  in  diagnosis  may  be  discussed 
briefly.1’ 5 

1.  History — as  in  all  phases  of  medicine,  the  his- 
tory is  important. 

(a)  The  mother  can  usually  tell  whether  she 
thinks  the  eyes  turn  in  or  out  and  often 
whether  it  is  one  or  both  eyes. 

(b)  Age  of  onset  should  be  determined.  One 
present  at  birth  may  be  purely  mechanical 
or  due  to  birth  injury.  One  that  develops 
later  may  be  due  to  poor  vision. 


(c)  Type  of  delivery  — spontaneous  or  for- 
ceps. Long  labors. 

(d)  Family  history  of  any  similar  ocular 
troubles. 

2.  Inspection. 

(a)  Simple  examination,  often  merely  a close 
look  at  the  child’s  eyes  is  enough  to  de- 
termine the  presence  of  a squint.  It  is 
admittedly  difficult  to  have  a child  fixate 
but  even  the  most  recalcitrant  usually  will 
look  for  a moment  or  two  at  a bright 
object — an  interesting  and  unusual  thing 
or  a flashlight. 

(b)  Hirshbirg  test.  This  simple  accurate  test 
is  done  with  a pen  light  or  other  small 
source  of  light.  It  is  held  pointing  at  the 
patient’s  nose  while  the  examiner  looks 
directly  along  the  axis  of  the  light  toward 
the  patient.  The  reflection  of  the  light 
may  easily  be  seen  in  the  cornea.  If  it  is 
in  the  center  of  the  pupils,  the  eyes  are 
straight.  If  it  is  even  slightly  off  in  one, 
it  is  easy  to  determine  even  in  the  brief 
time  that  a small  child  will  look  at  the 
light. 

(c)  Beware  of  epicanthus.  Patients  with  very 
wide  bridges  of  the  nose  often  give  the 
appearance  of  an  esotropia  because  the 
pupil  is  closer  to  the  inner  than  the  outer 
canthus  of  the  palpebral  fissure.  A quick 
inspection  by  the  Hirshbirg  test  will  show 
the  light  reflection  in  the  center  of  the 
pupils  in  the  normal  child. 

(d)  Closure  or  partial  closure  of  one  eye  may 
indicate  that  the  eye  is  turning  and  the 
child  is  suppressing  its  bothersome  image 
by  closing  its  lid. 

(e)  Head  tilt  or  lateral  turn.  If  an  ocular 
muscle  is  paretic,  the  patient  often  puts 
the  head  in  the  position  most  favorable  to 
obtaining  binocular  vision.  If  it  is  an 
oblique  muscle  or  a superior  or  inferior 
one,  there  may  be  a head  tilt.  If  a lateral 
muscle  is  paretic,  the  child  tends  to  turn 
the  head  in  the  direction  of  action  of  that 
muscle. 

(f)  Poor  judgment  of  the  child  in  attempting 
to  pick  up  objects  or  to  place  their  feet 
may  be  a result  of  inability  to  use  the 
two  eyes  together. 

3.  Visual  acuity  can  roughly  he  obtained.  It  is 
merely  necessary  to  determine  that  the  child  can  use 
either  eye  about  equally.  Small  objects  can  be  placed 
on  the  floor  to  be  picked  up.  One  eye  can  briefly  be 
covered.  If  the  child  continues  to  look  at  a flashlight 
or  other  object  with  the  uncovered  eve,  he  obviously 
sees  with  it.  If  he  pulls  his  head  away  and  tries  to 
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maneuver  it  so  as  to  use  the  covered  eye,  he  probably 
does  not  see  too  well  with  the  one  being  tested. 

4.  Distinction  between  phoria  and  tropia.  1 his 
may  present  no  problem  whatsoever  if  the  child  has 
an  obvious  constant  manifest  squint.  In  doubtful 
cases,  a quick  determination  can  be  made  by  covering 
what  is  thought  to  be  the  fixing  eye.  If  only  the  eye 
under  cover  moves,  be  it  in  or  out,  a phoria  is  present 
— a latent  deviation  brought  out  by  the  momentary 
suppression  of  the  eye.  If  both  eyes  move,  a squint 
is  present  because  the  uncovered  eye  is  moving  to 
take  up  fixation. 

Treatment  is  aimed  at: 

1.  Equalizing  vision  in  the  two  eyes,  improving  to 
normal  if  possible. 

2.  Placing  eyes  in  parallel  position,  at  least  in  the 
eyes  front  position. 

3.  Developing  of  normal  binocular  single  vision 
as  a final  ultimate  goal. 

Treatment  should  be  instituted  early.  As  indicated 
above,  some  treatment  such  as  glasses  or  even  sur- 
gery can  and  have  been  done  at  the  age  of  one  and  a 
half  years.  Usually  if  adequate  treatment  is  insti- 
tuted by  the  age  of  three  although  it  is  unwise  to 
wait  this  long,  there  is  still  a real  likelihood  that  the 
first  two  handicaps  may  be  avoided.  It  is  generally 
undisputed  that  the  state  of  binocular  vision  is  still 
fluid  at  this  time  and  vision  may  be  expected  to  in- 
crease. With  the  eves  placed  in  the  parallel  position, 
it  can  reasonably  be  expected  that  binocular  vision 
may  develop. 

All  newborn  children  should  be  examined  with  the 
ophthalmoscope.  A family  history  should  be  ob- 
tained. If  there  is  a family  incidence  of  poor  vision, 
high  refractive  errors  and  especially  squints,  the 
child  should  be  subjected  to  an  atropine  refraction  as 
early  as  the  age  of  one.  This  will  best  allow  the 
vision  and  binocularity  to  develop  naturally  and  the 
squint  may  be  avoided  in  this  early  very  fluid  state. 

Direct  treatment  has  three  methods  of  approach, 
optical,  orthoptic  and  surgical. 

1.  Optical.  The  correct  glasses  should  be  fitted 
and  worn  constantly.  Full  atropine  correction  is  usu- 
ally prescribed,  being  careful  not  to  overcorrect 
myopes.  When  the  squint  is  abolished  by  atropine, 
the  glasses  will  usually  be  sufficient.  If  glasses,  how- 
ever, are  ineffective  after  one  month,  it  is  probable 
that  they  will  not  correct  the  squint. 

2.  Orthoptic.  In  this  approach  to  the  problem,  an 
effort  is  made  to  train  the  child  through  the  medium 
of  machines,  cards,  and  exercises  to  use  the  two  eyes 
together  and  eventually  to  develop  useful  binocular 
vision.  This  type  of  treatment  requires  a consider- 
able amount  of  cooperation  on  the  part  of  the  patient. 
It  is  difficult  to  maintain  the  interest  of  a young  child 
for  a very  long  period  and  it  is  just  these  young  pa- 
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tients  who  must  be  treated  before  getting  into  the 
age  where  treatment  is  little  but  cosmetic.  There  are 
many  proponents  of  this  type  of  treatment  and  dis- 
cussions concerning  it  are  frequent  and  hot  and  spir- 
ited. However,  many  men  feel  that  orthoptics  cannot 
be  instituted  successfully  at  an  early  enough  age.8 

Correction  of  amblyopia  through  patching  is  a 
form  of  orthoptic  training  which  is  useful  and  often 
essential.  The  usual  aim  of  equalizing  the  vision  in 
the  two  eyes  is  the  goal  here.  To  this  end  the  better 
eye  is  patched,  forcing  the  child  to  use  the  poorer. 
Patching  should  be  total  and  constant  day  and  night, 
using  a gauze  bandage  applied  with  adhesive  tape. 
The  vision  in  the  eyes  must  be  checked  not  less  than 
every  two  weeks.  When  the  vision  in  the  poor  eye 
equals  that  in  the  other,  patching  is  discontinued.  If 
two  months  of  patching  does  not  improve  the  vision, 
it  may  be  considered  useless  and  discontinued.7  Care 
must  be  taken  not  to  transfer  the  poor  vision  to  the 
other  eye  by  occluding  it  too  long  which  is  the  reason 
for  the  bi-weekly  check.  If  the  vision  can  be  main- 
tained at  an  equal  level,  there  is  some  possibility  of 
improving  the  squint.  If,  however,  the  squint  does 
not  improve  even  though  the  vision  remains  equal  in 
the  two  eyes,  surgery  should  be  instituted. 

3.  Surgery.  If  other  methods  fail,  this  should  be 
employed  early  in  life,  that  is,  before  the  vision  has 
become  permanently  impaired  and  all  binocularity 
lost.  The  aim  of  surgery  in  the  young  is  to  make  the 
eyes  parallel  at  least  in  straight  ahead  position  thus 
allowing  the  eyes  to  function  together  and  develop,  if 
possible,  binocular  vision. 

Children  have  successfully  been  operated  on  as 
early  as  one  year.4  Useful  vision  has  been  recovered 
following  surgery  later  in  life  and  some  improvement 
in  the  vision  of  the  strabismic  eye  may  be  expected 
when  surgery  is  employed  as  late  as  four  years  of 
age.  Surgery  done  much  later  than  five  or  six  years 
of  life  may  be  done,  but  no  encouragement  that 
vision  will  be  improved  should  be  tendered  the  par- 
ents. After  this  period,  a cosmetic  result  is  the  only 
justification  upon  which  surgery  may  be  urged. 
From  the  social  and  psychological  standpoint,  it  is 
certainly  worthwhile  to  correct  a disfiguring  squint 
as  this  avoids  the  last  of  the  handicaps  previously 
mentioned. 

Summary 

This  paper  has  been  a plea  for  early  recognition 
of  strabismus.  It  is  generally  agreed  that  children 
should  be  examined  for  squint  at  the  age  of  one 
or  one  and  a half  years  using  some  of  the  methods 
above  mentioned.  Definitive  treatment  should  begin 
then  if  the  strabismus  is  found.  Waiting  until  later 
can  do  no  good  and  can  only  do  damage.  Uncorrected 
squint  causes  a progressive  loss  of  vision  in  one  eve. 
while  the  other  eye  stays  normal.  Thus,  the  child 
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continues  its  normal  life  and  the  urgent  necessity  of 
correcting  the  deviation  often  is  overlooked.  The 
recovery  of  the  lost  uniocular  vision  is  progressively 
more  difficult  as  the  child  gets  beyond  the  age  of  one 
and  a half  to  two.  It  is  imperative  that  these  squint- 
ing children’s  eyes  be  straightened  by  one  or  a 
combination  of  1.  glasses,  2.  orthoptic  training,  3. 
surgery.  This  straightening  must  be  accomplished 
early  to  prevent  the  uniocular  loss  of  useful  vision. 
In  order  to  point  out  what  is  possible  to  do  for  these 
children,  a brief  resume  of  methods  of  treatment  has 
been  presented. 
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CLINICAL  USE  OF  ACTH  AND  CORTISONE* 

George  J.  Robertson,  M.  D. 


Since  these  hormones  of  the  pituitary  and  adrenal 
glands  have  been  widely  publicized  and  are  now  avail- 
able for  general  use,  the  practitioner  is  faced  with 
the  necessity  of  using  them  when  indicated.  This  de- 
mands an  intimate  acquaintance  with  their  physiology. 

Under  the  stimulation  of  stress  situations  the  pitu- 
itary gland  produces  adrenocorticotropic  hormone 
which  stimulates  an  intact  adrenal  cortex  to  produce 
its  hormones  which  may  for  practical  purposes  be 
classified  as  salt,  sugar,  and  nitrogen  hormones.  This 
results  in  a retention  in  the  body  of  sodium,  of  water, 
and  of  nitrogen.  A loss  of  potassium,  glycosuria, 
hyperglycemia,  and  eosinopenia  occur.  Androgenic 
effects  are  also  noted.  ACTH  causes  increased  urin- 
ary ketosteroid  excretion.  Cortisone  causes  a drop  in 
17-ketosteroid  excretion.  Cortisone  has  strong  sugar 
hormone  effects  and  is  an  11-oxysteroid.  Its  effects 
on  salt  retention,  potassium  loss  and  nitrogen  reten- 
tion are  much  weaker  than  ACTH.  Aside  from  these 
factors,  these  hormones  may  be  considered  as  pro- 
ducing similar  physiologic  and  clinical  effects  and  in 
general  they  can  be  used  interchangeably.  ACTH 
causes  hypertrophy  of  the  adrenal  gland  and  produces 
its  clinical  effects  by  inducing  the  patient’s  own  ad- 
renal to  produce  Cortisone  or  Cortisone  like  com- 
pounds. Cortisone  produces  adrenal  atrophy  and  its 
clinical  effects  are  direct.  Permanent  adrenal  atrophy 
has  not  been  produced  by  Cortisone  nor  adrenal 
exhaustion  by  ACTH. 

Clinical  side  effects  produced  by  these  hormones 
are : moon  facies,  recession  of  temporal  hairline, 
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acne,  hypertension  (ACTH),  decreased  tolerance  to 
glucose,  hirsutism,  clinical  hypopotassemia,  edema 
with  sodium  retention  and  pigmentation.  These  are 
features  commonly  seen  in  Cushing’s  disease  and  are 
all  reversible  with  cessation  of  therapy.  (Some  cases 
of  progressive  and  fatal  hypertension  have  been  re- 
ported.) 

In  the  diseases  in  which  ACTH  and  Cortisone  are 
useful,  they  do  not  cure  the  disease  but  seem  to  give 
tissues  a buffer  against  the  irritants  supplied  by  the 
disease  entity.  In  chronic  disease  therefore,  when 
therapy  is  stopped,  disease  returns. 

Conditions  in  which  the  use  of  these  hormones  is 
indicated:  Panhypopituitarism  (ACTH),  Addi- 

son’s disease  (Cortisone),  acute  alcoholism,  alcoholic 
psychosis,  Korsakoff  ’s  syndrome,  status  asthamaticus 
when  usual  remedies  have  failed,  pariarteritis  nodo- 
sum, lupus,  erythematosus,  acute  rheumatic  fever, 
eosinophilic  disease,  certain  eye  infections,  severe 
burns. 

Useful : Hemolytic  anemia,  leukemias,  multiple 

myeloma,  preparation  of  chronically  ill  patients  for 
surgery,  chronic  asthma,  gouty  arthritis. 

Of  little  or  no  use:  Neuromuscular  diseases,  as 
muscular  dystrophies  and  atrophies,  poliomyelitis, 
chronic  nephritis. 

Contraindicated : Cardiovascular  disease,  peptic 

ulcer,  tuberculosis,  diabetes  mellitus  (?),  Cushing’s 
syndrome,  osteoporosis. 

The  following  minimal  precautions  and  tests  are 
helpful  before  and  during  therapy  in  guiding  the 
physician  as  to  which  hormone  and  what  dosage  to 
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use:  eosinophile  test  with  epinephrine  or  ACTH  be- 
fore therapy,  eosinophile  counts  during  therapy, 
serum  chlorides  in  similar  manner,  daily  weights,  and 
daily  blood  pressures. 

Dose  varies  with  disease  and  patient.  In  general, 
with  chronic  disease,  early  large  suppressive  doses 
are  used,  such  as  Cortisone  100  mgms.  every  eight 
hours  for  the  first  day,  b.i.d.  the  second  day,  and 
from  the  third  day  on  100  mgms.  daily  until  mainte- 
nance dose  is  attempted.  Maintenance  dose  of  less 
than  50  mgms.  daily  is  highly  unusual.  ACTH  may 
be  started  as  25  mgms.  every  six  hours  intramuscu- 
larly until  clinical  effect  is  obtained.  Drop  dose  by 
5 mgms.  decrements  until  effective  maintenance  dose 
is  found.  5-20  mgms.  every  six  hours  may  be  the 
effective  maintenance  dose.  This  is  for  Armour’s 
product.  Wilson  laboratory  ACTH  may  be  one  and 
one-half  to  three  times  as  potent  as  Armour  and 
dosage  is  therefore  smaller.  Astwood  has  produced 
fractions  of  ACTH  which  are  effective  in  extremely 
small  doses  such  as  2-4  mgms.  Long  acting  ACTH 
is  not  yet  generally  available.  ACTH  must  be  given 
at  eight-hour  intervals  or  less. 

Sodium  retention,  potassium  loss,  and  water  reten- 
tion are  most  apt  to  occur  in  the  first  few  days  of 
treatment.  Low  sodium  diet,  potassium  1-3  grams  by 
mouth,  and  mercurial  diuretics  will  rid  the  patient  of 
edema  and  will  correct  the  electrolyte  imbalance. 
Hormone  therapy  does  not  usually  have  to  be  inter- 
rupted. 

The  price  of  these  two  hormones  is  at  the  present 
time  somewhat  prohibitive.  ACTH  is  $100.00  per 
gram.  Injectable  Cortisone  is  $35.00  per  gram.  Oral 
Cortisone  is  now  available  and  equally  effective  and 
is  $28.00  per  gram.  The  cost  to  the  patient  with 
either  drug  is  about  the  same  because  of  the  necessity 
for  larger  dosage  with  Cortisone.  Cortisone  has  the 
advantage  of  having  less  side  effect,  requires  less 
frequent  injections,  and  now  can  be  given  orally. 

A special  paragraph  might  be  written  about  rheu- 
matoid arthritis  since  in  this  entity  ACTH  and  Cor- 
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tisone  have  been  most  widely  publicized  and  arth- 
ritics  are  all  interested  in  these  hormones.  At  this 
date  we  are  using  ACTH  and  Cortisone  for  elderly 
rheumatoids  who  are  not  in  their  first  attack,  for 
those  who  are  crippled  by  the  inflammatory  joint 
changes  of  their  disease.  Conservative  treatment  is 
still  preferred  in  those  rheumatoid  arthritics  in  their 
first  attack,  especially  when  seen  early,  in  mild  rheu- 
matoids, and  in  general  in  the  young  adult  rheuma- 
toids. 

We  do  not  as  yet  know  the  long  term  side  effects 
of  these  hormones.  Information  is  gradually  accumu- 
lating and  such  reports  as  increased  incidence  of 
thrombotic  phenomena,  increase  in  blood  cholesterol 
with  drop  in  basal  metabolism,  perforation  and 
hemorrhage  of  peptic  ulcers,  masking  of  infectious 
processes,  fulminating  tuberculosis,  and  convulsive 
seizures  as  complications  of  therapy  with  these  hor- 
mones warrants  withholding  of  their  use  in  young 
and  middle-aged  individuals  whenever  possible. 
These  hormones  should  not  be  used  when  the  disease 
to  be  treated  is  amenable  to  known  methods.  The 
complications  which  we  have  already  seen  in  private 
practice  are:  abscess  following  Cortisone  injections, 
bronchopneumonia  with  the  patient  having  no  com- 
plaints referable  to  pneumonia,  water  retention  re- 
sponding to  mercurial  diuresis  without  cessation  of 
therapy,  hemorrhage  from  duodenal  ulcer  in  a pa- 
tient being  treated  with  ACTH  for  moderately  exten- 
sive burns,  manic  psychosis  in  a patient  with  psoriatic 
arthritis. 
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In  various  forms  — whether  poliomyelitis,  tuber- 
culosis, cardiovascular  disease,  diabetes  or  any  of  the 
other  abnormalities  that  are  likely  to  alter  a patient’s 
social  and  economic  activities  — these  chronic  con- 
ditions account  for  three-fourths  of  all  illness  today. 
Progressive  control  of  infectious  diseases  and  the  in- 
creasing number  of  elderly  people  in  the  population 
are  bringing  about  a situation  in  which  the  chronic 
illnesses  and  preventive  medicine  may  in  the  future 
demand  the  entire  attention  of  physicians. — Editorial, 
Nezv  England  J.  Med.,  August  10,  1950. 


Even  though  control  measures  are  only  one  factor 
in  the  eradication  of  tuberculosis,  they  may  very  well 
be  the  decisive  factor.  Anything  which  will  reduce 
the  size  of  the  reservoir  of  the  tubercle  bacillus  in 
human  beings  will  lessen  the  number  of  new  cases  of 
tuberculosis.  Every  case  of  the  disease,  actually  or 
potentially  infectious,  which  is  discovered  and 
brought  under  control  is  a step  in  reducing  the  size 
of  this  reservoir. — A.  C.  Christie,  M.  D.,  Pub.  Health 
Reports,  June  2,  1950. 
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DIZZINESS  AND  VERTIGO  IN  DAILY  PRACTICE* 

Loring  W.  Pratt,  M.  D.,  Thayer  Hospital,  Waterville,  Maine 


One  of  the  interesting  and  frequently  baffling  prob- 
lems seen  by  the  general  practitioner,  which  often 
needs  special  evaluation,  is  that  of  dizziness  and  ver- 
tigo. While  often  due  to  some  relatively  simple  dis- 
order, a substantial  group  of  such  cases  do  have  some 
grave  underlying  pathological  condition.  For  that 
reason,  it  behooves  the  general  practitioner  to  have 
definite  criteria  on  which  to  decide  which  patient  will 
do  well  on  medical  regimen  and  which  one  should  be 
referred  for  special  study.  The  purpose  of  this  paper 
is  to  provide  such  criteria  and  indicate  the  importance 
of  various  diagnostic  procedures  in  accurately  diag- 
nosing the  lesion. 

In  order  to  better  understand  the  problem  of  in- 
stability, it  is  well  to  briefly  review  the  factors  which 
operate  to  maintain  normal  equilibrium.  By  an  un- 
derstanding of  the  normal  balancing  mechanisms,  it 
will  be  easily  possible  for  us  to  point  directly  at  the 
types  of  disease  which  may  upset  these  normal  mecha- 
nisms. 

Balance  is  maintained  by  the  harmonious  inter- 
actions of  three  systems ; the  vestibular  or  labyrin- 
thine, the  ocular,  and  the  proprioceptive.  It  is  not 
necessary  that  all  three  systems  be  functioning  at  any 
one  time,  but  it  is  absolutely  essential  that  two  of  the 
three  to  be  functioning ; otherwise  it  is  impossible  for 
a person  to  maintain  his  balance.  In  most  people,  it  is 
rare  for  more  than  one  system  to  be  affected  at  a time, 
but  occasionally  more  than  one  is  injured  and  the 
results  are  somewhat  dramatic. 

In  those  who  have  suffered  the  loss  of  labyrinthine 
function  as  the  result  of  congenital  or  toxic  condi- 
tions ; or  as  a result  of,  for  example,  streptomycin 
therapy,  walking  at  night,  when  visual  orientation  is 
lost,  is  impossible.  The  tabetic  patient,  whose  pro- 
prioceptive system  is  imperfect,  has  difficulty  walking 
at  night,  and,  if  he  has  sufficient  optic  atrophy,  he 
may  well  have  trouble  in  the  day  time.  A blind  man 
may  well  be  helpless  if  his  labyrinthine  function  is 
damaged.  This  briefly  indicates  the  importance  of  the 
equilibratory  triad  and  the  relationship  of  equilibrium 
to  the  problems  of  dizziness  and  vertigo. 

The  mechanism  of  action  of  these  systems  is  of 
considerable  interest.  The  ocular  system  provides 
orientation  by  visually  aligning  the  subject  with  his 
body  parallel  to  verticals  and  at  right  angles  to  hori- 
zontals. Thus  a tree,  or  the  horizon,  may  become 
helpful  means  of  visual  orientation. 

The  proprioceptive  system  supplies  the  subject 
with  information  concerning  the  distribution  of  his 
extremities  in  space.  Thus  he  knows  that  his  arm  is 
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above  his  head  and  bent  at  90  degrees  whether  he  is 
sitting  in  a chair  or  hanging  by  one  foot.  This  orien- 
tation is  only  relative  to  other  parts  of  the  body. 

The  labyrinthine  orientation  is  of  two  sorts.  There 
is  a static  organ,  the  utricle  which  appreciates  changes 
in  position  of  the  head.  It  will  be  stimulated  by  slow 
tilts  and  other  positioning  of  the  head.  The  second 
type  of  activity  of  the  labyrinth  is  produced  by  ac- 
celeration and  is  produced  by  stimulation  of  the  semi- 
circular canals.  The  movement  of  fluid  through  the 
semicircular  canal  stimulates  the  end-organ  and  thus 
produces  the  sensation  of  motion  of  the  labyrinth  in 
space.  When  sudden  changes  are  made  in  the  direc- 
tion of  this  fluid  flow ; or  when  abnormal  stimulation 
takes  place,  nystagmus,  objective  vertigo,  nausea,  and 
vomiting  result.  The  anatomical  contiguity  of  the 
endolymphatic  system  which  consists  of  the  semi- 
circular canals,  utricle,  saccula,  and  cochlea  makes  it 
mandatory  to  carefully  test  the  hearing  in  these  cases, 
as  cochlear  dysfunction  may  result  from  lesions  of 
other  parts  of  the  labyrinth. 

It  is  essential  that  we  establish  the  vocabulary  for 
this  subject,  so  we  will  define  a few  terms  which  will 
be  used  in  this  discussion. 

Subjective  Vertigo  is  that  feeling  of  unsteadiness 
in  which  the  patient  feels  that  he  himself  is  unsteady 
and  that  the  room  or  surroundings  are  all  right. 

Objective  Vertigo  is  that  sensation  evoked  by  a 
person  who  feels  that  his  balance  is  perfect  but  that 
the  surroundings  are  moving. 

Nystagmus  are  those  oscillations  of  the  eyes  which 
are  involuntary  and  which  are  described  in  the  fol- 
lowing terms : 

1.  Degree — -first  degree  when  the  eyes  show  nys- 
tagmus only  on  deviation  of  the  eyeball  in  the 
direction  of  the  nystagmus. 

Second  degree  is  that  nystagmus  seen  both  on 
deviation  in  the  direction  of  the  nystagmus  and 
also  when  the  eye  is  directed  front. 

Third  degree  is  that  nystagmus  seen  when  the 
eyes  are  directed  in  the  direction  of  the  slow 
component,  and  also  in  to  the  other  two  posi- 
tions. 

2.  Direction — described  as  toward  the  quick  com- 
ponent of  the  oscillation.  It  would  be  further 
described  as  horizontal,  vertical,  diagonal. 

3.  Type — This  refers  to  the  movement  of  the  eye- 
ball and  it  is  either  horizontal  or  rotary. 

4.  Speed — either  rapid  or  slow. 

5.  Amplitude — coarse  or  fine  swing  of  the  eyeball. 
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6.  Regularity — regular  or  irregular  in  rhythm. 

7.  Association — if  both  eyes  move  together  in  the 
same  direction,  then  the  movements  are  asso- 
ciated. If  they  move  independently,  they  are 
dissociated. 

8.  Positional — This  is  a form  of  nystagmus  in 
which  the  position  of  the  head  affects  the  nys- 
tagmus. In  many  instances  it  shows  up  only 
with  the  head  in  certain  positions. 

There  are  four  general  situations  in  which  dizzi- 
ness and  vertigo  usually  occur  in  diseases.  These 
may  be  divided  as  follows  : 

1.  Ocular  disease. 

2.  Peripheral  labyrinthine  disturbances. 

3.  Central  nervous  system  lesions. 

4.  Systemic  diseases. 

Ocular  Disease 

The  role  of  the  eye  in  balance  is  fundamental.  It 
is  one  part  of  the  equilabratory  triad  discussed  pre- 
viously. The  vertigo  produced  by  disease  of  this  sys- 
tem is  usually  subj  ective  and  may  be  produced  by : 

1.  Muscle  imbalance — diplopia. 

2.  Refractive  errors — astigmatism. 

3.  Glaucoma. 

The  nystagmus  is  typically  rotary,  in  almost  any 
direction,  slow,  coarse,  irregular  and  dissociated.  It 
is  not  positional. 

Peripheral  Labyrinthine  Disease 

The  dizziness  and  vertigo  produced  by  disease  of 
the  peripheral  labyrinthine  end  organ  is  characteristic 
in  type.  It  produces  objective  vertigo  and  the  epi- 
sodes are  violent,  of  short  duration  and  are  fre- 
quently associated  with  nausea  and  vomiting,  as  well 
as  tinnitus  and  deafness. 

The  nystagmus  is  either  horizontal  or  rotary,  with 
a definite  direction  to  right  or  left,  usually  rapid,  of 
fair  amplitude  and  completely  regular.  It  is  always 
associated  and  rarely  may  be  positional. 

The  usual  causes  are : 

1.  Otitis  media. 

2.  Labyrinthitis — purulent  or  serous. 

3.  Meniere’s  disease  or  Labyrinthine  Hydrops. 

4.  Traumatic  labyrinthitis. 

Central  Nervous  System  Lesions 

With  this  group  there  is  always  the  fear  that  a mild 
dizziness  may  be  the  harbinger  of  some  serious  under- 
lying disease,  which  could  be  picked  up  early  by  care- 
ful study,  that  makes  us  so  careful  in  our  evaluation 
of  these  cases.  The  dizziness  and  vertigo  in  this  group 
is  milder,  of  long  duration  and  may  or  may  not  be 
accompanied  by  nausea  and  vomiting.  If  nystagmus 
is  present  it  is  not  as  a rule  associated  nor  is  it  in  the 


usual  planes  of  labyrinthine  function.  It  may  be 
vertical,  diagonal,  or  may  be  present  in  almost  any 
bizarre  pattern.  Sometimes  testing  of  the  labyrinthine 
function  may  indicate  the  location  of  such  lesions. 
The  diseases  responsible  for  this  sort  of  lesion  com- 
prise a rather  long  list.  They  may  be  briefly  summa- 
rized as  follows : 

1.  Irritation  of  pathways. 

a.  Tumor. 

b.  Pressure. 

c.  Infection. 

2.  Obstruction  to  pathways. 

a.  Tumor. 

b.  Demyelinating  diseases. 

Systemic  Diseases 

It  is  this  group  that  produces  the  confusing  pic- 
tures which  are  sometimes  so  suggestive  of  the  more 
ominous  forms  of  disease.  The  dizziness  is  generally 
mild,  of  rather  long  duration  with  gradual  onset  and 
gradual  remission.  It  is  sometimes  associated  with 
tinnitus  but  rarely  with  nausea  and  vomiting.  It  is 
rarely  associated  with  nystagmus.  It  usually  disap- 
pears with  alleviation  of  the  systemic  disease.  The 
groups  of  diseases  which  ordinarily  produce  these 
symptoms  are : 

1.  Upper  respiratory  infection. 

2.  Hypertension. 

3.  Constipation  with  indicanuria. 

4.  Gastric  upsets. 

There  are  certain  tests  which  are  essential  to 
properly  evaluate  these  problems.  The  labyrinth  is 
probably  the  first  organ  to  be  studied.  There  are  three 
methods  by  which  it  may  be  stimulated  to  determine 
its  status.  The  patient  may  be  turned  (a  formidable 
procedure  in  a sick  patient)  in  a Baranay  chair  and 
the  reactions  noted.  Either  hot  or  cold  water  may  be 
put  into  the  ear  and  thus  caloric  stimulation  of  the 
ear  produced.  The  mastoid  region  may  be  exposed 
to  galvanic  current  with  resulting  stimulation  of  the 
labyrinth.  An  audiogram  should  always  be  performed 
to  produce  a clear  picture  of  the  condition  of  the 
cochlear  segment  of  the  labyrinth.  A lumbar  punc- 
ture should  be  done  to  determine  the  pressure  of  the 
spinal  fluid  and  its  manometries  should  be  investi- 
gated. The  ophthalmologist  should  investigate  the 
eye  condition  carefully  and  laboratory  testing  of  the 
hemoglobin  and  urinary  examination  for  indican 
should  be  carried  out.  If  these  produce  no  satisfac- 
tory answer,  neurological  examination,  sometimes 
including  electro-encephalograms  and  air  ventricul- 
ography should  be  done. 

Summary 

The  normal  mechanisms  of  equilibration  are  briefly 
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discussed  with  the  rational  of  their  modes  of  action. 
The  importance  of  careful  study  of  patients  complain- 
ing of  dizziness  and  vertigo  is  emphasized,  with  spe- 
cial regard  to  the  significance  of  their  physical  find- 


ings in  separating  those  with  simple  infectious  causes 
from  those  with  potentially  serious  disease.  Persistent 
vertigo  is  a symptom  which  should  be  carefully  in- 
vestigated without  fail. 


AUTOCHTHONOUS  CEREBRAL  THROMBOSIS 

Clarence  E.  Dore,  M.  D.,  and  Irving  I.  Goodof,  M.  D.* 


The  occurrence  of  vascular  thrombosis  in  children 
in  the  absence  of  infection  or  trauma  in  the  involved 
area  is  a relatively  rare  condition.  Such  cases  have 
been  described  without  satisfactory  explanation  of 
their  etiology.  The  terminology  has  been  varied,  em- 
ploying the  terms  spontaneous,  idiopathic,  and  au- 
tochthonous. Since  the  total  number  of  such  reports 
in  the  literature  is  small,  we  add  the  following  in- 
stance, recently  studied  at  the  Thayer  hospital. 

Case  Report 

The  patient  was  a 19-day-old  male  infant.  The 
mother  had  been  gravida  v.  Pregnancy  had  been  nor- 
mal, and  the  delivery  was  normal  and  spontaneous. 
The  baby  fed  well  in  the  hospital,  and  had  regained 
its  birth  weight  by  the  time  of  discharge.  At  home, 
feedings  were  not  taken  well  and  the  child  lost 
weight.  Four  days  prior  to  admission,  the  baby  de- 
veloped a cold,  cried,  vomited,  and  refused  to  eat  or 
sleep.  When  first  seen,  the  patient  was  dehydrated, 
emaciated,  and  having  6-8  loose  green  stools  daily. 
The  temperature  rectally  was  103  °F.  Physical  ex- 
amination showed  cyanosis,  bulging  of  the  anterior 
fontanelle,  bilateral  purulent  otitis  media,  acute 
pharyngitis,  and  slight  nuchal  rigidity.  The  baby  was 
irritable,'  and  was  admitted  to  the  hospital  with  a 
tentative  diagnosis  of  meningitis. 

On  admission  the  red  blood  count  was  6.0  million, 
hemoglobin  16.8  grams,  white  blood  count  14,000, 
and  differential  showed  59%  neutrophiles,  with  26 
segmented,  25  stab,  and  8 metamyelocyte  forms.  The 
urine  showed  abundant  albumin,  and  30-40  white 
cells  per  high  power  field.  Lumbar  puncture  yielded 
grossly  bloody  fluid,  with  xanthochromia  and  6300 
white  cells  per  cubic  mm.,  of  which  78%  were  neutro- 
philes. 

Bilateral  myringotomy  was  done,  with  cultures  re- 
vealing hemolytic  staphylococcus  albus.  Spinal  fluid 
cultures  were  sterile. 

Because  of  the  patient’s  inability  to  swallow,  the 
baby  was  fed  by  tube,  and  was  given  parenteral  fluids, 
penicillin,  and  aureomycin.  The  temperature,  pulse, 
and  respirations  steadily  increased,  with  respirations 
reaching  90  per  minute  on  the  third  day,  when  the 

* From  the  Thayer  Hospital,  Waterville,  Maine. 


second  lumbar  puncture  was  done.  This  specimen 
also  showed  xanthochromic  fluid.  Subdural  taps 
were  done,  showing  similar  bloody  and  xantho- 
chromic fluid.  The  baby  expired  on  the  third  hospital 

day.  , J j 

Post-mortem  examination : This  baby  was  mark- 
edly emaciated.  There  were  no  evidences  of  external 
congenital  anomalies.  Examination  of  the  thorax  and 
abdomen  showed  perfectly  normal  organs  except  for 
the  adrenal  glands,  each  of  which  measured  15  x 13  x 
4 mm.,  approximately  one-fifth  the  expected  size  in  a 
child  of  this  age.  The  cortex  measured  no  more  than 
one  mm.  in  thickness  at  any  point.  Examination  of 
the  head  showed  thrombosis  of  the  superior  sagittal 
sinus.  The  external  configurations  of  the  brain  were 
normal.  No  increase  in  subarachnoidal  fluid  was 
noted.  The  small  superficial  veins  on  the  superior 
aspect  of  the  brain  were  thrombosed.  Removal  of  the 
brain  showed  the  presence  of  firmly  adherent  thrombi 
in  the  sigmoid  and  both  lateral  sinuses.  Section  of 
the  brain  revealed  thrombosis  of  the  vein  of  Galen. 
The  ventricles  were  dilated  and  lined  by  shaggy, 
necrotic,  hemorrhagic  material,  obviously  encepha- 
lomalacic  brain.  Examination  of  the  middle  ears 
showed  the  presence  of  purulent  material,  well  local- 
ized, and  with  no  suggestion  of  osteomyelitis  or  direct 
spread  into  the  cranial  cavity.  Microscopic  study 
added  nothing  to  the  gross  impressions  in  the  skull. 
However,  the  adrenals  showed  a peculiar  picture. 
The  cortex  was  thin  but  showed  a suggestion  of  the 
usual  three  zones.  The  inner  zone  showed  pro- 
nounced fibrosis,  with  degenerating  cells,  and  numer- 
foci  of  calcification,  most  of  them  within  or  in  close 
proximity  to  dilated  capillaries. 

Discussion 

It  may  be  assumed  that  since  this  child  showed  a 
suppurative  lesion  of  both  ears,  the  thrombotic 
changes  within  the  skull  were  secondary  to  the  infec- 
tion. Even  though  no  direct  pathway  for  extension 
of  the  infection  could  be  demonstrated,  such  exten- 
sion may  yet  have  occurred.  However,  the  extent  of 
the  thrombotic  process  is  far  beyond  that  usually  seen 
in  otitic  infections,  and  corresponds  to  the  distribu- 
tion described  by  others  without  recognizable  ante- 
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cedent  infection.  The  amount  of  cerebral  damage  is 
readily  explainable  on  the  basis  of  ischemia. 

The  changes  in  the  adrenal  glands  are  of  interest. 
A correlation  has  been  noted  in  animals  between  hy- 
pofunction  of  the  adrenals  and  lowered  resistance  to 
infection,  and  it  is  suggested  that  this  factor  may  have 
played  a part  in  this  case.  However,  the  changes  in 
the  adrenal  may  represent  an  exaggeration  of  a nor- 
mal phenomenon,  namely  the  neonatal  involution  of 
the  androgenic  zone.  If  this  is  actually  the  case,  it  is 
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an  extreme  example  of  the  degenerative  process, 
since  the  total  size  of  the  gland  was  reduced  by  so 
great  a degree. 

Summary 

The  occurrence  of  extensive  intracranial  throm- 
bosis in  an  infant  is  recorded.  The  possible  role  of 
infection  and  of  subsequent  emaciation  is  discussed. 
The  part  played  by  excessively  small  adrenal  glands 
is  considered. 


THE  STAFF  AUDIT  AND  THE  CONSULTATION  RATIO* 

Frederick  T.  Hill,  M.  D.,  Medical  Director,  Thayer  Hospital,  Watervile,  Maine 


MacEachern,  in  a recent  number  of  “Trustee,” 
stated  that  the  hospital  trustee  should  be  vitally  con- 
cerned with  the  use  of  the  Staff  Audit  in  his  institu- 
ion.  He  considers  this  far  more  important  in  the 
hospital  than  the  financial  audit,  as  “Financial  deficits 
eventually  can  be  met,  but  medical  deficiencies  may 
cost  lives  and  loss  of  health  which  can  never  be 
retrieved.” 

The  purpose  of  this  paper  is  to  review  our  experi- 
ences with  the  Staff  Audit  at  the  Thayer  Hospital, 
during  the  past  twelve  years  ; to  attempt  to  evaluate 
the  advantages  and  disadvantages  of  our  mode  of 
procedure  ; and,  finally,  to  discuss  an  additional  yard- 
stick for  measuring  efficiency  which  has  evolved  from 
the  use  of  the  audit,  namely,  the  Consultation  Ratio. 

The  Staff  Audit  is  defined  as  professional  service 
accounting.  Its  objective  is  the  insuring  of  the  best 
standards  of  medical  service  in  the  hospital.  This 
should,  in  my  opinion,  command  the  interest  of  Trus- 
tees, Administrators,  and  Staff  Physicians. 

The  Professional  Staff  Audit  was  developed 
originally  by  Doctor  Thomas  R.  Ponton  and  reported 
to  the  American  College  of  Surgeons  in  1928.  His 
basic  idea  was  “making  a comparison  of  the  results 
actually  attained  in  the  treatment  of  a patient  with 
those  results  which  might  reasonably  be  expected 
from  the  prognosis,  the  comparison  being  made  from 
the  recorded  data;”  i.e.,  the  medical  record.  Ponton 
frankly  admitted  that  such  an  audit  could  never  be  as 
accurate  as  the  usual  business  audit,  as  it  was  based 
upon  the  human  equation ; and  that  estimates  and 
authoritative  opinions  often  would,  of  necessity,  be 
substituted  for  the  accurate  facts  of  business  account- 
ing. But  when  honestly  and  systematically  carried 
out,  experience  has  indicated  that  a quite  accurate 
picture  of  the  standard  of  professional  service  in  the 
hospital  may  be  obtained. 

* Presented  at  the  annual  meeting  of  the  Maine  Hospital 
Association,  June  28,  1950,  and  before  the  American  College 
of  Surgeons  in  Boston,  Massachusetts,  October  25,  1950. 


As  originally  proposed  by  Ponton  the  audit  was  to 
be  used  largely  for  the  purpose  of  grading  the  staff 
for  promotion,  or  for  seniority,  and  to  determine  pro- 
fessional competency  and  the  privileges  to  be  allowed 
staff  members.  As  such  this  would  seem,  at  first  hand, 
more  applicable  to  the  large  teaching  hospital  with 
medical  school  affiliations.  The  average  small  volun- 
tary hospital  is  less  concerned  with  matters  of  staff 
promotions  and  less  plagued  with  staff  rivalries  as  to 
seniority.  But  it  is  interested  in  the  standard  of  pro- 
fessional service  rendered  within  its  walls  and  there- 
fore must  be  concerned  with  the  professional  com- 
petency of  its  staff.  The  hospital  of  today  must 
assume  the  responsibility  for  the  safety  and  welfare 
of  its  patients.  Therefore  it  must  provide  adequate 
medical  service  and  maintain  the  highest  possible  pro- 
fessional standards.  All  physicians  are  not  equally 
qualified  in  all  fields  of  practice.  Departmentalization 
of  services  has  been  a natural  sequence  of  the  devel- 
opment of  specialties  in  Medicine,  and  has  been  a 
big  factor  in  improving  standards  of  care.  Even  in 
the  hospital  which  makes  no  attempt  to  departmental- 
ize there  is,  or  should  be,  a utilization  of  professional 
skills  according  to  the  indications  and  demands  of  the 
individual  case.  Training,  experience,  and  natural 
ability  should  determine  the  field  of  competency,  and 
the  professional  privileges  accorded  staff  physicians 
should  depend  upon  their  competency.  This  safe- 
guards not  only  the  patient  and  the  hospital,  but  the 
physician  as  well.  A very  wise  old  doctor  once  said 
that  a physician’s  best  work  is  judged  by  his  poorest. 

At  the  Thayer  Hospital  we  have  utilized  the  Staff 
Audit  to  determine  competency  and  to  appraise  re- 
sults. We  are  interested  in  ascertaining  both  what 
we  may  be  doing  satisfactorily,  and  what  may  fail  to 
meet  the  best  standards,  and  how  improvement  may 
be  brought  about.  This  may  indicate  the  need  for 
additional  equipment,  improved  facilities  or  added 
professional  skills.  We  have  not  been  interested  in 
setting  up  individual  batting  averages  for  the  mem- 


NINETEEN  HUNDRED  AND  FIFTY-ONE— FEBRUARY 


59 


bers  of  the  staff  but  we  do  not  seek  to  limit  privileges 
to  those  proven  competent  in  their  several  fields.  We 
try  to  make  use  of  constructive  criticism,  employed 
honestly,  frankly,  and  without  personal  bias.  To  this 
end  we  have  modified  the  audit  procedure  to  fit  our 
own  particular  situation.  As  such  this  differs  some- 
what, for  example,  from  the  procedure  as  carried  out 
at  the  Women’s  Hospital  in  New  York.  There  the 
audit  is  done  by  an  independent  professional  statis- 
tician, and  provides  more  accurate  statistics  and  in  far 
greater  volume. 

As  carried  out  at  the  Thayer  Hospital,  each  week 
the  completed  records  of  the  patients  discharged  dur- 
ing that  period  are  carefully  reviewed  by  the  Record 
Committee  and  the  Medical  Director.  The  Record 
Committee  is  a continuing  committee,  appointed  by 
the  Director  and  consisting  of  five  physicians  experi- 
enced and  qualified  in  this  work.  Needless  to  say,  the 
pathologist  is  a most  important  member  of  the  Com- 
mittee. 

A prepared  form  is  used,  providing  columns  for 
the  case  number,  the  type,  risk,  result,  the  record  as 
a whole,  consultations,  and  errors.  In  addition  there 
is  a column  for  the  physician’s  initials  and  one  for 
notes,  in  which  a simple  identifying  diagnosis  and 
any  pertinent  data  such  as  post-mortem,  or  reasons 
for  crticisms  may  be  placed.  A check  mark  is  made 
after  each  record  which  may  have  been  criticized, 
and  for  each  death,  and  when  the  report  is  typed  by 
the  record  department,  these  so  marked  are  done  in 
red  ink,  for  easy  identification  later. 

When  any  criticism  or  omission  is  found  a confi- 
dential note  is  sent  to  the  physician  responsible  in- 
forming him  why  the  record  is  unsatisfactory.  A 
master-sheet  carrying  this  information  goes  to  the 
record-librarian,  so  she  may  be  sure  his  attention  is 
directed  to  the  record. 

The  case  records,  first,  are  classified  as  to  type, 
risk  on  admission,  and  result  on  discharge.  The  type 
is  determined  by  the  department ; as  Medical,  Surgi- 
cal, Oto-laryngological,  etc.,  and  whether  Elective, 
Emergency,  or  Palliative.  The  risk  may  have  been 
Good,  Fair,  or  Poor.  Study  of  the  history  generally 
indicates  the  proper  classification  without  difficulty. 
The  result  is  classified  as  Recovered,  Improved,  Un- 
changed, or  Dead.  Deaths  are  further  classified  as 
Inevitable,  Justifiable,  or  Not  Justifiable.  Any  dis- 
crepancy between  risk  and  result  calls  for  careful 
scrutiny  and  possible  criticism. 

The  record  is  criticized  as  a whole  for  complete- 
ness, organization,  clarity,  etc.  Does  it  give  a com- 
prehensive picture  of  the  patient’s  illness  and  course 
in  the  hospital  ? Is  the  history  complete,  the  physical 
examination  adequate?  Were  all  indicated  diagnostic 
studies  carried  out?  Are  the  operative  and  progress 
notes  satisfactory?  If  the  record  is  satisfactory  an 


“OK”  is  put  in  the  proper  column.  If  not,  the  reason 
for  criticism  is  written  down. 

The  number  of  consultations  is  noted.  Consider- 
able emphasis  is  placed  upon  the  omission  of  any  indi- 
cated consultation  which  might  have  benefited  the 
patient.  This  constitutes  grounds  for  criticism  and 
is  marked  as  “Indicated — Not  Held.”  Should  study 
of  the  record  indicate  any  error  of  Diagnosis,  Judg- 
ment, Treatment,  or  Technique,  this  is  noted  in  the 
space  provided. 

While  the  auditing  is  done  routinely  by  the  record 
committee  and  the  Medical  Director,  any  staff  mem- 
ber is  welcome  to  sit  in  and  to  participate.  Should 
there  be  any  questions  involving  a technicality  or  a 
particular  service,  it  is  referred  to  the  staff  physician 
best  qualified  in  that  field.  If  there  is  any  question 
as  to  the  validity  of  a criticism  or  any  doubt  about 
the  reason  for  it,  the  physician  in  question  may  take 
this  up  with  the  Medical  Director,  where  it  is  dis- 
cussed in  a frank  and  friendly  manner.  The  main 
idea  is  to  make  the  criticism  constructive.  The  audit 
is  used  primarily  to  improve  the  professional  service. 
All  criticisms  are  confidential.  Should  there  be  any 
indication  for  limitation  of  privileges,  this  is  handled 
by  the  Medical  Director,  acting  in  behalf  of  the 
Trustees. 

Rarely,  indeed,  has  any  such  action  been  necessary. 
The  men  tend  to  confine  their  work  within  the  fields 
in  which  they  are  qualified,  recognizing'  that  each  and 
every  physician  has  his  own  limitations.  This,  in  it- 
self, is  the  mark  of  a good  physician,  the  importance 
of  which  has  been  emphasized  by  our  use  of  the  audit. 
And,  what  is  most  encouraging,  we  have  been  con- 
ditioned to  admitting  our  own  errors  when  they  oc- 
cur. For  errors  are  bound  to  happen  at  times  in  the 
practice  of  Medicine,  even  under  the  best  of  auspices. 
The  important  thing  is  to  recognize  and  acknowledge 
the  error ; for  an  error  so  recognized  and  acknowl- 
edged, is  a lesson  learned  which  should  prove  in- 
valuable in  the  Future. 

Most  hospitals  review  their  deaths  and  perhaps 
their  most  serious  cases.  Valuable  as  this  is,  it  seems 
to  us  that  this  is  not  enough.  Sometimes  there  may 
be  quite  glaring  errors  in  the  cases  which  recover, 
for  nature  is  the  Great  Healer.  If  recovery  alone  is 
the  sole  objective,  less  progress  will  be  made  in  im- 
proving the  quality  of  medical  care. 

From  time  to  time  analyses  of  the  Audit  are  pre- 
sented to  the  Staff  as  may  be  indicated.  In  all  such 
presentations  personal  references  are  carefully 
avoided.  At  the  end  of  the  year  a complete  analysis 
of  the  Audit  is  incorporated  in  the  Annual  Report  of 
the  Medical  Director,  a copy  of  which  goes  to  each 
member  of  the  Staff  and  to  each  of  the  Trustees. 

There  are  certain  disadvantages  in  our  method  of 
conducting  the  audit.  It  is  time-consuming  and  is 
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dependent  upon  volunteer  service.  It  is  far  less  accu- 
rate statistically  than  the  more  formal  procedure.  It 
does  not  provide  as  much  material  for  research  pur- 
poses, or,  for  example  the  comparison  of  different 
techniques  or  therapeutic  procedures. 

On  the  other  hand  it  is  more  personal  and  lends 
itself  to  the  individual  appraisal  of  each  case.  It  is 
democratic  as  the  staff  does  its  own  auditing  through 
its  committee,  with  any  member  welcome  to  sit  in. 
Its  emphasis  is  upon  constructive  criticism  and  there- 
by has  proven  to  be  truly  educational.  It  has  been 
accepted  and  whole-heartedly  supported  by  the  staff. 
And  it  furnishes  the  Trustees  with  information  as  to 
the  standards  of  professional  service  in  a manner 
easily  understood. 

From  the  material  incorporated  in  the  audit  certain 
analyses  are  made  which  are  of  great  value  in  deter- 
mining the  standard  of  service  in  the  hospital.  These 
include  the  analysis  of  deaths  with  causes,  and 
whether  inevitable,  justifiable  or  not  justifiable,  the 
ratio  of  post-mortem  examinations,  the  number  of 
operative  obstetrical  cases  with  the  reasons  for  the 
same,  the  percentage  of  unsatisfactory  records  and 
of  errors. 

A comparatively  new  development  from  our  use 
of  the  audit  has  been  the  Consultation  Ratio  which 
seems  to  provide  additional  valuable  information. 

A consultation  may  be  defined  as  a conference  of 
two  or  more  physicians  for  the  purpose  of  confirming, 
amplifying  or  changing  the  diagnosis,  prognosis,  or 
treatment  of  a case.  One  of  the  outstanding  reasons 
for  the  existence  of  the  hospital  is  the  facilitating  of 
consultations.  Otherwise  the  institution  may  be  little 
more  than  a boarding-house  for  the  sick,  in  the  busi- 
ness of  selling  board  and  room  with  nursing  service 
added.  Consultations  imply  the  pooling  of  all  the 
professional  skills  needed  to  speed  recovery.  And  the 
welfare  of  the  patient  should  always  be  the  first  con- 
sideration of  the  hospital. 

Therefore  a hospital  staff  should  be  made  “Con- 
sultation-minded.” With  rare  exceptions  there  should 
be  little  necessity  for  the  lone  physician  to  “play 
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God.”  There  is  great  value  to  all  in  sharing  responsi- 
bility. 

In  an  endeavor  to  promote  the  use  of  consultations 
whenever  they  might  be  of  benefit  to  the  patient  and 
to  have  some  record  of  our  success  in  so  doing,  we 
have  added  the  Consultation  Ratio  to  our  analysis. 

From  the  audit  we  obtain  the  total  number  of 
consultations  held.  To  this  figure  is  added  the  num- 
ber of  consultations  which  were  deemed  as  indicated 
but  which  were  omitted.  The  basis  used  in  each  case 
is  whether  the  patient  might  have  been  benefited 
from  the  use  of  consultations.  The  proportion  of 
those  held  to  this  sum  constitutes  what  we  designate 
as  the  “Consultation  Ratio.”  We  feel  that  this  in- 
formation is  of  value  as  an  added  index  of  the 
Standards  of  medical  service. 

I might  add  that  we  have  a ceiling  on  physicians’ 
fees  for  consultations  which  is  low  enough  to  avoid 
the  excuse  of  causing  the  patient  expense.  Also  any 
physician  may  have  the  benefit  of  what  we  call  a Staff 
Consultation  on  any  patient  without  any  fees  or  ex- 
pense, whenever  he  wishes  it.  This  is  in  the  nature 
of  a staff  or  group  conference  on  the  case.  It  is 
called  automatically  on  all  cases  on  the  Danger  List. 

Summary:  Twelve  years’  experience  with  the  use 
of  the  Staff  Audit  at  the  Thayer  Hospital  has  been 
reviewed.  An  attempt  has  been  made  to  evaluate  its 
use,  as  carried  out  in  our  institution.  While  our  pro- 
cedure is  not  as  accurate  statistically,  nor  does  it  fur- 
nish as  much  material  for  research  purposes  as  does 
the  more  formal  type,  it  has  proven  itself  adaptable 
for  our  purposes.  It  lends  itself  to  individual  ap- 
praisal of  each  case.  Its  emphasis  is  upon  construc- 
tive criticism.  The  Consultation  Ratio  furnishes  valu- 
able information  and  has  stimulated  the  greater  em- 
ployment of  consultations.  The  Staff  Audit,  if  con- 
sistently and  honestly  carried  out  results  in  greatly 
improved  standards  of  professional  service. 
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Nursing  needs  have  increased  in  spite  of  lower  death 
rates,  longer  life  expectancies,  and  a generally  healthier 
population.  The  number  of  people  in  the  United 
States  has  increased  by  an  estimated  16,000,000 
since  the  1940  census.  More  people  are  now  living 
to  an  older  age  than  ever  before,  and  consequently  the 
diseases  and  disabilities  of  older  people  have  multi- 
plied. A high  standard  of  living  has  prevailed  since 
the  early  years  of  the  war,  medical  prepayment  plans 


have  spread,  and  public  health  services  have  been 
expanded  in  many  areas.  In  1940,  10,087,000  patients 
were  admitted  to  hospitals  in  the  United  States,  but 
by  1948  the  number  of  hospital  admissions  had  risen 
to  16,422,000. — Pub.  Health  Reports,  August  5, 1949, 
Chesley  Bush,  M.  D.,  Esta  H.  McNett,  R.  N.,  B.  S., 
Lucile  Petry,  M.  A.,  and  Martha  B.  Naylor,  R.  N., 
B.  S. 
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THE  SPEECH  AND  LIP-READING  CLINIC  AT  THAYER  HOSPITAL, 

WATERVILLE,  MAINE 

Elizabeth  O.  Koons,  Director 


The  Speech  and  Lip-Reading  Clinic  at  Thayer 
Hospital,  Waterville,  Maine,  has  two  main  purposes. 
It  attempts  to  provide  the  extra  help  that  is  needed 
for  deaf  children  to  attend  their  local  schools  and  take 
their  places  in  a hearing  society  and  it  tries  to  edu- 
cate the  parents  to  help  the  children  at  home. 

There  are,  at  present,  twelve  children  and  their 
parents  attending  the  weekly  sessions.  They  are 
divided  into  two  groups : the  pre-school  group,  ages 
3*4-5,  and  and  the  grade-school  group,  ages  6-14. 

This  latter  group  consists  of  children  who  are 
attending  their  local  schools  and  who  come  to  the 
clinic  for  speech-correction,  drill  in  speech  and  lip- 
reading,  and  tutoring  in  school  subjects  that  prove 
difficult  for  them.  Usually  these  are  the  subjects  that 
involve  much  language  such  as  history,  geography 
and  reading.  Because  deaf  children’s  voices  tend  to 
be  monotonous,  they  are  taught,  also,  the  rhythm  of 
speech,  pitch,  and  intensity. 

This  paper  will  deal  primarily  with  the  work  in 
the  pre-school  group.  Llere  the  foundations  of  speech 
and  language  are  laid.  All  the  children  who  attend 
the  clinic  have  had  this  work  with  modifications  ac- 
cording to  their  age,  background  and  residual 
hearing. 

A deaf  child  is  just  like  a hearing  child  except  for 
two  things.  The  hearing  child  automatically  learns 
two  indispensable  tools  — language  and  speech.  The 
deaf  child,  left  to  himself,  remains  a babbler.  To  live 
happily  among  hearing  people,  however,  he  must 
have  these  tools.  He  must  be  able  to  express  his 
thoughts  and  desires,  to  understand  the  thoughts  of 
those  about  him  and  to  develop  his  ability  to  read  and 
write.  The  earlier  he  starts  his  training,  the  greater 
will  be  his  chance  for  success. 

Language  and  speech  start  with  lip-reading.  The 
teacher  through  her  continual  use  of  natural  language 
must  make  the  child  aware  of  it  and  develop  within 
him  the  need  to  express  himself  in  both  the  oral  and 
written  forms.  When  the  child  becomes  aware  that 
what  he  sees  on  the  teachers  lips  is  connected  with  her 
ideas,  language  has  its  beginning.  When  he  tries  to 
imitate  what  he  sees  on  the  teacher’s  lips,  speech  has 
its  beginning. 

The  first  step  in  lip-reading  is  matching  object  to 
object.  (Formal  lip-reading  and  all  speech  are  taught 
with  the  child’s  hands  on  the  teacher’s  face.  This 
directs  the  child’s  attention  to  the  place  where  speech 
originates  and  it  enables  him  to  feel  vibrations  and 
breath.)  Several  small  toys  are  placed  on  the  table 


and  the  teacher,  with  the  child's  hands  on  her  face, 
tells  him  what  each  thing  is.  The  child  then  has  to 
match  each  object  on  the  table  with  a similar  toy. 
The  next  step  is  matching  objects  to  pictures.  When 
the  child  can  do  this,  one  thing  is  put  on  the  table  and 
there  follows  a period  of  introducing  this  to  the  child 
without  requiring  any  direct  action  on  his  part,  e.g. 
‘‘This  is  a ball.”  “The  ball  is  red.”  “See  how  the  ball 
bounces.”  The  word  “ball”  is  stressed  slightly  and 
the  child  eventually  connects  the  movement  of  the 
lips  for  “ball”  with  the  object.  Then  the  child  is 
asked,  “Where  is  the  ball  ?”  By  that  time,  he  should 
be  able  to  reach  out  and  pick  it  up.  If,  however,  he 
hesitates,  the  teacher  takes  the  child’s  hand  and  puts 
it  on  the  ball.  Soon  after  the  child  is  taught  to  recog- 
nize the  written  form  of  the  word. 

The  same  procedure  is  taken  with  all  other  words 
introduced.  New  words  are  not  given  until  the  child 
definitely  knows  the  older  ones. 

Pictures  soon  replace  the  objects  and  the  question 
becomes,  “Where  is  the  picture  of  the  ball?”  Thus 
the  word  vocabulary  is  built  up. 

Along  with  this  is  the  lip-reading  and  silent-read- 
ing of  simple  commands  such  as : “Run,”  “Jump,” 
“Dance,”  “Bow,”  etc.  One  is  presented  at  a time 
and  the  child  is  shown  how  to  do  it.  He  learns  to 
read  these  commands  on  the  lips  and,  at  the  same 
time,  he  learns  the  written  form.  Phrases  and  sen- 
tences follow  as  soon  as  he  is  ready  for  them. 

As  in  lip-reading,  a great  deal  of  speech  must  be 
“put  into”  a child  before  he  can  be  expected  to  give 
anything  back.  He  will  probably  try  to  imitate  the 
words  given  him  in  lip-reading  as  he  has  had  his 
hands  on  the  teacher’s  face  and  has  felt  the  vibra- 
tions and  breath. 

Speech  work  is  started  with  the  colors,  red  and 
blue,  and  the  idea  that  these  colors  represent  voice 
and  breath  sounds  respectively.  When  the  child  can 
recognize  the  difference  between  voice  and  breath, 
nasal  voice  is  added.  All  this  is  done  with  the  child’s 
hands  on  the  teacher’s  face. 

The  early  work  in  speech  includes  the  teaching  of 
the  key  vowels,  long  “e,”  long  “o,”  and  long  “a.” 
These  vowels  represent  the  extremes  to  which  the 
tongue  must  go  in  saying  vowels.  If  a child  can  say 
these  vowels,  he  can  be  expected  to  say  all  other 
vowels  and  diphthongs. 

After  a while  the  child  should  attempt  to  give  back 
whole  words  through  imitation,  using  touch  and  any 
residual  hearing  he  might  have.  Individual  sounds 

Continued  on  page  66 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 

Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 

Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  George  I.  Higgins,  M.  D.,  Newport 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  John  A.  Caswell,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Samuel  R.  Webber,  M.  D.,  Calais 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 

Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Androscoggin 

Dr.  S.  Charles  Kasdon,  a practicing  obstetrician  in  Boston 
and  a member  of  the  research  staff  at  the  Cancer  Research 
Unit  of  the  New  England  Medical  Center  Hospital,  was  guest 
speaker  at  a meeting  of  the  Androscoggin  County  Medical 
Society,  December  21,  1950.  Dr.  Kasdon  gave  an  extremely 
valuable  and  interesting  resume  of  progress  in  obstetrical 
practice. 

Dr.  John  A.  James  was  elected  to  membership  at  this 
meeting. 


The  annual  meeting  of  the  Androscoggin  County  Medical 
Society  was  held  at  the  Central  Maine  General  Hospital, 
Lewiston,  January  18,  1951.  There  were  22  members  present. 

Dr.  George  E.  D.  Desaulniers  of  Lewiston  was  elected  to 
membership. 

The  following  Officers  were  elected  for  1951: 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston. 

Vice  President,  Alcid  F.  DuMais,  M.  D.,  Lewiston. 

Secretary-Treasurer,  Dean  Fisher,  M.  D.,  Lewiston. 

Councilor,  Bertrand  A.  Beliveau,  M.  D.,  Lewiston. 

Delegates  to  the  Maine  Medical  Association  (two  years)  : 
Romeo  A.  Beliveau,  M.  D.,  Lewiston,  and  Waldo  A.  Clapp, 
M.  D.,  Lewiston.  Alternates  (two  years)  : Eustache  N. 

Giguere,  M.  D.,  Lewiston,  and  Robert  A.  Frost,  M.  D., 
Auburn. 

Advisor  to  the  Woman’s  Auxiliary,  Ralph  A.  Goodwin, 
M.  D.,  Auburn. 

Dr.  Peter  Knapp,  Instructor  in  Psychiatry  at  the  Boston 
University  School  of  Medicine,  spoke  on  Methods  of  Man- 
agement of  Psychosomatic  Medical  Problems. 

Dean  Fisher,  M.  D., 
Secretary. 


Cumberland 

The  annual  meeting  of  the  Cumberland  County  Medical 
Society  was  held  at  the  Maine  General  Hospital,  December 
28,  1950.  It  was  preceded  by  an  excellent  clinic  prepared  by 
the  Resident  and  Attending  Staff  of  the  Hospital.  Following 
the  dinner  the  meeting  was  called  to  order  by  President 
Smith,  followed  by  the  reading  of  the  minutes  of  the  last 
meeting.  It  was  reported  by  the  secretary  that  the  Woman’s 
Auxiliary  wish  to  have  a joint  meeting  in  January. 

It  was  voted  that  Dr.  Edwin  W.  Gehring  be  appointed  to 
Senior  Membership  in  the  Society. 

The  report  of  the  Public  Relations  Committee,  relative  to 
the  proposal  made  from  the  Telephone  Answering  Service 
Bureau,  Inc.,  offering  the  free  service  of  one  of  their  tele- 
phone lines  if  the  Cumberland  County  Medical  Society  would 
prepare  a list  of  physicians  ready  to  make  emergency  calls, 
was  discussed.  The  Public  Relations  Committee  was  in- 
structed to  act  with  a similar  committee  from  the  Portland 
Medical  Club  to  work  out  a definite  plan  in  the  handling  of 
emergency  calls. 

The  annual  report  of  the  Secretary-Treasurer  was  read  and 
approved. 

The  following  Officers  were  elected  for  the  coming  year : 

President,  Theodore  M.  Stevens,  M.  D.,  Portland. 

Vice  President,  Paul  C.  Marston,  M.  D.,  Kezar  Falls. 

Secretary-Treasurer,  Ralf  Martin,  M.  D.,  Portland. 

Delegates  to  the  Maine  Medical  Association  (two  years)  : 
Charles  R.  Geer,  M.  D.,  Portland ; G.  E.  C.  Logan,  M.  D., 
Portland;  John  M.  Bischoffberger,  Naples;  and  Eugene  P. 
McManamy,  Portland.  Delegates  (one  year)  : Eugene  E. 
O’Donnell,  M.  D.,  Portland;  Richard  S.  Hawkes,  M.  D., 
Portland;  Joseph  E.  Porter,  M.  D.,  Portland;  and  George 

L.  Maltby,  M.  D.,  Portland.  Alternates  (two  years)  : Daniel 
F.  Hanley,  M.  D.,  Brunswick;  Henry  A.  Hudson,  M.  D., 
Bridgton ; Ralph  Heifetz,  M.  D.,  Portland ; and  Sydney  R. 
Branson,  M.  D„  South  Windham.  Alternates  (one  year)  : 
Francis  W.  Hanlon,  M.  D.,  Portland;  Edward  G.  Asherman, 

M.  D.,  Portland;  Richard  J.  Goduti,  M.  D.,  Portland;  and 
Barron  F.  Mclntire,  Jr.,  M.  D.,  Yarmouth. 

Public  Relations  Committee : George  I.  Geer,  M.  D„  Port- 
land; Philip  P.  Thompson,  Jr.,  M.  D.,  Portland;  and  Philip 
H.  McCrum,  M.  D.,  Portland. 
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You  Can  Assure . . . adequate  water , bulk , dispersion 


with  METAMUCIL... 


Smoothage  Therapy  in  Constipation 


Metamucil  does  not  interfere  with  the  digestion  or  the  absorption  of 
oil-soluble  vitamins;  is  nonirritating;  does  not  interfere  with  water  bal- 
ance; does  not  cause  straining  or  impaction. 

METAMUCIL®  is  the  highly  refined  mucilloid  of  Plantago  ovata  (50%), 
a seed  of  the  psyllium  group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent.  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


ADEQUATE  WATER... 

Metamucil  powder  is  taken  with 
a full  glass  of  cool  liquid  and  may 
be  followed  by  another  glass  of 
fluid  if  indicated.  This  assures  the 
desired  water  volume  conducive 
to  physiologic  peristalsis. 


ADEQUATE  BULK... 

Mixed  with  water,  Metamucil 
produces  a large  quantity  of  a 
bland,  plastic,  water-retaining 
bulk. 

ADEQUATE  DISPERSION.. 

This  bland  mass- mixes  intimately 
with  the  intestinal  contents  and  is 
extended  evenly  throughout  the 
digestive  tract. 


SEARLE 
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Dr.  William  Holt  of  Portland  showed  a new  color  and 
sound  film  on  the  Detection  of  Early  Gastric  Malignancy. 

Ralf  Martin,  M.  D., 

Secretary. 


Franklin 

The  annual  meeting  of  the  Franklin  County  Medical  So- 
ciety was  held  January  15,  1951. 

The  following  Officers  were  elected  for  the  coming  year : 
President,  Philip  B.  Chase,  M.  D.,  Farmington. 

Vice  President,  Wallace  H.  Duffy,  M.  D.,  Farmington. 
Secretary-Treasurer,  Paul  E.  Floyd,  M.  D.,  Farmington. 
Delegate  to  the  Maine  Medical  Association:  George  L. 
Pratt,  M.  D.,  Farmington.  Alternate:  Currier  C.  Weymouth, 
M.  D.,  Farmington. 

Board  of  Censors:  Currier  C.  Weymouth,  M.  D.  (3 

years),  Harry  Brinkman,  M.  D.  (2  years),  Herbert  M. 
Zikel,  M.  D.  (1  year). 

Paul  E.  Floyd,  M.  D., 
Secretary. 


Hancock 

The  annual  meeting  of  the  Hancock  County  Medical  Asso- 
ciation was  held  December  13,  1950. 

The  following  Officers  were  elected  for  1951: 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport. 

Vice  President,  Dwight  Cameron,  M.  D.,  Northeast 
Harbor. 

Secretary-Treasurer,  Joseph  H.  Hanson,  M.  D.,  Bar 
Harbor. 

Delegate  to  the  Maine  Medical  Association:  James  H. 
Crowe,  M.  D„  Bar  Harbor.  Alternate : Philip  L.  Gray, 
M.  D„  Blue  Hill. 

Board  of  Censors:  Lyman  C.  Burgess,  M.  D.  (1  year), 
Raymond  E.  Weymouth,  M.  D.  (2  years),  Herbert  T. 
Wilbur,  M.  D.  (3  years). 

Robert  O.  Kellogg,  M.  D.,  of  Bangor,  spoke  on  the  sub- 
ject, Pharmacology,  Physiology  and  Clinical  Application  of 
ACTH. 

The  first  meeting  of  the  Hancock  County  Medical  Society 
in  1951  was  held  January  10th  at  the  Hancock  House,  Ells- 
worth, Maine.  The  meeting  was  opened  at  8.15  P.  M.  with 
eighteen  members  present. 

Charles  F.  Branch,  M.  D.,  Pathologist  at  the  Central 
Maine  General  Hospital,  Lewiston,  presented  a very  instruc- 
tive paper  on  the  Etiology  of  Gall  Bladder  Disease. 

A brief  business  meeting  followed  the  scientific  program. 
The  secretary  announced  the  regulations  concerning  the 
Doctor  Draft  and  the  registration  January  15th.  There  was 
also  a discussion  relative  to  the  proposed  Blue  Shield  plan 
presented  by  the  Associated  Hospital  Service  of  Maine. 

Joseph  H.  Hanson,  M.  D., 

Secretary. 
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Kennebec 

The  annual  meeting  of  the  Kennebec  County  Medical 
Association  was  held  at  the  Augusta  State  Hospital,  Augusta, 
Maine,  December  14,  1950.  A very  fine  dinner  was  served 
by  the  Hospital  personnel.  There  were  forty-nine  members 
present. 

The  records  of  the  previous  meeting  were  read  and  ap- 
proved. 

It  was  voted  to  recommend  to  the  House  of  Delegates  of 
the  Maine  Medical  Association  in  June,  the  name  of  C.  H. 
Newcomb  of  Clinton  for  Senior  Membership. 

It  was  voted  to  approve  the  action  of  the  Council  of  the 
Maine  Medical  Association  in  approving  the  Hospital  Asso- 
ciation drive  for  legislative  support  for  funds. 

Harold  E.  Small,  M.  D.,  Chairman  of  the  Committee  for 
Resolutions  on  the  death  of  G.  R.  Campbell,  M.  D.,  of 
Augusta,  presented  the  following : 

Dr.  George  Russell  Campbell,  Dean  of  Augusta  Physi- 
cians, died  at  his  home  in  Augusta,  Maine,  on  February  27, 
1950. 

Dr.  Campbell  was  born  in  Waterville,  Maine,  April  20, 
1867,  the  son  of  Dr.  and  Mrs.  Henry  Campbell.  He  was 
a graduate  of  Coburn  Classical  Institute  and  Colby  Col- 
lege. He  received  his  Medical  Degree  from  Bowdoin 
Medical  College  in  1895. 

Dr.  Campbell  was  the  oldest  member,  in  years  of  service, 
of  the  Augusta  General  Hospital.  He  became  a staff  mem- 
ber in  1900  and  served  on  the  Honorary  Staff  during 
World  War  II. 

He  went  to  England  for  study  and  research  in  the  Lon- 
don hospitals  and  returned  to  Augusta  where  he  did  con- 
siderable work  in  Bacteriology  for  the  Augusta  State  Hos- 
pital. He  also  carried  on  an  extensive  practice  in  medicine 
and  surgery  in  Augusta. 

Dr.  Campbell  was  a member  of  the  Kennebec  County 
Medical  Society,  the  Maine  Medical  Association,  and  the 
American  Medical  Association.  In  non-professional  activi- 
ties he  was  a 32-degree  Mason. 

Dr.  Campbell  was  a skilled  practitioner  who  loved  people 
and  was  devoted  to  his  patients.  He  was  always  willing 
to  cooperate  with  other  physicians  in  any  way  he  could. 
He  had  a long  and  useful  life  and  his  presence  will  be 
greatly  missed. 

We,  the  members  of  the  Kennebec  Medical  Society  wish 
to  extend  to  his  widow  and  family  our  sincere  sympathy  in 
their  loss  and  ours. 

Respectfully  submitted, 

Harold  E.  Small,  M.  D.,  Chairman. 
R.  L.  Mitchell,  M.  D. 

It  was  voted  that  these  resolutions  be  accepted,  spread 
upon  the  records,  and  a copy  sent  to  the  survivors. 

The  annual  reports  of  the  Secretary-Treasurer  were  read 
and  accepted. 


WHY  DON’T  YOU 

GET  YOUR  PAY? 

Over  500  physicians  and  20  hospitals  have  increased  

their  incomes  by  placing  their  accounts  with  us  for  CLIP 

adjustment,  in  a humane,  honest  and  efficient  AND  MAIL 

^ , . . u , Without  obligation 

manner.  So  can  you  — let  us  tell  you  how.  ^ send  me  full  details  con- 

cerning  your  service. 
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The  following  Officers  were  elected  for  1951  : 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville. 

Vice  President,  Francis  H.  Sleeper,  M.  D.,  Augusta. 
Secretary-Treasurer,  A.  H.  Morrell,  M.  D.,  Augusta. 
Council:  M.  Tieche  Shelton,  M.  D.  (1  year),  Harold  E. 
E.  Small,  M.  D.  (2  years),  Charles  E.  Towne,  M.  D.  (3 
years) . 

Delegates  to  the  Maine  Medical  Association : Lorrimer 
M.  Schmidt,  M.  D.,  Togus;  George  J.  Robertson,  M.  D., 
Waterville;  Hugh  J.  Matthews,  M.  D.,  Gardiner;  Thomas  F. 
Fay,  M.  D.,  Augusta;  John  F.  Reynolds,  M.  D.,  Waterville. 
Alternates:  Robert  W.  Wilson,  M.  D.,  Togus;  Frederic  B. 
Champlin,  M.  D.,  Waterville;  Anthony  E.  Lepore,  M.  D., 
Gardiner;  Henry  A.  Brann,  M.  D.,  Augusta;  James  N. 
Shippee,  M.  D.,  Winthrop. 

Francis  H.  Sleeper,  M.  D.,  Superintendent  of  the  Augusta 
State  Hospital,  presented  a paper  on  “Maine’s  Problem  of 
Suicide.” 

A.  H.  Morrell,  M.  D„ 

Secretary. 


York 

The  annual  meeting  of  the  York  County  Medical  Society 
was  held  at  the  Henrietta  Goodall  Hospital,  Sanford,  Maine, 
January  10,  1951. 

The  following  Officers  were  elected  for  the  coming  year : 
President,  Melvin  Bacon,  M.  D.,  Sanford. 

Vice  President,  Edward  W.  Holland,  M.  D.,  Sanford. 
Secretary-Treasurer,  Charles  W.  Kinghorn,  M.  D.,  Kit- 
tery. 

Council : William  F.  Mahaney,  M.  D.,  Saco. 

Delegates  to  the  Maine  Medical  Association : Carl  E. 

Richards,  M.  D.,  Sanford;  Paul  S.  Hill,  M.  D.,  Saco;  Charles 
W.  Kinghorn,  M.  D.  Alternates:  James  H.  Macdonald, 
M.  D.,  Kennebunk;  Kenneth  J.  Cuneo,  M.  D.,  Kennebunk ; 
J.  Robert  Downing,  M.  D.,  Kennebunk. 

Censor : H.  Danforth  Ross,  M.  D.,  Sanford. 

Committee  on  Resolutions : E.  Paul  Webber,  M.  D.,  Frank 
W.  Barden,  M.  D.,  Joseph  R.  LaRochelle,  M.  D. 

Publicity : William  F.  Mahaney,  M.  D.,  Saco. 

C.  W.  Kinghorn,  M.  D., 

Secretary. 


New  Members 

Androscoggin 

John  A.  James,  M.  D. 

George  E.  D.  Desaulniers,  M.  D.,  Lewiston,  Maine. 

Knox 

Robert  H.  Bearor,  M.  D.,  North  Haven,  Maine. 

Barbara  G.  Luce,  M.  D .,  43  Park  St.,  Rockland,  Maine. 
Dorothy  Waterman , M.  D.,  Friendship,  Maine. 

Richard  Waterman,  M.  D.,  Friendship,  Maine. 

V crla  Worthing,  M.  D.,  Thomaston,  Maine. 

Penobscot 

Frank  S.  Damazo,  M.  D.,  Corinna  Maine. 

Frederick  C.  Emery,  M.  D.,  3 Third  St.,  Bangor,  Maine. 

Frances  L.  Inglee,  M.  D.,  4 North  Fourth  St.,  Old  Town, 
Maine. 

Carl  W . Irwin,  M.  D.,  316  State  St.,  Bangor,  Maine. 

York 

V.  Dunton  Drummond , M.  D.,  Buxton,  Maine. 

Louis  C.  Lesieur,  M.  D.,  6 Beach  St.,  Saco,  Maine. 


Advertisement 

From  where  I sit 

Joe  Marsh 



Watch  Out  For 
The  “Blind  Spots'7 

Stopped  by  Squint  Miller's  farm 
the  other  day  and  saw  a vinegar  bottle 
in  his  kitchen  with  an  oversized 
cucumber  inside  it.  The  cucumber 
filled  the  whole  bottle. 

“What’s  a cucumber  doing  in  there?” 

I asked  him.  “That’s  my  ‘blind  spot’ 
reminder,”  says  Squint.  “My  grand- 
mother kept  one  in  her  kitchen  to  re- 
mind her  to  take  stock  of  herself  now 
and  then. 

“I  slipped  the  bottle  over  the  cu- 
cumber when  it  was  just  starting  to 
grow  on  the  vine,"  he  went  on.  “ And 
like  certain  viewpoints  we  acquire, 
not  noticed,  it  just  grew  and  grew — 
now  it’s  there  to  stay." 

From  where  I sit,  we  could  all  take 
a cue  from  Squint  and  watch  out  for 
our  own  “blind  spots.”  Sometimes  we 
impose  our  views  on  our  neighbor  with- 
out thinking  of  his  rights  as  an  Ameri- 
can—his  right  to  follow  his  profes- 
sion where  and  how  he  chooses,  or 
say,  his  right  to  enjoy  a glass  of  beer. 
No  more  “blind  spots”  if  we  keep  our 
eyes— and  minds — open! 


Copyright,  1951,  United  States  Brewers  Foundation 
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BIRTOHER 

BLENDTOME 


Frequent  necessity  of  cervical  repair 
suggests  the  practicality  of  having  a BLEND- 
TOME  ELECTROSURGICAL  Unit  in  the  office 
or  clinic.  With  this  instrument,  the  doctor  is 
enabled  to  do  a smoother  cervical  conization.  The 
BLENDTOME  cuts  and  coagulates  simultane- 
ously with  a blended  current.  Scar  and  other  tis- 
sue is  cut  through  quickly  and  easily;  blood  and 
lymph  vessels  are  almost  instantly  sealed.  The 
cleaner  field  results  in  reduced  trauma  and  opera- 
tive shock,  smoother  convalescence  and  more 
rapid  healing. 

The  Birtcher  BLENDTOME  was  designed  for 
use  in  the  doctor’s  office  or  private  clinic.  It  pro- 
vides electrosurgery  for  all  but  the  strictly  major 
cases.  There  are  many  everyday  uses  for  the 
BLENDTOME  - any  case  indicating  fast  and 
sure  cutting  with  simultaneous  sealing  off  of 
blood  and  lymph  vessels. 

Consider  how  much  more  you  would  be  able 
to  do  with  the  ease,  timesaving  and  effective- 
ness of  a Birtcher 
BLENDTOME  in 
your  own  office. 

Write  for  litera- 
ture. 


THE  BIRTCHER  CORPORATION 


| To:  The  BIRTCHER  Corp.,  Dept.  MA2-51  j 

5087  Huntington  Dr.,  Los  Angeles  32,  Calif. 

Please  send  me,  by  return  mail,  free  brochure  I 
on  the  portable  Blendtome  Electrosurgical  Unit.  | 

| Dr | 

j Street > 

j City -State 

L . — — — 


NEWS  AND  NOTES 

Fourth  Annual  Postgraduate  Course  in  Diseases  of 
the  Chest 

The  Fourth  Annual  Postgraduate  Course  in  Diseases 
of  the  Chest  sponsored  by  the  American  College  of  Chest 
Physicians,  Pennsylvania  Chapter  and  the  Laennec  Society 
of  Philadelphia,  will  be  presented  at  the  Hotel  Warwick, 
Philadelphia,  Pennsylvania  March  26-30,  1951. 

This  course  will  emphasize  the  recent  developments  in  all 
aspects  of  the  diagnosis  and  treatment  of  chest  disease.  The 
course  is  open  to  all  physicians;  however,  the  number  of 
registrants  will  be  limited.  The  tuition  fee  is  $50.00  and 
applications  will  be  accepted  in  the  order  in  which  they  are 
received.  Applications  should  be  sent  to  the  American  Col- 
lege of  Chest  Physicians,  500  North  Dearborn  Street,  Chi- 
cago 10,  Illinois. 

Philadelphia  Postgraduate  Course  Committee 
Chevalier  L.  Jackson,  M.  D.,  Chairman 
Leon  H.  Collins,  M.  D.,  Vice  Chairman 
Katherine  R.  Boucot,  M.  D.  J.  Antrim  Crellin,  M.  D. 
Louis  Cohen,  M.  D.  Burgess  Gordon,  M.  D. 

Robert  V.  Cohen,  M.  D.  William  A.  Lell,  M.  D. 

David  A.  Cooper,  M.  D.  Esmond  R.  Long,  M.  D. 

Martin  J.  Sokoloff,  M.  D. 

J.  Winthrop  Peabody,  M.  D.,  ex-officio 
Edward  Lebovitz,  M.  D.,  ex-officio 


Gastro-Intestinal  Bleeding  Associated  with  Hiatus  Hernia 
Continued  from  page  AS 

7.  Portis,  S.  A. : Discussion  of  Paper  by  D.  S.  Beilin  on 
Diaphragmatic  Hernia  of  the  Stomach.  Radiology,  37  :68 
(July),  1941. 

8.  Case  Records  of  Mass.  Gen.  Hosp.  N.  E.  M.  J.,  230  :522 
(April  27),  1944. 

9.  Putney,  F.  J. : Thoracic  Stomach  Produced  by  Esopha- 
geal Hiatus  Hernia  and  Congenital  Short  Esophagus. 
Ann.  Int.  Med.,  28:1094  (June),  1948. 


The  Speech  and  Lip-Reading  Clinic  at  Thayer  Hospital 
Continued  from  page  61 

that  are  given  incorrectly,  or  not  given  at  all,  must  be 
worked  on.  It  is  better  for  a child  to  have  a few 
sounds  well  learned  than  to  have  many  poorly  learned. 

The  clinic  is  extremely  fortunate  in  having  a group 
hearing-aid.  It  is  used  at  all  possible  times  in  order 
to  use  profitably  any  hearing  that  may  be  present,  to 
train  the  child  to  discriminate  gross  sounds,  music 
and  voice,  and  to  enable  him  to  learn  the  rhythm  of 
speech. 

A small  child’s  attention  span  is  limited.  We  go 
from  one  thing  to  another  quickly  and  we  tell  stories, 
play  games  and  dramatize  simple  situations  in  be- 
tween formal  teaching. 

The  parents  work  at  home  each  day  with  the  child, 
lepeating  all  that  has  gone  on  at  the  clinic.  This 
work  of  the  parents  is  absolutely  necessary.  It  main- 
tains the  child’s  awareness  of  speech  and  language, 
gives  him  a feeling  of  success  before  the  teacher  and, 
above  all,  enables  him  to  learn  new  things  more 
quickly. 
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DIFFERENTIAL  DIAGNOSIS  OF  GASTRIC  LESIONS  FROM  CELLS  OBTAINED  BY 

STOMACH  ASPIRATION* 

Joseph  Porter,  M.  D.,f  Jack  Spencer,  M.  D.,$  Elton  R.  Blaisdell,  M.  D.,**  John  F.  Appel,  M.  D.,** 
and  Stanley  E.  Herrick,  Jr.,  M.  D.,**  Maine  General  Hospital,  Portland,  Maine 


Since  Papanicolaou  and  Traut,  in  1943,  demon- 
strated the  relative  reliability  of  the  cytologic  diag- 
nosis of  uterine  cancer,  a revived  and  widening 
interest  has  developed  in  the  field  of  exfoliative 
cytology.  Numerous  reports  have  dealt  with  the 
diagnosis,  by  this  means,  of  neoplasms  of  the  female 
genital  tract,  as  well  as  of  the  pulmonary  and  urinary 
tracts,  the  serous  cavities,  and  the  upper  gastroin- 
testinal tract.  Application  of  the  method  is  being  ex- 
tended to  include  the  study  of  such  materials  as 
ocular  tumors,  spinal  fluids  and  rectal  swabbings.1 

Published  data  have  been  encouraging.  The  value 
of  Papanicolaou  smears  is  established  as  an  adjunct 
to  other  means  of  gynecologic  diagnosis.  A high 
accuracy  is  claimed  in  the  diagnosis  of  lung  cancer  (by 
examination  either  of  expectorated  sputum  or  material 
aspirated  through  the  bronchoscope),  and  urinary 
tract  neoplasms.  The  diagnosis  of  gastric  carcinoma 
by  study  of  exfoliated  cells  has  received  somewhat 
less  attention,  though  several  excellent  papers  on  this 
subject  have  recently  been  published. 

Two  outstanding  features  of  the  natural  history 
of  carcinoma  of  the  stomach  are  maximal  occurrence 
and  minimal  cure.  This  lesion  is  among  the  most 

* Read  at  the  96th  Annual  Session  of  the  Maine  Medical 
Association,  June,  1950. 

**  Department  of  Internal  Medicine. 

t Department  of  Pathology. 

t Department  of  Roentgenology. 


frequent  of  malignancies  and  offers  at  present  only 
a (maximum)  6.5  per  cent  chance  of  survival  for 
five  years.  The  poor  prognosis  is  undoubtedly  a 
function  of  the  fact  that  cancer  of  the  stomach  is 
usually  moderately  advanced  before  it  produces  any 
symptoms  at  all.2  It  is  therefore  reasonable,  as  has 
been  frequently  pointed  out,  that  any  possible  aid  to 
diagnosis  be  thoroughly  evaluated.  The  Papanicolaou 
procedure  has  been  thought  to  offer  such  aid  by 
several  groups  of  workers. 

Block  et  al.3  at  the  University  of  Michigan  ex- 
amined the  gastric  juice  of  278  patients  who  had  gas- 
trointestinal complaints.  With  the  diagnosis  based 
upon  clinical  evidence,  86  per  cent  of  smears  from 
patients  thought  not  to  have  cancer  were  negative, 
while  40  per  cent  from  patients  thought  to  have  cancer 
were  positive.  When  histologic  evidence  was  con- 
sidered, these  figures  were  reduced  respectively  to  72 
per  cent  and  35  per  cent. 

Richardson,  Queen  and  Bishop,4  employing  the 
technique  of  paraffin — embedding  gastric  washings, 
attempted  to  classify  the  cytohistolic  preparations 
thus  obtained  under  four  headings : cancer,  ulcer, 
gastritis,  normal.  They  report  a study  of  78  patients 
in  whom  a diagnosis  was  made  by  operation,  autopsy 
or  clinical  course.  With  this  method  they  were  able 
to  identify  correctly  48.1  per  cent  of  cancers,  83.3  per 
cent  of  ulcers,  66.7  per  cent  of  gastritides  and  61.1 
per  cent  of  normal  stomachs.  One  of  their  cases  of 
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correctly  diagnosed  cancer  is  particularly  interesting 
in  that  the  neoplasm  proved  to  be  1 mm.  in  size  and 
situated  in  the  margin  of  an  ulcer. 

Swarts  and  his  co-workers5  found  a high  incidence 
of  poor  smear  preparations  in  67  cases  of  proven 
cancer  of  the  stomach,  the  incidence  being  49  per 
cent.  Comparing  this  figure  with  25  per  cent  of  un- 
satisfactory preparations  in  cases  in  which  cancer 
was  absent,  a difference  was  seen  which  is  felt  by  the 
authors  to  be  very  significant.  They  list  the  factors 
responsible  for  unsatisfactory  preparations  as:  (1) 
Large  extensive  tumors  with  much  necrosis;  (2) 
Obstruction  of  cardia  or  pylorus;  (3)  Very  anaplas- 
tic carcinoma.  Of  34  proven  cases  of  cancer  of  the 
stomach  in  which  smears  were  satisfactory,  cytologic 
diagnosis  was  correct  in  44  per  cent. 

Graham,  Ulfelder  and  Green,2  early  in  1948  were 
able  to  reach  a 62.5  per  cent  accuracy  in  identifying 
carcinoma,  obtaining  15  positive  smears  from  24  pa- 
tients with  cancer.  Somewhat  later  in  that  year,  in- 
troducing a technique  of  aspiration  which  we  have 
since  in  the  main  adopted,  Ulfelder,  Graham  and 
Meigs  reported  correct  smears  in  12  of  14  patients 
with  cancer  of  the  stomach.6 

We  have  been  interested  in  this  problem  for  the 
past  17  months,  during  which  period  63  examinations 
have  been  performed  on  57  patients.  Three  exami- 
nations produced  unsatisfactory  smears  for  a per- 
centage of  4.7.  No  re-examinations  were  possible  in 
these  three  patients,  so  54  patients  were  examined 
satisfactorily  a total  of  60  times. 

The  specimens  for  examination  were  obtained  by 
a technique  which  is  simple  but  somewhat  time-con- 
suming. We  have  felt  that  each  procedure  should 
be  handled  by  only  one  person  up  to  the  point  where 
the  smears  are  placed  in  fixative,  thus  eliminating 
delay.  As  Ulfelder  has  pointed  out,  if  there  is  more 
than  half  an  hour’s  delay  in  fixing  the  specimen,  the 
cells  are  digested  and  no  definite  cellular  characteris- 
tics can  be  identified.  A new  or  pressure-washed 
Levine  tube  with  extra  perforations  extending  about 
14  inches  from  the  distal  end,  is  introduced  through 
the  nose  of  a fasting  patient  well  into  the  stomach. 
Gastric  content  is  aspirated  for  the  first  specimen. 
100  c.c.  of  normal  saline  are  introduced  into  the 
stomach  and  allowed  to  remain  5 minutes  while  the 
patient’s  position  in  bed  is  frequently  changed.  The 
stomach  is  emptied  again  for  the  second  specimen. 
Both  specmiens  are  immediately  centrifuged  for  15 
minutes  at  about  2000  r.p.m.  The  sediment  is  then 
smeared  on  6 slides  prepared  with  egg  albumin,  fol- 
lowing which  the  smears  are  fixed  in  a mixture  of 
half  95  per  cent  ethyl  alcohol  and  half  ethyl  ether. 
The  Papanicolaou  stain  is  then  employed,  and  all 
slides  are  completely  searched  for  abnormal  cells. 

All  63  specimens  were  collected  by  two  of  us,  in- 
suring a uniformity  of  technique.  A minimum  of 
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time  was  permitted  to  elapse  between  the  collecting 
and  fixing  of  the  specimen.  We  feel  that  these  fac- 
tors account  in  great  measure  for  the  large  percentage 
of  satisfactory  smears  that  was  obtained.  When 
obstruction  of  the  stomach  was  present,  a period  of 
preliminary  drainage  preceded  the  actual  aspirations. 
All  of  the  smears  were  examined  by  one  of  us(J.  P.), 
or  by  Doctor  Franklin  F.  Ferguson.  In  addition 
several  smears  were  examined  by  Dr.  George 
Papanicolaou  and  his  associates. 

Although  it  is  not  within  the  province  of  this  paper 
to  discuss  gastric  cytology  in  detail,  a brief  review  of 
the  essential  features  may  be  desirable.  Most  of  the 
cells  seen  in  gastric  secretion  do  not  desquamate  from 
the  gastric  mucosa,  but  rather  are  shed  from  the 
upper  alimentary  and  respiratory  tracts  and  subse- 
quently swallowed.  The  most  numerous  cells  are 
large,  flat  squamous  epithelial  cells.  (Figure  I)  Col- 


FIGURE  I 

Large  squamous  epithelial  cells  are  the  most  numerous  nor- 
mal cells  in  a gastric  smear.  A clump  of  tumor  cells  with 
hyperchromatic  nuclei  is  seen  in  the  upper  portion  of  the 
photograph. 

umnar  cells  may  come  from  the  gastric  mucosa  or 
from  the  respiratory  tract.  Distinction  is  often 
possible  on  the  basis  of  size  and  shape  of  cytoplasm 
and  nucleus,  and  sometimes  by  the  presence  of  cilia, 
indicating  a respiratory  origin.  The  typical  smear 
also  contains  leukocytes  and  histiocytes.  Actually 
cells  originating  from  the  gastric  mucosa  are  rela- 
tively few  in  number.  In  general  malignant  cells 
show  rather  indistinct  cytoplasm  without  good  cellu- 
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FIGURE  II 

A group  of  malignant  cells  showing  sharp  nuclear  borders 
produced  by  abnormal  chromatin  arrangement. 

lar  borders.  Nuclei  are  glazed  and  dark  in  appear- 
ance ; and  the  chromatin  arrangement  is  abnormal, 
often  being  concentrated  at  the  periphery  to  produce 
a sharp  nuclear  border.  (Figures  II  and  III)  Nucle- 
oli are  often  prominent.  Nuclei  may  vary  markedly 
in  size  and  shape.  Occasionally  giant  forms  are  pro- 
duced.7 (Figure  IV) 

Results : Of  the  54  patients  examined,  the  diag- 
nosis of  carcinoma  of  the  stomach  was  definitely  es- 
tablished, by  laparotomy  or  autopsy,  in  11.  In  4 
other  patients  quite  unequivocal  roentgenologic  evi- 
dence of  stomach  cancer,  the  presence  of  tumor  cells 
in  ascitic  fluid  or  other  evidence  of  peritoneal  involve- 
ment (rectal  shelf),  and  a corroborative  clinical 
course  were  felt  to  be  adequate  proof  of  the  diag- 
nosis. Thus  there  were  15  cases  of  proven  cancer  of 
the  stomach  in  the  series.  In  the  remaining  39  pa- 
tients carcinoma  was  excluded.  The  exclusion  was 
made  in  22  patients  by  findings  at  laparotomy  or 
autopsy,  and  in  17  patients  on  clinical  and  roent- 
genologic grounds. 

Of  the  15  patients  with  proven  carcinoma,  smears 
were  positive  in  8 or  53.3  per  cent.  One  smear  (6.7 
per  cent)  was  doubtful,  while  6 smears  (40  per  cent) 
were  falsely  negative. 

Of  the  39  patients  without  cancer  of  the  stomach 
34  or  87.2  per  cent  showed  negative  smears.  The 


FIGURE  III 

These  malignant  cells  possess  somewhat  indistinct  cyto- 
plasm. Nuclei  are  glazed  and  dark  in  appearance. 


FIGURE  IV 

A giant  malignant  cell  (Case  2). 
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smears  of  4 (10.3  per  cent)  were  doubtful,  while  1 
(2.5  per  cent)  showed  falsely  positive  smears. 

Two  patients  from  the  “non-cancer”  group  are  of 
considerable  interest.  From  one  a doubtful  smear, 
and  from  the  other  a positive  smear  was  obtained, 
each  being  considered  an  error  in  cytologic  diagnosis. 
The  first  (doubtful)  patient  died  6 months  after  the 
gastric  aspiration  was  performed.  Autopsy  revealed 
a normal  stomach,  but  the  presence  of  a small  bron- 
chogenic carcinoma  previously  unsuspected  from 
clinical  or  chest  X-ray  findings.  It  is  postulated  that 
the  atypical  gastric  cells  labeled  “doubtful,”  actually 
represented  swallowed  bronchogenic  cancer  cells. 
The  second  (positive)  patient,  age  44,  had  roent- 
genologic evidence  of  a suspiciously  large  ulcer  on 
the  lesser  gastric  curvature.  The  initial  Papanicolaou 
smear  was  positive,  but  a repeat  examination  was 
negative.  Following  gastrectomy  one  year  ago 
numerous  sections  made  of  the  ulcer,  and  of  appar- 
ently uninvolved  portions  of  the  stomach,  were  nega- 
tive for  cancer.  Recently  Dr.  Papanicolaou  examined 
these  smears,  placing  them  in  Class  III  (suspicious) 
and  remarking  that  the  cells  may  have  had  a respira- 
tory origin.  The  patient  was  carefully  re-examined, 
the  only  significant  finding  being  a density  in  his 
right  nasal  antral  sinus  by  X-ray.  At  surgical  ex- 
ploration this  lesion  proved  to  be  a benign  cyst.  Thus 
the  origin  of  these  cells  remains  unexplained,  and  the 
smear  is  considered  a false  positive  (since  it  was  so 
classified  in  this  hospital). 

Our  findings  with  the  Papanicolaou  procedure  are 
compared  with  the  results  of  X-ray  examination  in 
Table  I. 

TABLE  I 

Diagnosis  Accuracy 


54  patients  X-ray 

Cancer  Positive  — 12  (80%) 
15  patients  Doubtful — 3 (20%) 
Negative—  0 


Papanicolaou  Smear 
Positive  — 8 (53.3%) 
Doubtful — 1 (6.7%) 
Negative — 6 (40%) 


No  Cancer  Negative — 24(61.5%)  Negative — 34  (87.2%) 

39  patients  Doubtful — 9 (23.1%)  Doubtful — 4 (10.3%) 

Positive  — 6 ( 15.41%)  Positive  — 1 (2.5%) 


These  data  suggest  that  when  cancer  is  present  the 
X-ray  diagnosis  is  approximately  twice  as  reliable  as 
the  smear,  since  no  false-negative  X-ray  examination 
was  reported,  while  40  per  cent  of  the  smears  were 
found  to  be  false  negatives.  However,  the  single 
false-positive  smear  indicates  what  other  authors 
have  emphasized,  namely  that  the  finding  of  abnor- 
mal cells  in  the  stomach  is  of  significance  and  should 
lead  to  exhaustive  study  to  exclude  or  verify  the 
presence  of  carcinoma. 

In  the  group  without  cancer,  it  appears  that  the 
Papanicolaou  smear  was  more  reliable  than  X-ray  in 
ruling  out  this  disease.  However,  again,  the  rela- 
tively high  incidence  of  false-negative  smears  indi- 
cates definitely  that  cancer  should  not  be  excluded  on 


the  basis  of  the  smear  alone.  In  short,  in  the  absence 
of  other  evidence  for  or  against  carcinoma,  we  would 
not  recommend  laparotomy  solely  on  the  basis  of  a 
positive  smear,  nor  would  we  consider  the  disease  to 
be  ruled  out  on  the  basis  of  a negative  smear. 

The  combination  of  positive  X-ray  and  positive 
smear  would  seem  to  point  very  strongly  to  a diag- 
nosis of  cancer,  the  smear  serving  as  corroborative 
evidence  for  the  roentgenologic  findings. 

The  following  cases  illustrate  the  manner  in  which 
X-ray  examination  and  Papanicolaou  smear  may 
supplement  each  other  : 

Case  1.  73-year-old  woman  with  intermittent  ab- 
dominal pain  for  2^4  years.  On  physical  examination 
there  was  left  upper  quadrant  tenderness.  X-ray 
(Figure  V)  revealed  a shelf  of  barium  in  the  cardia 


FIGURE  V 


Gastric  lesion  in  Case  1.  X-ray  impression  was  ulcerative 
carcinoma.  Papanicolaou  smear  negative.  At  surgery  benign 
ulcer  found. 

along  the  lesser  curvature.  An  irregular  2 c.m.  crater 
with  a nodular  defect  below  it  was  also  noted.  The 
impression  was  ulcerative  carcinoma.  Papanicolaou 
smear  was  negative.  At  surgery  a benign  3 c.m.  ulcer 
was  found. 

Case  2.  72-year-old  woman  with  feeling  of  ab- 
dominal fullness,  vomiting,  weakness  and  weight  loss. 
Ascites  was  present.  X-ray  (Figure  VI)  showed 
definite  narrowing  in  the  lower  third  of  the  stomach 
with  75  per  cent  retention.  The  impression  was  ex- 
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FIGURE  VI 

Gastric  lesion  in  Case  2.  X-ray  impression  was  carcinoma. 
Papanicolaou  smear  positive.  Paracentesis  fluid  positive  for 
tumor  cells. 

tensive  carcinoma.  Papanicolaou  smear  was  positive, 
containing  a giant  cell  shown  in  Figure  IV.  At  para- 
centesis malignant  cells  were  discovered  on  blocks 
prepared  from  the  abdominal  fluid.  No  operation. 

Case  3.  77-year-old  man  with  fever  and  chills  for 
3 weeks.  No  gastro-intestinal  symptoms  except  slight 
“gas”  for  2 weeks.  Persistent,  unexplained  fever 
while  in  hospital.  X-ray  (Figure  VII)  : Intrinsic 
gastric  lesion  in  region  of  the  cardia,  suggesting 
lymphoma.  Papanicolaou  smear  was  positive.  At 
laparotomy  a large  fungating  mass  was  found  on  the 
posterior  wall  of  the  stomach  in  the  cardia.  Biopsy 
showed  it  to  be  a poorly  differentiated  carcinoma. 

We  cannot  account  for  our  failure  to  find  tumor 
cells  in  the  6 cases  falsely  reported  negaitve,  except 
that  in  one  of  these  the  lesion  was  a lymphoma  and 
in  another  a scirrhous  carcinoma.  Both  of  these 
forms  of  tumor  have  been  stated  by  previous  au- 
thors6’ 7 to  be  difficult  to  diagnose  cytologically. 

Summary 

Data  obtained  from  the  cytologic  examination  of 
gastric  contents  of  54  patients  are  presented.  The 
Papanicolaou  smear  was  correctly  positive  in  53.3 
per  cent  of  patients  with  carcinoma  of  the  stomach 
and  correctly  negative  in  87.2  per  cent  of  patients 
without  carcinoma  of  the  stomach.  This  procedure 
appears  to  be  chiefly  of  value  as  corroborative  evi- 


FIGURE VII 

No  gastro-intestinal  symptoms  except  mild  “gas.”  The 
gastric  lesion  suggested  lymphoma  to  the  roentgenologist. 
Papanicolaou  smear  positive.  At  operation  a large  fungating 
undifferentiated  carcinoma  found  on  the  posterior  stomach 
wall  in  the  cardia. 

dence  for  clinical  and  roentgenologic  data.  The  pres- 
ence of  tumor  cells  in  a smear  is  of  significance  and 
should  lead  to  exhaustive  study  to  exclude  cancer  of 
the  stomach.  Absence  of  tumor  cells,  per  se,  does  not 
exclude  carcinoma. 

We  are  grateful  to  Miss  Catherine  Berry  for  her 
assistance  in  preparing,  screening  and  photographing 
the  smears. 

Expenses  incident  to  this  study  have  been  partially 
defrayed  by  a gift  from  the  Mary  Dexter  Fund,  Inc., 
Providence,  R.  I. 
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RESPIRATORY  COMPLICATIONS  OF  ACUTE  POLIOMYELITIS:  OBSERVATION 
OF  149  CASES  AT  A COMMUNITY  HOSPITAL* 


Sidney  Curelop,  M.  D.,**  and  Harold  A.  Braun,  M.  D.*** 


Respiratory  impairment  is  responsible  for  the 
major  therapeutic  problems  as  well  as  much  of  the 
mortality  of  acute  poliomyelitis.  In  this  disease  in- 
terference with  efficient  respiration  and  consequent 
threatening  of  life  is  dependent  upon  nerve  cell  dam- 
age in  one  or  more  of  three  anatomic  sites : the 
cervico-dorsal  segments  of  the  spinal  cord,  the  cranial 
nerve  nuclei  and  the  respiratory  center.  Thus,  in- 
adequate ventilation  may  result  from  poor  chest  ex- 
pansion and  diaphragmatic  descent ; from  airway 
obstruction  due  to  pharyngeal  pooling  of  secretions 
and  vocal  cord  paralysis ; from  abnormal  rate, 
rhythm  or  depth  of  respiratory  effort,  or  from  any 
combination  of  these  three. 

The  primary  purpose  of  this  report  is  to  review 
certain  features  of  inefficient  respiration  as  they  were 
observed  during  the  hospitalization  of  149  cases  of 
acute  poliomyelitis  at  the  Eastern  Maine  General 
Hospital  during  1949,  and  to  discuss  some  aspects  of 
therapy  based  on  these  observations. 

Abortive  poliomyelitis  by  definition1  is  impossible 
to  diagnose  with  accuracy.  No  cases  are  included  in 
our  figures. 

Several  patients  who  probably  had  mild,  non- 
paralytic poliomyelitis  have  been  excluded  from  this 
series  because  of  an  inadequate  record  of  symptoms, 
physical  or  laboratory  findings.  Thus  all  of  the  non- 
paralytic cases  included  below  had  in  addition  to  a 
history  and  physical  examination  characteristic  of 
poliomyelitis,  elevation  of  the  spinal  fluid  white  cells 
(above  12  per  cu.  mm.)  and/or  protein  (above  50 
mg.  per  100  ml.). 

No  case  was  classed  as  paralytic  unless  definite 
muscle  weakness  was  apparent  a week  or  ten  days 
after  the  onset  of  signs  and  symptoms  of  central 
nervous  system  involvement.1 

A diagnosis  of  bulbar  involvement  was  not  made 
unless  definite  and  more  than  fleeting  cranial  nerve 
weakness  was  apparent. 

Certain  data  are  presented  briefly  to  characterize 
the  epidemic.  The  age  incidence  is  shown  in  Table 
1.  The  fact  that  over  one-half  of  the  patients  were 
more  than  14  years  of  age  illustrates  the  increasing 
importance  of  poliomyelitis  as  a disease  of  adults 
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TABLE  1 

Distribution  of  All  Cases  and  of  Paralytic  Cases 
According  to  Age  Group 


0-4 

5-9 

10-14 

15-19 

20-24 

above 

Number 
Per  Cent  of 

23 

28 

21 

21 

18 

38 

149  Cases 
Number 

15.4 

19.4 

14.0 

14.0 

12.0 

25.4 

Paralytic 
Per  Cent  of 
93  Paralytic 

13 

18 

12 

13 

15 

22 

Cases 

13.7 

20.6 

12.7 

13.7 

16.0 

23.4 

and  may  reflect  the  rural  nature  of  the  population 
which  this  hospital  serves. 

Paralysis  was  present  in  93  patients,  62%  of  the 
total.  Of  these,  4 had  no  extremity  weakness  and 
27  had  slight  or  moderate  weakness  in  only  one  ex- 
tremity. The  remaining  62  (67%  of  the  paralytic 
cases)  had  involvement  in  one  extremity  or  multiple 
extremity  involvement.  The  distribution  of  the 
paralytic  cases  in  various  age  groups  closely  paral- 
lels the  distribution  of  all  the  cases  among  these 
groups. 

Two  patients  (1.3%)  died.  Both  were  respirator 
cases.  One  was  not  admitted  on  the  poliomyelitis 
service  and  had  diabetes  complicated  by  periods  of 
hypoglycemia  and  terminal  gastrointestinal  bleeding. 
Autopsy  was  not  performed.  The  other  fatal  case  is 
reported  in  the  section  discussing  tracheotomy. 

Bulbar  involvement  occurred  in  12  patients 
(8.1%).  Three  of  the  bulbar  patients  presented  no 
airway  problem  since  they  had  weakness  only  of  the 
upper  group  of  cranial  nerves.  The  remaining  9 of 
the  bulbar  group  presented  a therapeutic  problem 
due  to  impairment  of  cranial  nerves  IX,  X,  XI,  or 
XII  and  required  postural  drainage,  suction  and  ab- 
stention from  oral  feedings.  Five  of  these  were 
respirator  patients. 

Tracheotomy  was  performed  in  two  cases.  The 
first  was  an  11 -year-old  boy  who  entered  on  the  third 
day  of  disease  with  nasal  speech  and  regurgitation  of 
fluids  and  a deviated  uvula.  Because  of  increasingly 
shallow  respirations  he  was  placed  in  a respirator  on 
the  second  hospital  day.  There  was  no  difficulty 
maintaining  an  apparently  clear  airway  but  after 
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several  hours  of  increasing  restlessness  he  became 
cyanotic  and  a tracheotomy  was  done  6 hours  after 
mechanical  respiration  was  established.  There  was 
marked  and  dramatic  improvement  thereafter  and  he 
was  removed  from  the  respirator  17  days  later. 

The  second  tracheotomized  patient  was  a 50-year- 
old  man  who  had  minor  difficulty  swallowing  when 
admitted  on  the  third  day  of  disease.  On  the  third 
hospital  day  he  became  confused,  sweaty  and  drowsy. 
Respirations  became  increasingly  shallow  and  irregu- 
lar and  he  was  placed  in  a respirator.  He  coordinated 
poorly  with  the  machine  but  when  removed,  rapidly 
became  apprehensive  and  had  barely  perceptible  chest 
expansion.  There  was  no  difficulty  in  preventing 
accumulation  of  pharyngeal  secretions  and  he  was 
allowed  to  have  sips  of  water  until  mild  pooling  was 
noted  after  he  had  been  in  the  machine  27  hours. 
Three  hours  later  he  suddenly  became  cyanotic  and 
had  obvious  upper  airway  obstruction.  Extraocular 
muscle  palsies  and  left  facial  weakness  were  appar- 
ent. Tracheotomy  was  done  and  large  amounts  of 
mucous  were  suctioned  from  the  tracheobronchial 
tree.  His  color  improved  but  he  remained  slightly 
cyanotic,  comatose  and  died  8 hours  after  trache- 
otomy was  done. 

Autopsy  revealed  right  lower  lobe  pneumonia  and 
very  little  mucous  in  the  tracheobronchial  tree.  His- 
tologic changes  of  poliomyelitis  were  apparent 
throughout  the  spinal  cord  and  brain,  with  marked 
destruction  in  the  reticular  substance  of  the  medulla. 
(This  case  has  been  previously  reported  in  detail.2 

This  patient  provided  clinical  and  histologic  evi- 
dence of  respiratory  center  damage.  In  retrospect, 
he  would  have  had  a better  chance  for  survival  if 
fluids  had  been  prohibited  after  his  difficult  swallow- 
ing first  became  significant  on  the  second  hospital 
day.  Stupor,  confusion,  cyanosis  and  apprehension 
in  a respirator  patient  with  involvement  of  the  lower 
group  of  cranial  nerve  nuclei  should  have  been  con- 
sidered indication  for  earlier  tracheotomy. 

The  respirator  was  used  for  24  patients,  an  inci- 
dence of  16%.  Both  of  the  deaths  were  in  this  group. 
Two  patients  are  still  using  the  machine  part  of  the 
time,  290  and  275  days  respectively  after  the  onset 
of  the  disease. 

Observation  of  these  respiratory  complications  at 
the  time  of  the  outbreak,  and  subsequent  review  of 
the  cases  have  accentuated  certain  principles  of  ther- 
apy to  be  considered  below. 

Patients  with  acute  poliomyelitis  should  be  hos- 
pitalized early.  The  danger  of  watchful  waiting  at 
home  is  demonstrated  by  8 of  our  cases  who  had 
obvious  need  for  a respirator  on  entry  or  within  8 
hours  thereafter.  Several  of  these  patients  first  noted 
dyspnea,  apprehension,  weak  voice,  or  inability  to 
breathe  satisfactorily  while  en  route  to  the  hospital. 


M.  R.,  a 40-year-olcl  housewife,  had  been  ill  for 
4 days  before  admission  with  malaise,  headache,  stiff 
neck  and  back.  On  the  day  of  entry  she  noted  weak- 
ness in  both  legs  and  increasing  weakness  in  the 
right  arm.  Apprehension  and  weak  cough  arose 
while  traveling  to  the  hospital  and  4 hours  after  ad- 
mission she  had  to  be  placed  in  a respirator  from 
which  she  was  not  permanently  separated  for  66 
days. 

Need  for  a respirator  frequently  could  be  antici- 
pated by  familiarity  with  the  following  principles. 
Weakness  in  any  muscle,  the  respiratory  muscles  in- 
cluded, is  unlikely  to  develop  after  the  temperature 
has  been  normal  for  12  hours.  Nineteen  of  the  24 
respirator  patients  were  febrile  when  placed  in  the 
respirator  and  20  of  the  group  were  inserted  before 
the  seventh  day  of  their  disease.  The  febrile  patient 
needs  frequent  observation. 

Increasing  upper  extremity  weakness  is  a warning 
that  nerve  cell  damage  is  increasing  in  the  region  of 
supply  to  the  respiratory  muscles.  Fourteen  of  the 
respirator  cases  (58%)  had  upper  extremity  weak- 
ness at  the  time  they  were  placed  in  the  machine,  and 
in  some  patients  increasing  upper  extremity  weak- 
ness was  helpful  in  predicting  that  a respirator  soon 
would  be  necessary.  Eighteen  (75%)  of  the  respi- 
rator cases  eventually  had  upper  extremity  weakness 
whereas  in  only  34  (49%)  of  the  non-respirator 
paralytic  cases  did  upper  extremity  weakness  arise. 

Weak  cough  may  be  the  first  symptom  of  respira- 
tory muscle  weakness.  We  were  not  aware  of  the 
significance  of  this  symptom  sufficiently  early  to 
know  its  true  incidence,  but  a definite  statement  is 
recorded  for  16  of  the  respirator  cases  and  13  were 
noted  to  have  had  a weak  cough  before  entering  the 
machine.  The  number  of  non-respirator  cases  spe- 
cifically questioned  about  a weak  cough  was  not  large 
enough  to  be  significant  but  we  feel  sure  the  inci- 
dence was  much  lower  in  this  group.  When  present, 
a weak  cough  demands  frequent  observation  for  the 
possible  development  of  definite  signs  of  respiratory 
muscle  weakness. 

B.  T.,  a 16-year-old  boy,  entered  with  2 days  of 
sore  muscles  and  a stiff  neck  and  1 day  of  increasing 
weakness  of  both  lower  extremities.  He  said  he 
could  not  breathe  as  deeply  as  normal  and  was  noted 
to  have  a weak  cough.  There  was  no  upper  extremity 
weakness.  Chest  expansion  and  a rough  test  of  vital 
capacity  were  normal.  Cough  steadily  became  weaker 
and  4 hours  after  admission  he  was  placed  in  a respi- 
rator because  of  apprehension  and  irregular  and  very 
shallow  respirations.  He  promptly  became  relaxed 
and  remarked,  “My  lungs  feel  all  filled  up  again.” 

The  trend  of  events  may  be  more  helpful  than  a 
particular  constellation  of  signs  or  symptoms  at  any 
given  moment  in  deciding  on  the  need  for  the  respi- 
rator. This  fact  indicates  need  for  a definite  state- 
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ment  on  the  admission  record  and  progress  notes 
during  the  febrile  phase  regarding  the  evaluation  of 
several  important  items  (Table  2).  Cyanosis  is  not- 

TABLE  2 

Items  for  Periodic  Evaluation  in  a Respirator 
Suspect 

1.  Pulse  and  respiration. 

2.  Mental  status. 

3.  Strength  of  cough. 

4.  Chest  expansion. 

5.  Abdominal  motion  or  diaphragmatic  descent. 

6.  Estimate  of  vital  capacity. 

7.  Upper  extremity  weakness. 

8.  Quality  of  voice. 

9.  Cranial  nerve  palsies. 

able  for  its  absence  from  this  list,  for  there  is  general 
agreement  that  the  patient  with  acute  poliomyelitis 
is  likely  to  suffer  irreparable  harm  if  this  sign  indi- 
cating a dangerous  degree  of  hypoxia  is  allowed  to 
appear.  In  a “respirator  suspect”  an  unfavorable 
change  in  several  of  these  items  should  be  enough  to 
suggest  that  a machine  may  be  needed  in  the  near 
future. 

Cranial  nerve  palsies  and  pharyngeal  pooling 
should  not  be  considered  an  absolute  contraindication 
to  the  use  of  the  respirator  in  patients  with  definite 
respiratory  muscle  weakness,  providing  that  an  ade- 
quate airway  can  be  maintained  by  suction  and  pos- 
tural drainage.  If  this  is  impossible,  prompt  trache- 
otomy is  indicated.  One  of  the  two  tracheotomies 
performed  in  this  group  should  have  been  done 
sooner.  However,  three  patients  with  pharyngeal 
pooling  and  respiratory  muscle  weakness  were 
treated  in  the  respirator  without  tracheotomy  and 
without  apparent  disadvantage. 

In  spite  of  our  policy  of  early  and  liberal  use  of 
the  respirator,  only  6 of  24  patients  could  be  removed 
from  the  machine  for  an  hour  or  more  during  the 
first  seven  days  of  its  use  without  showing  definite 
signs  of  further  need  for  it.  Twelve  patients,  how- 
ever, were  permanently  out  of  the  respirator  less 
than  21  days  after  its  application.  No  appreciable 
difficulty  was  encountered  in  weaning  patients  from 
the  machine. 

It  should  be  noted  that  chest  difficulties  may  not  be 
at  an  end  once  the  patient  has  left  the  respirator. 
Follow-up  information  is  available  approximately  10 
months  after  the  discharge  of  17  of  the  20  patients 
who  left  the  machine.  Eleven  of  these  17  have  noted 
no  dyspnea  or  significant  respiratory  infection. 
Three  of  the  remaining  6 had  moderately  severe 
respiratory  infections.  One  needed  oxygen  for  sev- 
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eral  days.  The  second  had  two  severe  chest  colds 
associated  with  fever  and  pleuritic  pain  and  was  said 
to  have  “filled  up  with  mucous  which  he  could  not 
cough  up.”  The  third  also  had  two  severe  colds  with 
a weak  cough  which  handicapped  maintenance  of  a 
clear  tracheobronchial  tree.  None  was  suspected  of 
having  atelectasis. 

The  other  three  did  have  severe  pulmonary  com- 
plications. A 52-year-old  man  had  needed  the  ma- 
chine for  33  days  and  during  that  period  had  had  no 
pulmonary  complications.  Six  weeks  after  leaving 
the  respirator  he  developed  sudden  dyspnea  and  was 
transferred  from  the  physiotherapy  home  to  a gen- 
eral hospital  where  he  was  found  to  have  a weak 
and  ineffectual  cough  and  severe  pulmonary  infec- 
tion. Tracheotomy  was  done  to  facilitate  tracheal 
suction.  However,  respiratory  distress  increased,  and 
he  died  one  month  after  the  onset  of  this  complica- 
tion. Autopsy  revealed  atelectasis  of  the  entire  left 
lung,  right  lower  lobe  and  portions  of  the  right 
upper  and  middle  lobes. 

A second  patient  had  had  iliofemoral  thrombo- 
phlebitis and  a probable  pulmonary  infarct  during 
bis  19-day  period  in  the  respirator.  Eight  weeks 
after  leaving  the  machine  mild  coryza  progressed  to 
a severe  infection  with  large  amounts  of  secretion 
which  he  was  unable  to  raise  because  of  a weak 
cough.  He  was  rushed  to  a general  hospital  where 
there  was  clinical  and  X-ray  evidence  of  left  lower 
lobe  atelectasis.  This  was  relieved  by  postural  and 
bronchoscopic  drainage  which  removed  large  amounts 
of  bloody  purulent  secretion.  Though  his  cough  is 
still  weak  he  has  had  no  further  respiratory  trouble. 

The  third  patient  was  a 7-year-old  girl  who  had 
used  the  respirator  for  11  weeks.  Two  months  after 
leaving  the  machine  she  was  transferred  from  the 
physiotherapy  home  to  a hospital  because  of  a febrile 
illness  with  sore  throat  and  a weak,  non-productive 
cough.  She  was  well  in  two  weeks.  One  month  later, 
she  became  acutely  ill  with  labored  respirations,  fever 
and  inability  to  cough.  X-ray  examination  of  the 
chest  revealed  right  lower  lobe  atelectasis.  Postural 
drainage,  oxygen  and  penicillin  constituted  the  treat- 
ment and  she  was  well  in  one  week. 

Summary 

Respiratory  complications  observed  during  the 
hospitalization  of  149  cases  of  acute  poliomyelitis  are 
discussed.  Twelve  patients  had  bulbar  involvement 
and  24  were  placed  in  a respirator.  Two  patients 
died. 

Certain  principles  of  therapy  and  means  for  antici- 
pating need  for  a respirator  are  presented.  Cranial 
nerve  palsies  and  pharyngeal  pooling  of  secretions 
are  not  considered  to  be  an  absolute  contraindication 
to  the  use  of  the  respirator  in  patients  with  definite 
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respiratory  muscle  weakness.  The  significance  of 
pulmonary  complications  weeks  or  months  after  the 
patient  has  left  the  respirator  is  emphasized  by  fol- 
low-up data  on  17  respirator  patients. 
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ACTH  AND  THE  GENERAL  PRACTITIONER 


Ethan  Allan  Brown,  M.  D.*  ** 


There  are  three  good  reasons  why  every  good 
general  practitioner  should  familiarize  himself  with 
the  background  and  use  of  the  adrenocorticotropic 
hormone.  It  is,  first  of  all,  now  generally  available. 
Enough  of  its  properties  are  known  to  enable  any 
qualified  physician  to  use  it  safely  in  a number  of 
syndromes,  for  some  of  which  there  is  no  substitute 
treatment.  Increasing  numbers  of  patients,  having 
been  hospitalized  for  studies,  are  at  a point  where 
interval  injection  treatment  can  be  continued  by 
their  own  physicians. 

The  first  question  is:  how  is  ACTH  adminis- 
tered? It  is  available  (from  Armour,  Wilson  and 
National  Drug)  as  a stable  solution,  or  as  a sterile 
powder  to  be  dissolved  in  simple  saline.  The  dose 
varies  from  5-30  mgm.  injected  subcutaneously  or 
intramuscularly  at  6-8  hour  intervals.  It  is  never 
used  intravenously.  In  hospitalized  patients,  it  is 
usual  to  begin  with  5 mgm.  q.  6.  h.  for  the  first  day 
and  with  10  mgm.  q.  6.  h.  for  the  next  two  days.  In 
the  absence  of  improvement,  15  mgm.  q.  6.  h.  is  given 
for  the  next  two  days  and  20  mgm.  q.  6.  h.  for  the 
following  two.  In  some  cases,  40-50  mgm.  doses, 
3-4  times  daily  have  been  necessary.  With  remission, 
the  interval  is  widened  to  8 or  12  hours  and  then 
to  24  or  48  hours  while  the  doses  are  successively 
decreased  by  5 mgm.  each.  In  some  patients,  single 
maintenance  injections  can  be  spaced  one  or  more 
weeks  apart. 

Specifically,  in  our  asthmatic  patients  in  acute  dis- 
tress, the  initial  doses  are  25  mgm.  q.  6.  h.  for  two 
days  and  20  mgm.  q.  6.  h.  for  two  more  days.  With 
improvement,  the  dose  is  reduced  by  5 mgm.  and  the 
interval  widened  to  8 and  12  hours.  Then  injections 
are  given  once  daily,  then  with  wider  intervals  of 
2 or  3 days.  The  patient  is  often  ambulatory  after 
the  first  three  or  four  days  of  treatment. 

Side  reactions  are  infrequent  on  these  dosage 
schedules,  which,  although  inconvenient,  are  not  im- 
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possible  for  ambulatory  patients.  The  new,  slow-act- 
ing forms  of  ACTH  will  still  further  simplify  the 
mechanics  of  treatment. 

What  conditions  can  the  general  practitioner  safely 
and  effectively  treat?  The  answer  depends  somewhat 
on  the  hospital  facilities  for  differential  diagnosis 
and  laboratory  procedures,  and  the  physician’s  own 
training.  Addison’s  Disease  is  perhaps  best  left  for 
the  expert,  who  will  undoubtedly  use  Compounds 
E or  F.  On  the  other  hand,  serum  sickness,  exfoli- 
ative dermatitis  and  penicillin  and  sulfonamide  sensi- 
tivities can  be  treated  by  the  schedule  outlined.  Acute 
alcoholism  and  alcoholic  and  narcotic  addiction  re- 
quire sanatorium  facilities,  but  status  asthmaticus 
and  Loeffler’s  Syndrome  can,  with  perhaps  occasional 
guidance  by  the  consultant,  be  handled  by  the  general 
practitioner,  especially  if  the  patient  is  hospitalized 
or  has  had  the  requisite  laboratory  studies.  Patients 
with  acute  rheumatic  fever  and  acute  gouty  arthritis 
may  require  unpractically  long  hospitalization  for 
the  general  practitioner  with  limited  country  hospital 
facilities.  The  follow-up  treatment,  however,  for  a 
number  of  ambulatory  patients  with  eye  conditions 
probably  belong  in  the  general  practitioner’s  hands. 
These  include  acute  conjunctivitis,  chorioiditis,  iritis, 
keratitis,  uveitis,  optic  neuritis,  sympathetic  ophthal- 
mia and  acute  secondary  glaucoma. 

ACTH  will  relieve  hay  fever,  but  its  use  for  polli- 
nosis  would  hardly  seem  justified.  ACTH  may  be 
extremely  useful  in  a number  of  conditions  which  are 
uncommon  but  not  rare.  Such  patients  should  have 
been  hospitalized  at  one  of  the  medical  centers  or 
studied  by  the  specialist  and  referred  to  their  own 
physicians  for  follow-up  treatment.  These  conditions 
include  rheumatoid,  gouty,  or  psoriatic  arthritis, 
psoriasis,  dermatomyositis,  periarteritis  nodosa,  ur- 
ticaria, and  severe,  intractable  vasomotor  coryza. 
From  this  list,  lupus  erythematosis  and  multiple  my- 
elomatosis had  best  perhaps  be  excluded,  as  should 
lymphomatosis,  leukemia,  agranulocytosis  and  pul- 
monary beryllosis,  especially  since,  in  some  of  these, 
remission  may  be  followed  by  relapse  and  death. 

The  general  practitioner  will  probably  not  want  to 
use  ACTH  in  the  conditions  in  which  it  is  of  ques- 
tionable value,  such  as  osteoarthritis,  thyrotoxicosis, 
and  in  less  common  syndromes,  as  multiple  sclerosis, 
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schleroderma,  and  pernicious  anemia.  In  some  cases 
of  pemphigus  and  pneumonia,  immediate  remission 
is  sometimes  seen.  In  these  last,  the  emergency 
nature  of  the  condition  and  its  lack  of  response  to 
other  forms  of  treatment,  will  affect  the  physician’s 
decision. 

ACTH  schould  not  be  used  in  the  conditions  in 
which  we  know  there  is  no  effect,  namely,  herpes 
zona  and  simplex,  varicella,  poliomyelitis  and  peptic 
ulcer.  There  are  also  no  known  effects  in  pancreatic 
cystic  fibrosis,  sarcoidosis,  and  progressive  muscular 
atrophy  or  dystrophy. 

It  is  most  important  for  the  general  practitioner 
to  know  the  conditions  in  which  ACTH  may  have  a 
deleterious  effect.  These  are  the  syndromes  in  which 
it  is  also  contraindicated,  as  they  occur  alone  or  in 
association  with  other  conditions.  These  are  diabetes, 
hypertension,  congestive  heart  failure,  acne,  hirsut- 
ism, peptic  ulcer,  furunculosis,  tuberculosis,  and 
Cushing’s  Syndrome,  as  well  as  osteoporosis.  In,  for 
an  example,  an  asthmatic  patient  with  hypertension, 
clinical  judgement  will  dictate  the  type  of  treatment. 
In  some  of  our  patients  the  tension  has  lessened  as  the 
asthma  improved. 

How  does  ACTH  affect  such  very  different  con- 
ditions, which  would  in  some  cases  seem  to  have  so 
little  in  common?  All  present  explanations  are,  in 
some  measure,  oversimplifications.  We  know  that 
ACTH  stimulates  the  adrenal  cortex  to  produce 
Compounds  E and  F.  As  far  as  we  know,  there  is 
no  deficiency  of  these  or  other  hormones  in  the  pa- 
tients who  respond  to  ACTH,  or  to  cortisone  treat- 
ment. The  remission  occurs  when  the  compounds 
are  present  in  excess  of  body  needs.  It  may  be  that 
the  tissue  cells  utilize  coritcal  hormone  lowering  its 
blood  level.  The  anterior  pituitary  responds  by 
secreting  ACTH,  which  acts  to  restore  the  original 
blood  levels,  making  an  adequate  supply  available  for 
ordinary  or  emergency  uses.  The  circumstances 
associated,  however,  with  increased  cortical  secretion 
are  also  those  which  cause  hyperactivity  of  the 
autonomous  nervous  system,  and  an  increased  secre- 
tion of  epinephrine,  which,  in  itself,  stimulates 
ACTH  production.  In  other  words,  we  may  think 
of  some  of  the  states  relieved  by  ACTH  as  being 
stress  syndromes  which  the  body  ordinarily  meets  by 
secreting  epinephrine,  which  may  in  turn  stimulate 
the  anterior  pituitary  which  affects  the  adrenal  cor- 
tex which  increases  the  blood  levels  of  Compounds 
of  E,  F,  and  similar  hormones. 

What  metabolic  effects  can  we  expect  to  see  fol- 
lowing the  injection  of  ACTH?  There  is  first,  the 
secretion  of  Compounds  E and  F and  the  related 
17-hydroxycorticosterone-like-steroids.  These  are 
concerned  with  the  conversion  of  glucose  to  glycogen 
in  the  liver  and  muscle  tissue.  They  mobilize  fats 
and  amino  acids  from  tissue  proteins,  which  then 
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become  available  elsewhere  in  the  body  for  protein 
synthesis  as  well  as  for  energy  and  the  glucose- 
glycogen  conversion.  When  this  process  is  too  rapid, 
the  patient  presents  a transient  glycosuria  and  a 
hyperglycemia.  There  is  an  increased  excretion  of 
nitrogen,  potassium,  phosphorus,  and  calcium  with 
a retention  of  sodium,  chloride  and  fluid.  When  ex- 
cessive, these  can  be  corrected  by  decreasing  or  omit- 
ting several  doses  or  placing  the  patient  on  a low- 
salt,  high-potassium  intake.  Overstimulation  with 
ACTH  may  lead  to  the  excess  production  of  adrenal 
androgen,  causing,  in  females,  masculinization,  amen- 
orrhea, and  hirsutism.  Fortunately,  these  do  not  oc- 
cur at  the  usual  treatment  dosage  levels. 

What  other  affects  may  be  observed  in  patients 
under  treatment  ? There  is  first,  a drop  in  the  eosino- 
phil count,  which  may  occur  in  the  absence  of  clinical 
response.  There  may  be  a drop  of  50%  or  more  in 
the  lymphocyte  cell  count,  and  an  increase  up  to 
100%  in  the  polymorphonuclear  cell  count.  In  an- 
emic individuals,  there  is  a reticulocytosis  and  a rise 
in  the  red  blood  corpuscle  count.  The  platelet  count 
increases.  If  the  sedimentation  rate  is  increased,  it 
diminishes.  If  there  is  a high  plasma  fibrinogen,  it 
decreases.  High  gamma  globulin  or  serum  albumin 
levels  return  to  normal.  There  is  a low  glucose 
threshold  and  increased  excretion  of  uric  acid. 

The  patient  acquires  an  immunity  at  cellular  levels 
to  chemicals,  such  as  iodine  or  mustard  gas,  to  bac- 
teria, as  the  pneumococcus,  and  to  drugs,  as  peni- 
cillin, as  well  as  to  antigens  such  as  pollens.  Inflam- 
matory reactions,  fever,  and  pain  are  all  inhibited  and 
neurone  effects  cause  a general  euphoria. 

What  side  reactions  may  the  general  practitioner 
meet?  These  are  in  some  cases,  as  described  in  the 
early  reports,  due  to  impure  material,  to  high  dosage, 
or  to  that  special  exaggeration  of  risk,  which  is  due 
to  extreme  scientific  caution.  Actually,  with  average 
doses  and  on  average  patients,  the  usual  untoward  re- 
actions are  easily  recognized  and  pathologically  re- 
versible with  either  diminution  of  dosage  or  with  the 
application  of  known  simple  physiological  principles 
of  treatment. 

Edema  is  usually  heralded  by  weight  gain.  All 
of  our  patients  have  gained  weight,  the  majority  of 
them,  however,  from  increased  food  ingestion.  A 
low-sodium  chloride,  high-potassium  diet  will  quickly 
bring  the  patient  into  balance.  Decreased  doses  or  a 
wider  interval  between  injections  will  cause  the 
necessary  diuresis. 

If  the  patient  loses  weight,  the  doses  may  be  too 
high.  The  nitrogen  loss  can  be  corrected  by  a high 
protein  diet.  Testosterone  (25  mgm.  by  mouth)  has 
been  recommended.  We  have  not  had  to  use  it. 
Rarely,  the  patient  may  present  a hyperglycemia  or 
a glycosuria.  This  disappears  with  the  decreased  dos- 
age. We  have  not  had  to  use  insulin. 
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During  the  period  of  water  retention,  due  to  elec- 
trolyte imbalance,  hypertension  may  occur.  If  it 
does  not  decrease  with  smaller  doses  of  ACTH,  the 
treatment  should  be  discontinued.  Other  side  effects 
are  really  extensions  of  the  conditions  noted.  Pa- 
tients on  high-potassium  diets  will  not  demonstrate 
fatigue,  weakness,  exhaustion,  or  paraesthesiae. 
When  these  occur,  it  is  necessary  to  increase  the 
potassium  intake  or  lower  the  ACTH  dose,  or  cease 
treatment  for  7-10  days. 

Psychic  changes  are  usually  shown  as  a mild 
euphoria.  If  they  are  more  intense,  and  of  a degree 
to  be  defined  as  marked  elation  or  depression,  seda- 
tives should  be  administered  or  ACTH  dosage  re- 
duced. 

The  endocrinological  changes  as  “mooning”  or 
hirsutism  are  warning  signs  of  too  high  a dose.  If 
they  occur  at  levels  of  ACTH  dosage  which  are  not 
effective,  the  patient  is  unfortunately  unsuitable  for 
this  type  of  treatment.  They,  too,  are  completely  re- 
versible on  cessation  of  ACTH  therapy. 

Are  the  ancillary  studies  required  of  any  great 
complexity?  We  have  not  found  them  so  and  in  re- 
cent patients  have  omitted  many  of  them,  preferring 
the  clinical  judgement  of  the  day  to  the  laboratory 
reports  several  days  old.  Their  omission  often  en- 
ables the  patient  to  bear  his  financial  burden  more 
easily. 

Eosinophil  counts  are  important  and  should  be 
done  before  initiating  treatment  and  4 hours  after 
each  morning  injection  of  ACTH.  The  usual  de- 
crease is  50%  or  more.  Eosinophil  cells  may  some- 
times completely  disappear  from  the  blood  stream. 
Some  patients  do  not  show  a decrease,  although  pre- 
senting a good  clinical  response.  An  occasional  pa- 
tient shows  an  eosinopenia  with  no  clinical  result. 
If  the  pre-treatment  count  is  very  high  or  very  low, 
high  doses  of  ACTH  may  be  needed  to  effect  it. 

The  uric  acid-creatinine  ratio  is  not  dependable, 
nor  is  the  urinary  excretion  of  17-ketosteroids  to  be 
depended  upon.  It  is  not  of  practical  importance 
since  the  reports  are  usually  several  days  old  and 
useful,  therefore,  only  for  research  purposes. 

The  clinical  criteria  are,  as  usual,  best  for  every 
day  treatment.  A decrease  in  temperature  is  most 
important,  as  is  decrease  in  pain  in  syndromes  in 
which  either  is  present.  If,  however,  temperature  or 
pain  appear,  treatment  with  ACTH  must  cease  until 
their  cause  has  been  determined. 

Are  there  contraindications  to  ACTH  treatment? 
These  are  not  too  numerous  and  are  obvious  from 
the  previous  discussion.  Excepting  in  the  hands  of 
the  expert,  or  under  ideal  hospital  or  research  labora- 
tory conditions,  the  general  practitioner  would  be  ad- 
vised not  to  use  ACTH  in  patients  with  any  type  of 
hypertension,  nephritis,  or  diabetes.  Patients  with 


congestive  heart  failure  are  poor  candidates,  as  are 
endocrinological  complexes,  as  mentioned  above. 

What  conditions  can  best  be  treated  by  the  general 
practitioner?  This  will  depend  in  part  upon  the 
severity  of  the  conditions  treated.  After  initial  hos- 
pitalization, drug  sensitiveness,  serum  sickness,  and 
exfoliative  dermatitis,  contact  dermatitis,  and  giant 
urticaria  can  now  be  treated  on  a routine  of  25  mgm. 
(six  hourly)  for  two  days,  with  20  mgm.  (six 
hourly)  for  one  day,  and  then  respectively  for  one 
day  each,  15  mgm.,  10  mgm.,  and  5 mgm.,  at  8,  12  or 
24-hour  intervals,  ceasing  treatment  on  the  sixth  day. 
Since  these  are  often  self-limiting  conditions;  there 
may  be  no  recurrence  on  cessation  of  treatment. 

In  contact  or  atopic  dermatitis,  exacerbation  occurs 
when  treatment  is  stopped  unless  the  known  allergen 
is  identified  and  eliminated.  This  is  also  true  in  the 
patient  with  bronchial  asthma,  especially  in  the  type 
associated  with  true  sensitivities. 

The  treatment  of  gout  requires  large  doses  and 
auxiliary  medication  with  colchicine  and  other  drugs. 
Rheumatoid  arthritis  requires  treatment  for  7-21 
days  or  more,  and  good  results  cannot  be  expected 
in  patients  severely  crippled  and  presenting  contrac- 
tures or  deformities.  Acute  rheumatic  fever  will  re- 
quire 2-4  weeks  of  treatment,  and  care  must  be  taken 
that  the  cardiac  load  does  not  become  too  great.  Less 
common  conditions,  such  as  lupus,  dermatomyositis, 
and  scleroderma  undoubtedly  belong  in  the  hands  of 
the  expert,  as  does  acute  hemolytic  jaundice. 

In  our  own  hands  psoriasis  has  not  responded  to 
30  mgm.  q.  6.  h.  for  7-10  days  and  the  reports  state 
that  complete  reversal  to  normal  skin  does  not  occur. 
In  any  case,  long,  continued  high  dosage  is  required. 

Some  of  the  new  reports  are  concerned  with  re- 
markable results  in  ulcerative  colitis.  The  patients 
require  25  mgm.  q.  6.  h.  and  then  25  mgm.  q.  12.  h., 
severely  ill  patients  needing  treatment  for  as  much 
as  two  weeks.  The  remission,  however,  seems  to  be 
prolonged.  In  the  blood  diseases,  such  as  acute  leu- 
kemia, chronic  lymphomas,  multiple  myelomas,  re- 
missions are  temporary  only.  In  early  aplastic  an- 
emia, the  patient  will  remain  in  remission  if  not  ex- 
posed thereafter  to  the  original  or  to  additional  toxic 
agents.  Cp 

For  those  who  wish  detailed  knowledge  of  the  sub- 
ject, copies  of  the  Proceedings  of  the  First  and  Sec- 
ond Clinical  ACTH  Conferences1  are  necessary,  as 
are  the  various  booklets,  superbly  written  and  avail- 
able to  all  practitioners  on  request  from  the  Armour 
Laboratories.  The  subject  has  been  recently  reviewed 
in  a series  of  complete  and  judiciously  balanced  pa- 
pers by  Thorn  and  his  colleagues.2  Recent  issues  of 
the  /.  A.  M.  A.  have  carried  papers  concerned  with 
individual  disease  syndromes,  as  well  as  the  treat- 
ment of  a number  of  miscellaneous  conditions.  One 
review  of  the  background  of  ACTH  has  appeared  in 
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the  Quarterly  Review  of  Allergy  and  Applied  Immu- 
nology.3 Reprints  are  available  from  the  author.  An- 
other, on  the  use  of  ACTH  in  allergic  conditions  will 
appear  in  the  Annals  of  Allergy  early  next  year.  A 
selective  bibliography  may  also  be  obtained  on  request 
from  the  New  York  Academy  of  Medicine  Library.4 

For  any  given  case  the  general  practitioner  would 
like  to  treat,  both  the  material  and  instructions  re- 
garding its  use  are  within  easy  reach.  In  ACTH  we 
probably  have  one  of  the  most  important  drugs  dis- 
covered in  the  last  fifty  years.  It,  or  one  of  its  homo- 
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logues,  will  eventually  be  carried  in  every  physician’s 

bag. 
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THE  SURGICAL  TREATMENT  OF  LESIONS  OF  THE  LOWER  ESOPHAGUS  AND 

GASTRIC  FUNDUS*  ** 

Emerson  H.  Drake,  M.  D.*** 


It  is  only  within  the  past  fifteen  years  that  the 
development  of  Thoracic  surgical  technique  has  ad- 
vanced to  the  point  where  a safe  direct  surgical  attack 
can  be  carried  out  on  lesions  of  the  lower  esophagus 
and  upper  portion  of  the  stomach.  This  has  been 
accomplished  through  the  development  of  a number 
of  refinements.  The  most  important  of  these  is  safe 
anesthesia,  using  gases  under  positive  pressure 
through  an  endotracheal  tube,  so  as  to  allow  free 
opening  of  the  chest  cavity  and  a more  direct  ap- 
proach to  structures  lying  above  and  immediately 
beneath  the  diaphragm.  The  new  antibiotics  have  led 
to  a decrease  in  the  incidence  of  infection,  and  the 
shock  of  prolonged  surgery  has  been  decreased 
through  the  more  liberal  use  of  transfusions  and 
intravenous  feedings.  With  these  technical  develop- 
ments, a more  marked  interest  has  appeared  in  the 
accurate  radiological  and  endoscopic  diagnosis  of 
lesions  in  this  region.  It  is  the  purpose  of  this  paper 
to  briefly  review  some  of  the  more  common  lesions 
in  this  region,  and  to  show  how  surgery  has  brought 
relief  to  a variety  of  rather  distressing  conditions 
arising  in  this  area. 

The  early  surgical  approach  to  defects  of  the 
diaphragm  and  lesions  in  the  cardia  of  the  stomach, 
was  by  the  abdominal  route.  The  upward  convex 
curvature  of  the  diaphragm  above  the  rigid  rib  mar- 
gin makes  this  approach  a less  direct  one  than  is 
gained  through  the  lateral  chest  wall.  After  resection 
of  the  ninth  rib,  the  convex  surface  of  the  diaphragm 
is  encountered  directly  beneath  the  chest  wall,  and 
on  opening  the  diaphragm,  the  cardia  of  the  stomach 

*From  the  Surgical  Service,  Maine  General  Hospital, 
Portland,  Maine. 

**  Read  at  the  96th  Annual  Session  of  the  Maine  Medical 
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is  readily  encountered.  This  gives  a far  better  ex- 
posure than  is  obtainable  by  the  abdominal  route,  and 
is  steadily  gaining  favor  as  the  elective  approach  to 
this  area.  It  is  only  in  the  case  of  adults  with  other 
abdominal  lesions  requiring  surgery,  or  infants,  who 
tolerate  an  open  chest  cavity  less  readily  than  adults, 
that  the  sub-diaphragmatic  approach  is  preferable. 

Diaphragmatic  Hernia 

The  increased  incidence  of  diaphragmatic  hernias 
in  recent  years  is  the  result  of  recognition  by  more 
frequent  X-ray  study  of  the  gastro-intestinal  tract 
in  persons  suffering  from  digestive  symptoms.  Dia- 
phragmatic hernias  are  of  three  types:  1)  Congeni- 
tal, 2)  Acquired,  and  3)  Traumatic. 

The  majority  of  the  hernias  found  at  X-ray  ex- 
amination are  entirely  asymptomatic,  and  as  such, 
warrant  no  treatment.  However,  a number  of  varied 
symptoms  may  be  caused  by  these  lesions.  Anemia, 
due  to  decreased  iron  ingestion  and  bleeding  from 
esophagitis  and  gastritis  in  the  herniated  portion  of 
the  stomach,  is  a frequent  finding.  ITypoproteinemia, 
also  due  to  insufficient  dietary  intake,  is  likewise  a 
common  finding.  These  changes  in  themselves  may 
be  sufficient  to  warrant  surgical  treatment,  but  usu- 
ally mechanical  factors  are  also  present.  Obstruction 
to  swallowing  may  develop.  This  may  be  of  one  of 
two  types.  An  esophagitis  and  consequent  scar  tissue 
stricture  of  the  lower  end  of  the  esophagus  may  be 
caused  by  regurgitation  of  acid  into  the  lower  esopha- 
gus, or  a mechanical  obstruction  of  the  esophagus  or 
stomach  may  result  from  angulation  of  the  portion 
in  the  hernial  sac.  This  will  lead  to  complaint  of  a 
“sticking”  sensation  in  the  lower  chest,  particularly 
on  swallowing  heavy  foods. 

Occasionally  acute  incarceration  and  strangulation 
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of  the  hernia  may  lead  to  an  acute  surgical  emer- 
gency, as  reduction  and  repair  must  be  accomplished 
before  gangrene  and  perforation  take  place.  In  the 
very  extensive  herniations,  respiratory  and  circula- 
tory embarrassment  may  be  caused  by  pressure  of  the 
hernial  sac  on  the  heart  and  lung.  This  is  frequently 
the  case  in  the  congenital  variety  found  in  infants. 

In  addition  to  these  very  specific  indications  for 
surgery,  there  are  some  patients  who  have  rather 
vague  symptoms,  such  as  substernal  discomfort  di- 
rectly after  eating,  particularly  on  lying  down.  This 
is  relieved  by  a change  in  position.  Others  are 
bothered  by  acid  or  gaseous  eructation  such  as  to  be 
a major  source  of  discomfort.  If  X-ray  studies 
demonstrate  a trapping  of  ingested  barium  in  the 
herniated  segment  of  the  stomach,  it  is  reasonable 
to  feel  that  the  hernia  itself  is  the  cause  of  these 
symptoms. 

Repairs  consist  in  a direct  surgical  approach  to 
the  diaphragmatic  defect,  with  resuturing  of  the 
diaphragm  about  the  lower  esophagus,  and  closure 
of  defect  to  prevent  further  herniation.  It  is  usually 
advisable  to  crush  the  phrenic  nerve  so  as  to  produce 
a temporary  paralysis  of  the  diaphragm  until  satis- 
factory healing  has  taken  place.  The  improvement 
in  symptoms  following  the  surgical  repair  of  dia- 
phragmatic hernia  is  unusually  marked,  and  the 
operative  morbidity  and  mortality  are  minimal. 

Case  No.  1.  E.  A.,  M.  G.  H.,  No.  81591,  a 52- 
year-old  housewife,  was  admitted  to  the  hospital  for 
a study  of  persistent  anemia.  She  gave  a history  of 
several  years  of  intractible  anemia  associated  with  a 
chronic  cough  and  the  production  of  large  quantities 
of  frothy  sputum.  For  twenty  years  previously  she 
had  suffered  from  pains  in  the  lower  chest  bilaterally, 
radiating  upward  to  the  left  shoulder,  associated  with 
the  ingestion  of  food,  and  with  lying  on  her  back. 
There  was  considerable  gaseous  eructation.  She  was 
unable  to  walk  more  than  a short  distance  because 
of  weakness  and  shortness  of  breath.  She  also 
suffered  from  chronic  constipation. 

Physical  examination  of  the  heart  revealed  systolic 
and  diastolic  murmurs.  Blood  hemoglobin  was  45 
per  cent,  6.5  G.,  Serum  protein  6.52  gms.,  Albumin 
3.11,  and  Globulin  3.41.  A barium  swallow  demon- 
strated the  presence  of  a large  diaphragmatic  hernia 
on  the  left,  with  a complete  inversion  of  the  stomach 
so  that  the  entire  body  lay  in  the  left  chest.  (Fig.  1) 
A barium  enema  revealed  a segment  of  transverse 
colon  likewise  caught  up  in  the  hernial  sac.  A diag- 
nosis was  made  of  mitral  stenosis  and  regurgitation 
due  to  rheumatic  heart  disease,  with  marked  anemia, 
secondary  to  a large  diaphragmatic  hernia. 

On  digitalization  the  heart  was  compensated,  and 
on  multiple  transfusions  the  hemoglobin  rose  to  83 
per  cent,  12  gms.  On  March  22,  1949,  a transthoracic 


FIGURE  l 

Diaphragmatic  Hernia 

Barium  swallow,  showing  fundus  directed  downward,  and 
the  body  rotated  upward  into  the  left  chest. 


FIGURE  2 

Diaphragmatic  Hernia  after  Repair 
Showing  the  stomach  returned  to  its  normal  position  be- 
neath the  diaphragm. 
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repair  of  the  hernia  was  carried  out,  with  replace- 
ment of  the  colon  and  stomach.  The  post-operative 
course  was  complicated  by  the  development  of  a 
transient  thrombophlebitis  of  the  left  leg,  which 
cleared  on  anticoagulant  therapy.  An  abscess  also 
developed  in  the  left  buttocks,  at  the  site  of  a peni- 
cillin injection  to  produce  a febrile  episode  post- 
operatively,  but  the  patient  was  discharged  home  on 
April  12,  1949.  For  several  months  after  operation 
she  suffered  from  moderate  diarrhea,  but  this  sub- 
sided spontaneously.  The  anemia  did  not  recur,  and 
a gastrointestinal  series  nine  months  later  (Fig.  2) 
showed  the  stomach  in  normal  position.  She  was 
eating  and  swallowing  well,  her  heart  was  compen- 
sated, and  she  had  no  residual  symptoms. 

Cardiospasm 

A second  condition  affecting  the  lower  esophagus 
is  cardiospasm  or  achalasia.  The  primary  pathology 
here  is  a neuro-muscular  dysfunction  of  the  circular 
muscle  fibers  in  the  region  of  the  cardiac  sphincter. 
In  the  early  stages  and  in  mild  forms  of  the  disease, 
occasional  acute  attacks  of  substernal  discomfort  on 
swallowing  are  felt  just  beneath  the  Xiphoid,  radi- 
ating through  to  the  back.  These  pains  come  incon- 
stantly and  are  often  associated  with  times  of  emo- 
tional stress.  X-ray  shows  a temporary  delay  in 
emptying  of  the  esophgaus  into  the  stomach. 

These  patients  usually  respond  to  reassurance  and 
mild  sedation.  If  the  frequency  of  spasms  accom- 
panying discomfort  becomes  so  severe  as  to  cause 
considerable  disability,  it  can  frequently  be  relieved 
by  dilatations  of  the  cardia  with  a mercury-filled 
bougie. 

Occasionally  the  symptoms  of  cardiospasm  may 
persist  over  a period  of  many  years,  leading  to  a 
severe  disability.  There  is  an  inability  to  swallow 
solid  foods  developing  ultimately  into  a state  of 
chronic  starvation.  Those  persons  have,  by  X-ray,  a 
marked  stenosis  of  the  lower  esophagus,  with  con- 
siderable dilatation  and  tortuosity  above  it.  Barium 
leaves  the  esophagus  only  at  a very  slow  rate,  leaving 
behind  a residual  for  many  hours  or  days.  Pneu- 
monia is  a frequent  complication,  as  the  esophagus 
filled  with  ingested  material  has  a tendency  to  over- 
flow into  the  trachea,  particularly  during  the  sleeping 
hours.  X-ray  pictures  of  the  lungs  show  evidence  of 
of  chronic  pneumonitis  and  fibrosis.  It  is  this  group 
that  benefits  most  markedly  from  surgical  therapy. 
Pre-operatively  these  patients  are  starved,  and  re- 
quire regime  of  hydration,  blood  transfusion,  chemo- 
therapy and  usually  levine  tube  drainage,  to  rid  the 
esophagus  of  retained  food  products. 

The  surgical  therapy  consists  of  enlarging  the 
opening  from  the  esophagus  to  the  stomach  by  some 
type  of  plastic  procedure.  As  the  muscle  is  the  only 
layer  involved,  splitting  the  circular  muscular  fibers 
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should  be  sufficient  to  relax  the  orifice.  There  is, 
however,  a tendency  for  the  muscle  to  contract  again, 
so  the  adoption  of  a full  thickness  incision  has  been 
made,  with  a side  to  side  anastomosis  of  the  esopha- 
gus to  the  fundus  of  the  stomach.  This  permanently 
destroys  the  sphincter  mechanism,  but  does  allow  an 
adequate  outlet  to  the  esophagus,  and  in  most  cases 
produces  a satisfactorily  functional  result.  The  hy- 
pertrophied esophagus  does  not  recover  its  normal 
size  and  shape  post-operatively,  but  under  the  fluoro- 
scope,  the  barium  is  seen  to  pass  into  the  stomach 
without  delay.  Clinically,  the  patient  is  once  again 
able  to  eat  any  sort  of  solid  food. 

Case  No.  2.  R.  C.,  M.  G.  H.,  No.  89590,  a 67-year- 
old  housewife,  whose  first  hospital  admission  was  on 
January  4,  1950,  for  cough,  fever,  headache,  and  dis- 
orientation. A diagnosis  was  made  of  pneumonia, 
with  probable  encephalitis  or  meningitis.  The  in- 
fection cleared  on  aureomycin  therapy,  but  she  was 
unable  to  absorb  any  food  taken  by  mouth,  and 
failed  to  gain  strength  or  put  on  weight.  There  was 
a past  history  of  difficulty  in  swallowing  for  thirty 
years.  In  the  past  ten  years  she  had  been  forced  to 
limit  herself  to  fluids  and  very  soft  solids.  On  fre- 
quent occasions  after  eating  she  had  noticed  a swell- 
ing of  her  neck,  and  had  consulted  a physician  con- 
cerning a possibly  enlarged  thyroid  gland.  She  had 
had  frequent  episodes  of  pneumonia  in  the  previous 
several  years. 

Physical  examination  showed  a very  thin  emaci- 
ated chronically  ill  female,  who  was  moderately  de- 
hydrated. Her  larynx  was  displaced  anteriorly  by  a 
large  fluctuant  mass  lying  between  it  and  the  verte- 
bral column.  A chest  plate  showed  an  air-filled  tubu- 
lar structure  lying  in  the  superior  mediastinum,  with 
evidence  of  patchy  pulmonary  infiltrations  bilaterally. 
(Fig.  3)  A barium  swallow  demonstrated  a mark- 
edly dilated  very  tortuous  esophagus,  with  a great 
delay  in  emptying  into  the  stomach.  (Fig.  4)  A 
diagnosis  of  advanced  cardiospasm  was  made,  and 
it  was  felt  that  the  obstruction  was  interfering  mark- 
edly with  the  patient’s  ability  to  recover  from  her 
acute  infection. 

On  January  27,  a feeding  jejunostomy  was  per- 
formed, and  over  the  succeeding  two  weeks  the  gen- 
eral condition  improved  markedly,  so  that  on  Febru- 
ary 13,  a transthoracic  plastic  operation  was  per- 
formed on  the  gastric  cardia.  The  post-operative 
course  was  uneventful,  and  on  February  24,  she  ate 
the  first  piece  of  steak  she  had  eaten  in  twenty  years. 
A post-operative  barium  swallow  showed  the  dilata- 
tion of  the  esophagus  to  still  be  present,  but  there  was 
no  delay  in  emptying  into  the  stomach.  She  was  dis- 
charged on  March  3,  and  since  that  time  has  gained 
fifteen  pounds  of  weigfit  and  has  had  no  swallowing 
difficulty. 
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Carcinoma 

A condition  always  requiring  surgical  intervention 
is  primary  carcinoma  in  its  early  stages.  This  may 
arise  in  the  fundus  of  the  stomach,  progressing  up- 
ward into  the  esophagus,  or  it  may  arise  in  the 
esophagus,  passing  downward  into  the  stomach. 
When  arising  in  the  stomach  it  is  usually  an  adeno- 
carcinoma, and  when  in  the  esophagus  is  usually  a 
squamous  cell  type. 

Characteristically  the  disease  is  one  of  males,  com- 
ing on  in  later  life.  The  first  symptom  is  a feeling  of 
swallowed  food  “catching”  in  its  passage  through  the 
esophagus,  and  progressing  to  a more  complete  ob- 
struction in  a relatively  short  period  of  time.  The 
site  of  obstruction  can  usually  be  localized  quite  well 
by  the  individual  patient,  the  level  of  the  pain  corre- 
sponding to  the  level  of  the  lesion.  At  first  solid 
foods  become  difficult  to  swallow,  later  even  liquids 
are  passed  down  with  difficulty,  and  the  signs  of 
starvation  and  dehydration  appear. 

The  diagnosis  is  best  established  by  a barium 
swallow,  under  fluoroscopy,  with  the  demonstration 
of  a characteristic  area  of  narrowing.  Pathological 
diagnosis  may  be  made  by  direct  visualization  and 
biopsy  of  the  lesion  through  the  esophagoscope. 

Surgery  offers  the  only  constructive  form  of 
palliation,  as  X-ray  therapy  is  almost  uniformly  un- 


FIGURE  3 
Cardiospasm 

Showing  the  air-filled  dilated  esophagus  lying  in  the  right 
superior  mediastinum,  with  bilateral  pneumonic  pulmonary 
infiltrations. 


FIGURE  4 

Advanced  Cardiospasm 

Oblique  view  of  barium  swallow,  showing  marked  tortu- 
osity and  dilitation  of  the  entire  length  of  the  esophagus. 

effective.  Bougienage  may  give  temporary  relief,  but 
must  be  repeated  at  frequent  intervals,  serving  only 
to  prolong  a rather  miserable  existence.  Gastrostomy 
may  improve  general  hydration,  but  likewise  tends  to 
make  the  patient  more  uncomfortable,  without  appre- 
ciable prolongation  of  life.  If  the  diagnosis  is  made 
early,  surgical  extirpation  is  curative,  but  if  delay  in 
diagnosis  takes  place,  there  may  be  metastases  to  the 
glands  along  the  lesser  curvature  of  the  stomach,  the 
liver,  the  peri-bronchial  nodes,  or  the  neck. 

Direct  extension  of  the  .tumor  may  also  involve  the 
aorta,  the  spine,  the  pulmonary  vessels,  or  bronchi. 
The  surgical  removal  of  a tumor  in  these  debilitated 
individuals  is  accompanied  by  a somewhat  higher 
mortality  than  is  found  in  the  two  previously  de- 
scribed conditions,  because  of  the  poor  physical  con- 
dition of  the  patients.  However,  in  the  absence  of 
proven  metastases,  the  patient  suffering  from  car- 
cinoma should  be  hydrated,  transfused,  and  subjected 
to  exploration.  If  feasible,  and  even  in  the  presence 
of  demonstrable  metastases  at  the  time  of  operation, 
a resection  of  the  tumor-bearing  esophagus  should 
be  performed  so  as  to  allow  the  resumption  of  nor- 
mal swallowing  function.  Usually  this  entails  a di- 
vision of  the  diaphragm  and  advancement  of  the 
stomach  upward  into  the  chest,  with  an  anastomosis 
of  the  proximal  end  of  cut  esophagus  to  the  side  of 
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the  gastric  fundus.  This  may  take  place  at  any  level 
between  the  diaphragm  and  the  lower  cervical  region. 
With  fixation  of  the  stomach  in  the  chest  cavity,  and 
the  provision  of  an  adequate  aperture  through  the 
diaphragm,  normal  swallowing  function  and  diges- 
tive processes  are  restored.  If  the  disease  is  diag- 
nosed early  and  removal  of  the  tumor  is  complete, 
this  arrangement  is  compatible  with  a normal  exist- 
ence. If  the  disease  has  already  metastasized,  the 
normal  function  of  swallowing  is  restored,  eliminat- 
ing the  most  uncomfortable  symptoms  of  esophageal 
obstruction. 

Case  No.  3.  E.  S.,  M.  G.  Id.,  No.  81388,  a 58-year- 
old  male  manual  laborer  admitted  to  the  hospital  on 
December  8,  1948,  complaining  of  difficulty  with 
swallowing  for  two  months.  This  was  at  first  noticed 
as  a feeling  of  “sticking”  in  his  mid-chest  on  the 
swallowing  of  solid  food.  He  was  forced  to  cut 
down  on  the  quantity  and  consistency  of  the  food 


FIGURE  5 

Carcinoma  of  the  Esophagus 
Oblique  view  of  barium  swallow,  showing  a filling  defect 
at  the  level  of  the  tracheal  bifurcation. 
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FIGURE  6 

Carcinoma  of  the  Esophagus 
Barium  swallow  showing  the  stomach  in  the  left  chest 
postoperatively  with  esophago-gastric  anastomosis  above  the 
level  of  the  aortic  arch. 


taken,  his  weight  falling  from  196  to  175  pounds. 
Physical  examination  was  non-contributory  except 
for  the  evidence  of  weight  loss.  A barium  swallow 
showed  a filling  defect  (Fig.  5)  in  the  esophagus, 
just  below  the  level  of  the  aortic  arch.  Esophagos- 
copy  performed  by  Dr.  George  Cummings  on  De- 
cember 9 showed  a fungating  lesion  at  this  level, 
biopsy  showing  an  epidermoid  carcinoma  grade  II. 
A transthoracic  exploration  on  December  16  re- 
vealed a carcinoma  arising  in  the  esophagus  and  in- 
vading the  aorta.  The  esophagus  was  freed,  tran- 
secting tumor  as  it  invaded  the  aorta,  and  an  anas- 
tomosis performed  between  the  upper  esophagus  and 
the  gastric  fundus,  lateral  to  the  aortic  arch.  The 
post-operative  course  was  uneventful ; a barium  swal- 
low showing  a normally  functioning  anastomosis. 
(Fig.  6)  The  patient  was  discharged  on  his  fifteenth 
post-operative  day.  His  relief  was  but  temporary, 
signs  of  recurrence  appearing  after  two  months,  and 
the  patient  expiring  about  four  months  after  opera- 
tion, as  a result  of  recurrent  disease. 
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Benign  Strictures 

Simple  benign  strictures  of  the  lower  esophagus  do 
exist,  resulting  from  either  a caustic  burn  or  the 
regurgitation  of  acid  from  the  stomach  upward  into 
the  esophagus,  to  produce  esophagitis,  ulceration,  and 
scar-tissue  contraction.  The  treatment  of  this  type 
of  narrowing  must  be  designed  to  fit  the  individual 
problem.  In  the  milder  types,  bougienage,  antacids, 
and  a careful  dietary  regime  may  lead  to  an  adequate 
solution.  In  the  more  advanced  stages,  resection,  and 
esophago-gastric  anastomosis  may  be  necessary. 

Perforations 

The  one  lesion  of  the  lower  esophagus  requiring 
emergency  surgical  therapy,  with  the  possible  excep- 
tion of  a strangulated  diaphragmatic  hernia,  is  a per- 
foration of  the  esophgaus.  This  may  be  the  result  of 
an  ingested  foreign  body  penetrating  the  esophageal 
wall,  or  may  be  spontaneous  following  a bout  of 
vomiting.  This  is  particularly  so  in  chronic  alco- 
holics, or  others  who  go  through  a severe  siege  of 
retching.  The  muscular  pull  may  be  sufficient  to 
cause  a full  thickness  tear  of  the  wall  of  the  esopha- 
gus, usually  just  above  the  level  of  the  diaphragm. 
The  symptoms  are  severe,  and  are  frequently  con- 
fused with  those  of  a coronary  occlusion.  There  is 
a sharp  precordial  pain  going  straight  through  to  the 
back,  and  frequently  radiating  upward  to  the  shoul- 


FATAL PANCYTOPENIA  FOLLOWING 

Charles  R.  Glassmire, 

Ever  since  the  appearance  of  Benadryl  in  1945,  a 
large  number  of  the  so-called  anti-histaminic  drugs, 
of  varying  formula,  have  followed  in  rapid  succes- 
sion. This  change  of  formula  has  been  motivated  by 
the  high  incidence  of  side-effects  found  in  the  origi- 
nal preparation,  and  not  yet  completely  eliminated 
from  any  of  its  followers. 

Schwartz,1  in  1949,  reports  side-effects  in  61%  of 
■217  cases  with  Benadryl,  35.7%  in  126  cases  with 
Pyribenzamine,  24.8%  in  cases  with  Neo-Antergan, 
22.7%  in  97  cases  with  Antistine,  20%  in  89  cases 
with  Histadyl  and  7.2%  in  111  cases  with  Neo- 
Hetramine. 

These  side-effects  ranged  from  very  mild  drowsi- 
ness to  marked  central  nervous  system  changes,  such 
as  mental  incoordination  and  coma.  By  far  the  great- 
est number  of  side  effects  reported  to  date  have  been 
either  on  the  central  nervous  system  or  gastro-intesti- 
nal  tract,  where  nausea  and  vomiting  have  been  fairly 
common  symptoms. 


der.  There  is  a marked  fall  in  blood  pressure,  accel- 
erated pulse,  and  signs  of  peripheral  vaso-motor 
collapse. 

The  diagnosis  depends  on  the  history  and  on  the 
X-ray  finding  of  air  in  the  mediastinum.  Often 
subcutaneous  emphysema  is  palpated  in  the  neck. 
This  disease  is  almost  always  fatal,  unless  its  occur- 
rence is  recognized  early,  and  a direct  surgical  repair 
of  the  laceration  carried  out.  If  the  patient  survives 
several  days  without  surgery,  infection  will  make 
surgical  repair  of  the  laceration  an  impossibility. 

Conclusion 

The  non-malignant  lesions  which  involve  the  lower 
esophagus  and  upper  stomach  are  readily  accessible 
surgically.  The  distressing  and  disabling  symptoms 
of  esophageal  obstruction  can  be  relieved  satisfac- 
torily and  with  considerable  safety  in  a person  in 
fair  physical  condition.  Tumors  in  the  lower  esopha- 
gus are  curable  if  recognized  early,  and  even  with 
the  finding  of  metastases  at  operation,  considerable 
palliation  is  achieved  through  resection.  The  acute 
perforating  lesions  of  the  lower  esophagus  may  be 
cured  if  recognized  and  treated  before  infection  be- 
comes established.  It  is  the  development  of  better 
anesthesia,  blood  and  fluid  replacement,  and  the  anti- 
biotics which  have  made  this  type  of  surgery  prac- 
tical. 


ANTI-HISTAMINE  ADMINISTRATION 

M.  D.,  Portland,  Maine 

The  possible  bone  marrow  and  blood  side-effects 
have  received  very  little  mention  in  medical  litera- 
ture. Clement  and  Godlewski2  presented  the  first 
case  of  agranulocytosis  from  anti-histamine  therapy 
in  1945.  Their  patient  was  a 1 3 J4 -year-old  girl,  who 
had  had  three  weeks  of  treatment  for  asthma.  Blan- 
ton and  Owens3  reported  a case  of  granulocytopenia 
in  1947  due  probably  to  Pyribenzamine.  Their  pa- 
tient developed  a white  count  of  1,300  following 
approximately  eight  weeks  of  treatment,  with  prompt 
recovery  on  discontinuing  the  drug. 

Cahan,  Meilman  and  Jacobson4  report  a case  of 
agranulocytosis  following  five  and  a half  weeks  of 
Pyribenzamine  treatment,  and  mention  a third  case 
of  white  blood  count  depression  following  a month 
of  Pyribenzamine  treatment.  Both  of  these  patients 
showed  prompt  return  of  the  white  blood  count  to 
normal  as  soon  as  the  drug  was  discontinued,  with 
complete  recovery.  In  February,  1950,  Drake5  re- 
ported a case  of  agranulocytosis  following  seven 
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weeks  of  Diatrin  therapy  in  an  elderly  man,  with 
recovery  in  two  weeks. 

The  fatalities  following  anti-histamine  administra- 
tion that  have  been  reported  to  date  are  mostly  at- 
tributable to  a marked  overdose  of  the  drug  and  have 
resulted  in  death  due  to  central  nervous  system  de- 
pression. The  present  report  is  believed  to  be  the 
first  reported  case  of  pancytopenia  and  death  follow- 
ing the  use  of  these  drugs. 

Report  of  Case 

Mr.  H.  V.  C.,  a 65-year-old  resident  manager  of 
a government  housing  project,  had  been  seen  inter- 
mittently since  August  of  1946  for  chronic  eczema, 
which  had  been  present  for  over  forty  years.  A small 
amount  of  Benadryl  had  been  used  with  some  re- 
lief from  the  itching  before  I first  saw  him.  A course 
of  Hapamine  was  given  with  almost  complete  clear- 
ing of  the  skin.  In  January  of  1949,  he  had  some 
recurrence  on  his  fingers  which  was  controlled  by 
minute  amounts  of  Pyribenzamine  cream.  During 
the  year  1949  he  had  used  between  three  and  four 
ounces  of  the  ointment. 

In  September,  1949,  it  was  suggested  that  he  use  an 
anti-histamine  orally  to  control  the  itching.  Neo- 
Antergan  was  the  drug  chosen,  and  this  was  used 
off  and  on  in  a dosage  of  25  mgm.  three  times  a day. 

In  October,  1949,  the  patient  reported  that  he  was 
feeling  quite  tired  and  seemed  to  have  no  energy. 
Physical  examination  was  entirely  within  normal 
limits.  No  blood  counts  were  done  at  this  time.  He 
admitted  that  he  had  been  working  quite  hard  in  the 
past  year,  without  a vacation,  and  felt  that  this  might 
be  the  explanation.  On  suggestion  he  took  a two 
weeks’  vacation  and  returned  feeling  very  much 
better. 

He  was  seen  next  on  December  20th,  1949,  at 
which  time  he  was  complaining  of  pain  and  swelling 
in  the  left  leg.  He  stated  that  four  days  previously 
he  had  noticed  the  onset  of  pain  in  his  left  groin 
which  was  aggravated  by  walking,  and  soon  extended 
down  into  the  left  ankle.  He  was  running  a slight 
fever  and  there  was  some  mild  swelling  in  the  left 
leg.  Physical  examination  revealed  a feeling  of 
warmth  in  the  left  leg  especially  in  the  area  of  the 
groin,  and  there  was  a marked  tenderness  both  in  the 
groin  and  in  the  ankle.  A diagnosis  of  thrombo- 
phlebitis of  the  left  femoral  vein  was  made  and  the 
patient  was  hospitalized  for  dicumarol  therapy. 

His  routine  blood  counts  were  remarkable  in  that 
he  showed  a red  count  of  2,940,000  and  a white  count 
of  1,500.  The  differential  count  was  primarily 
lymphocytes  with  a few  blast  forms,  and  only  a few 
polymorphonuclear  leukocytes.  The  patient  was 
given  pyridoxin,  folic  acid,  iron  and  large  amounts 
of  penicillin,  along  with  dicumarol  for  the  thrombo- 
phlebitis. In  a period  of  eleven  days  the  thrombo- 
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phlebitis  was  entirely  inactive,  and  the  blood  count 
had  not  risen.  Three  pints  of  blood  were  given  the 
patient  and  he  was  discharged  to  be  followed  as  an 
out-patient. 

A week  later  his  red  count  was  3,370,000  with  a 
white  count  of  1,450.  Arrangements  were  made  to 
have  him  come  into  the  hospital  a few  days  later  to 
have  additional  blood  transfusions,  but  that  night  he 
spiked  a fever  of  105  and  he  was  re-admitted  to  the 
hospital. 

The  day  of  the  second  admission  a few  scattered 
petechial  hemorrhages  were  noted  on  both  lower  ex- 
tremities. The  following  morning  these  had  spread 
to  involve  the  entire  abdomen,  chest  and  both  upper 
extremities.  They  gradually  became  confluent,  form- 
ing large  purpuric  spots  over  his  entire  body. 

Sternal  punctures  were  done  on  both  hospitaliza- 
tions. The  sternal  marrow  when  spun  down  showed 
a huffy  coat  of  less  than  1 mm.  on  both  occasions. 
The  differential  count  on  the  bone  marrow  was  en- 
tirely within  normal  limits  and  no  evidence  of  leu- 
kemia could  be  found.  There  was  relative  normo- 
blast and  lymphocytic  increase  and  very  little  myeloid 
activity.  There  were  no  megakaryocytes.  The  over- 
all impression  was  pancytopenia. 

The  patient  was  put  on  large  doses  of  penicillin, 
a pint  of  whole,  fresh  blood  was  given  daily,  pyri- 
doxin, yellow  bone  marrow,  and  large  supplemental 
vitamin  intake  was  carried  on.  Despite  this  the  pa- 
tient’s white  count  steadily  fell  to  a low  of  300  on 
the  day  before  his  death.  Red  count  and  hemoglobin 
rose  steadily  with  the  blood  transfusions  until  a high 
of  4,490,000  was  reached.  Four  days  before  his 
death  the  patient  began  to  show  some  slight  mental 
aberration.  His  mind  wandered  and  he  began  talking 
of  things  in  the  past.  He  was  fully  aware  of  his  sur- 
roundings most  of  the  time  and  seemed  quite  appre- 
hensive. 

The  last  two  days  of  his  life  he  put  out  very  little 
urine  and  on  the  day  of  his  death  he  developed  Ivuss- 
maul’s  type  of  breathing.  However,  a C02  combin- 
ing power  at  that  time  was  40  volume  percent.  He 
lapsed  into  unconsciousness  about  noon  of  that  day 
and  died  about  six  o’clock  that  evening  without 
regaining  consciousness. 

Autopsy  Findings 

H.  V.  C. 

Post-mortem  examination  showed  the  petechial 
hemorrhages  in  the  skin  which  were  seen  clinically, 
and  the  scar  of  an  old  gunshot  wound  in  the  left 
lower  quadrant.  The  other  gross  findings  of  interest 
included  scattered  petechial  hemorrhages  in  the  lungs 
and  kidneys,  and  in  the  wall  of  the  gastro-intestinal 
tract,  and  some  recent  hemorrhage  into  the  psaos 
sheath  on  both  sides.  The  lungs  weighed  510  and  460 
gms.  respectively,  and  were  slightly  congested.  The 
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heart  weighed  430  gms.  but  was  not  otherwise  un- 
usual. The  spleen  weighed  270  gms.  and  the  liver 
1700  gms. ; both  were  normal  grossly  and  micro- 
scopically, except  for  some  congestion.  There  was 
no  gross  enlargement  of  the  lymph  nodes,  but  several 
of  them  were  removed  for  microscopic  examination. 
The  brain  weighed  1300  grams  and  was  thought 
grossly  to  have  some  small  petechial  hemorrhages  in 
the  white  matter,  but  microscopic  studies  showed 
these  to  be  dilated  capillaries.  Bone  marrow  was  re- 
moved from  the  sternum,  ribs,  vertebrae  and  femur ; 
the  marrow  from  all  these  areas  appeared  relatively 
acellular,  but  had  a pink  color  apparently  due  to 
hemorrhage.  The  marrow  from  the  femur  appeared 
grossly  to  contain  considerable  fat.  The  other  organs 
appeared  normal  grossly. 

The  microscopic  findings  of  chief  interest,  in  addi- 
tion to  those  which  confirmed  the  petechial  hemor- 
rhages seen  grossly,  were  in  the  bone  marrow  and 
lymph  nodes.  Touch  preparations  of  vertebral  and 
sternal  marrow  showed  numerous  fat  droplets,  many 
red  blood  cells  and  a very  scanty  number  of  nu- 
cleated cells  which  consisted  chiefly  of  lymphocytes, 
plasma  cells  and  mononuclear  macrophages.  Sections 
of  bone  marrow  fixed  with  Zenker’s  acetic  acid  and 
stained  with  eosinmethylene  blue  stain,  were  quite 
similar  in  those  sections  taken  from  the  vertebrae, 
ribs  and  sternal  marrow ; the  spaces  normally  occu- 
pied by  hematapoiectic  tissues  were  largely  replaced 
by  fat,  with  numerous  red  blood  cells,  and  only  a 
scattering  of  nucleated  cells,  consisting  chiefly  of 
lymphocytes  and  a few  plasma  cells  and  macroph- 
ages ; a very  rare  nucleated  red  cell  was  present.  In 
addition,  there  were  a few  fibrous  tissue  cells.  In 
some  sections,  particularly  from  the  sternal  marrow 
the  red  cell  infiltration  was  quite  diffuse  and  had  the 
appearance  of  hemorrhage.  No  megakaryocytes 
were  identified.  Sections  of  the  femoral  marrow  were 
also  quite  acellular  but  with  more  fat  replacement, 
and  slightly  less  red  cell  infiltration.  Sections  of  the 
lymph  nodes  showed  them  to  be  relatively  atrophic, 
with  some  fat  replacement  in  which  the  sinusoids 
stood  out  quite  clearly.  Some  of  the  germinal  follicle 
areas  showed  small  zones  of  necrosis,  with  a small 
amount  of  neutrophile  infiltration  and  some  reticulo- 
endothelial cell  and  fibroblastic  proliferation.  Still 
other  areas  showed  a small  amount  of  fresh  hemor- 
rhage. 

These  post-mortem  findings  were  considered  char- 
acteristic of  an  aplastic  anemia.  There  was  nothing 
about  these  findings  which  would  distinguish  this 
case  from  a primary  aplastic  anemia  but  because  of 
the  clinical  history  it  is  believed  that  the  prolonged 


anti-histamine  medication  must  be  considered  as  a 
possible  etiological  factor. 

Discussion 

Since  the  release  of  four  formulas  of  the  anti- 
histamine drugs  for  over-the-counter  sale,  the  adver- 
tising people  have  had  a hey-dey  and  have  sky- 
rocketed the  sale  of  these  drugs  for  the  alleged  pre- 
vention or  cure  of  the  common  cold.  One  company 
reports  the  sale  of  over  2 billion  tablets  in  only  four 
months. 

All  of  these  cases  of  agranulocytosis  reported  to 
date  have  been  while  the  patient  has  been  under  a 
doctor’s  care.  If  the  patient  reported  here  had  not 
developed  thrombophlebitis  it  is  quite  possible  that 
his  blood  counts  might  never  have  been  done  and  he 
probably  would  have  developed  a fulminating  pneu- 
monia and  died  without  our  realizing  that  his  total 
blood  counts  were  low.  It  is  impossible  to  know  how 
many  have  done  just  this  thing. 

It  has  been  our  feeling  that  the  anti-histamine 
drugs  should  be  used  only  under  a physician’s  super- 
vision and  that  routine  blood  counts  be  done  the 
same  as  we  do  when  using  sulfonamides,  thiouracil, 
gold,  etc. 

Summary  and  Conclusion 

A case  of  pancytopenia  with  death  following  the 
use  of  Neo-Antergan  and  Pyribenzamine  cream  is 
reported.  This  is  believed  to  be  the  first  such  case 
report,  although  at  least  five  non-fatal  cases  of 
agranulocytosis  have  been  reported.  It  is  felt  that 
these  drugs  should  be  used  only  under  the  careful 
supervision  of  a physician. 

I am  indebted  to  Dr.  Franklin  F.  Ferguson  for  his  assist- 
ance and  preparation  of  the  pathological  material  for  this 
paper. 
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FRACTURES  OF  THE  FEMORAL  NECK  IN  CHILDHOOD 

Robert  G.  Livingstone,  M.  D.,  Cambridge,  Mass. 


The  rarity  of  fractures  of  the  femoral  neck  in 
childhood  is  suggested  by  the  finding  that  less  than 
20  publications  have  been  devoted  to  this  subject. 
Yet,  in  spite  of  varying  methods  of  treatment,  such 
reported  complications  as  malunion  and  aseptic 
necrosis  of  the  femoral  epiphysis  or  head  have  been 
relatively  common,  and  with  the  consequent  mechani- 
cal instability  of  the  joint  and  accompanying  arth- 
ritic changes  serious  degrees  of  disability  have  been 
the  ultimate  result.  The  management  of  these  in- 
juries is  thus  believed  to  be  a matter  of  unusual 
responsibility  and  interest. 

An  experience  with  a patient  which  has  led  us  to 
review  the  published  records  of  this  injury  is  de- 
scribed in  the  accompanying  report. 

CASE  REPORT 

T.  P.,  a 13-year-old  white  schoolboy,  was  ad- 
mitted to  the  hospital  on  December  16,  1944,  an  hour 
after  he  was  struck  and  knocked  down  by  an  auto- 
mobile. It  was  said  that  he  had  been  unconscious 
several  minutes  as  a result  of  this  accident. 

The  details  of  the  past  and  family  history,  which 
were  obtained  from  the  mother,  were  of  no  related 
interest. 

At  the  time  of  entry  the  patient  was  alert  and 
rational,  but  he  had  no  recollection  of  the  circum- 
stances of  his  injury.  There  was  a superficial  lacera- 
tion of  the  scalp,  and  there  were  multiple  abrasions 
of  the  face  and  legs.  Motion  at  the  left  hip  joint  was 
limited  and  painful.  Marked  tenderness  was  present 
in  the  region  of  the  left  greater  trochanter.  The  left 
knee  was  swollen  and  painful.  There  was  no  shorten- 
ing of  the  leg. 

The  results  of  routine  laboratory  studies,  which 
included  an  examination  of  the  cerebrospinal  fluid, 
were  considered  to  be  within  normal  limits. 

A diagnosis  of  concussion,  laceration  of  the  seal]), 
multiple  contusions  and  abrasions,  and  probable  frac- 
ture of  the  greater  trochanter  of  the  left  femur  was 
made.  Initial  treatment  was  concerned  with  the  head 
injury,  and  appropriate  symptomatic  measures  were 
outlined.  For  3 days  the  patient  was  amnesic  and 
restless,  but  thereafter  his  improvement  in  this  re- 
spect was  satisfactory  and  entirely  uneventful. 

A roentgenographic  examination  on  December  21, 
1944,  revealed  a complete  fracture  of  the  neck  of  the 
left  femur.  (Fig.  1)  The  fracture  was  at  once  re- 
duced by  traction  and  manipulation,  and  the  leg  was 
then  immobilized,  by  means  of  a plaster  spica,  in  wide 
abduction,  slight  inward  rotation,  slight  hyperexten- 
sion at  the  hip,  and  slight  flexion  at  the  knee. 


FIGURE  l 

Fracture  of  the  femoral  neck,  5 days  after  injury. 


In  February,  1945,  a prolonged  febrile  reaction 
developed  as  a complication  of  routine  scarlet  fever 
immunization.  An  estimated  weight  loss  of  15 
pounds  occurred  within  the  next  few  weeks,  and  the 
spica  soon  became  too  loose  to  be  efifective.  The  pa- 
tient was  placed  on  a fracture  table,  to  assure  main- 
tenance of  the  position  of  immobilization,  and  the 
spica  was  removed.  When  a roentgenographic  ex- 
amination demonstrated  satisfactory  alignment  of  the 
fragments,  a new  spica  was  applied. 

The  spica  was  removed  after  a total  immobilization 
period  of  3 months.  A roentgenographic  examination 
then  showed  excellent  healing  of  the  fracture,  with 
no  demonstrable  abnormality  of  the  femoral  epiphy- 
ssi  or  head.  (Figs.  2 and  3) 

Crutches  were  permitted,  without  weight-hearing, 
about  2 weeks  later,  and  on  April  12,  1945,  the  pa- 
tient was  sent  home.  Weight-bearing  was  begun  4 
months  from  the  date  of  injury.  A roentgenographic 
examination  on  April  9,  1948,  revealed  a normal  fem- 
oral neck,  epiphysis,  and  head.  (Fig.  4)  At  the 
present  time,  more  than  5 years  after  the  injury 
occurred,  the  patient  is  asymptomatic.  He  walks  with 
a normal  gait,  he  has  no  shortening  of  the  leg,  and 
he  enjoys  the  unrestricted  physical  activities  of 
schoolboy  life. 

Comment 

Isolated  cases  of  this  fracture  were  described  by 
Cromwell  (1835),  Hamilton  and  Smith  (1891), 
Schultz-Rostock  (1892),  and  Whitman  (1893) 
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FIGURES  2 AND  3 

The  extent  of  healing  after  3 months  of  immobilization. 


FIGURE  4 

The  appearance  of  the  femoral  neck  V/z  years  after  frac- 
ture. No  abnormality  is  apparent. 

some  years  before  the  introduction  (about  1897) 
of  the  roentgenogram  in  diagnosis,  but  many 
of  these  injuries  on  earlier  occasions  were  un- 
doubtedly regarded  as  instances  of  tuberculous 
infection  of  the  hip  or  as  fracture-separations 
of  the  femoral  epiphysis.  Subsequent  accounts  have 
included  the  reports  of-  30  additional  cases  by  Whit- 
man (1897,  1900,  1909),  1 case  by  Russell  (1898), 
2 cases  by  Telford  (1913),  8 cases  by  Taylor  (1917), 


2 cases  (one  a museum  specimen)  by  Bland-Sutton 
(1918),  3 cases  by  Greig  (1919),  12  cases  by 
Colonna  (1928,  1929),  11  cases  (in  the  12  to  20- 
year-old  group)  by  zur  Verth  (1935),  9 cases  by 
Mitchell  (1936),  1 case  by  Johansson  (1940),  3 cases 
by  Nielsen  (1940),  10  cases  by  Wilson  (1940),  12 
cases  (10  patients)  by  Carrell  and  Carrell  (1941), 
and  2 cases  by  Blount,  Schaefer,  and  Fox  (1944). 
A series  of  approximately  110  fractures  of  this  type, 
within  a period  of  60  years,  is  represented  by  these 
records. 

Most  of  these  fractures  have  resulted  from  the 
violent  trauma  met  with  in  pedestrian  accidents  or  in 
falls.  Whitman  (1893),  has  reported  that  this  injury 
has  occurred  in  forcible  attempts  to  gain  reduction 
of  dislocations  of  the  hip,  and  Taylor  (1917),  has 
attributed  this  fracture,  in  an  infant,  to  the  manipu- 
lations incident  to  breech  extraction.  Cases  have 
also  been  cited  where  the  apparent  trauma  has  been 
relatively  slight. 

Little  or  no  disability  may  be  evident  at  first.  The 
discovery  of  pain  on  motion,  elevation  of  the  greater 
trochanter,  and  adduction,  external  rotation,  and 
slight  shortening  of  the  leg  may  first  suggest  the 
diagnosis.  A clinical  distinction  between  this  injury 
and  fracture  or  separation  of  the  femoral  epiphysis 
may  be  very  difficult,  but  in  the  patient  less  than  10 
years  old,  as  Whitman  (1909),  and  Colonna  (1929), 
have  observed,  a separation  of  the  epiphysis  alone 
is  probably  impossible  because  of  the  thick  cartilage 
at  the  upper  end  of  the  femur.  The  nature  of  the 
injury,  however,  is  established  by  roentgenographic 
study.  A fracture  of  the  femoral  neck  may  be  com- 
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plete  or  incomplete ; it  may  be  subcapital,  trans- 
cervical,  cervicotrochanteric,  or  pertrochanteric.  Ac- 
cording to  Taylor  (1917),  and  to  Carrell  and  Car- 
rell  (1941),  the  cervicotrochanteric  type  is  the  most 
common.  In  the  present  series,  where  the  site  of 
fracture  had  been  clearly  pointed  out,  the  cervico- 
trochanteric type  was  noted  in  two-thirds  of  the 
cases. 

The  plan  of  treatment  recommended  by  Whitman 
(1909),  has  often  since  been  followed  in  the  man- 
agement of  the  earlier  stages  of  this  injury.  With 
an  assistant  steadying  the  pelvis,  and  usually  while 
the  patient  is  under  anesthesia,  downward  manual 
traction  is  exerted  on  both  legs  to  correct  the  short- 
ening, and  upward  pressure  on  the  thigh  is  made  to 
gain  alignment  of  the  fragments  against  the  anterior 
border  of  the  capsule.  The  legs  are  then  abducted 
simultaneously.  A plaster  spica  is  applied  to  hold 
the  injured  leg  in  maximum  abduction,  with  mod- 
erate hyperextension  at  the  hip,  inward  rotation  of 
the  leg,  and  slight  flexion  at  the  knee.  The  immobi- 
lization is  maintained  for  a period  of  3 months. 

In  this  technique  it  is  important  that  reduction  be 
achieved  before  abduction  is  begun,  for  with  the  exe- 
cution of  the  latter  maneuver  the  neck  is  swung  in 
towards  the  acetabulum,  the  fragments  being  locked 
in  the  position  they  then  lie  by  the  tightening  of  the 
capsule. 

A similar  method  of  treatment  had  also  been  em- 
ployed by  Taylor  (1917),  Colonna  (1928,  1929),  and 
Johansson  (1940),  but  because  of  difficulty  in  main- 
taining the  reduction  the  use  of  continuous  traction 
was  found  more  satisfactory  by  Bolder  (1935), 
Mitchell  (1936),  and  Carrell  and  Carrell  (1941). 
The  recommended  period  of  immobilization  has 
varied  from  6 to  8 weeks  or  more,  but  prolonged  de- 
lay in  the  resumption  of  weight-bearing  has  invari- 
ably been  enjoined.  When  reduction  was  not  readily 
achieved,  traction  was  advised  by  Whitman  (1909), 
and  in  such  cases  also  tenotomy  of  the  adductor 
muscles  was  suggested  by  Carrell  and  Carrell  (1941). 
Other  initial  measures,  such  as  internal  fixation  by 
means  of  nails  or  pins,  have  been  used  exceptionally. 

Evidence  of  the  effectiveness  of  these  measures  in 
the  earlier  stages  of  this  injury  is  not  lacking. 
Colonna  (1928,  1929),  has  reported  good  results  in 
6 patients  who  were  treated  by  the  Whitman  method. 
Mitchell  (1936),  described  a good  result  in  1 case 
after  treatment  by  abduction.  Carrell  and  Carrell 
(1941),  have  also  cited  good  results  after  abduction 
in  2 cases,  nail  fixation  in  1 case,  and  abduction  with 
traction  in  4 cases.  The  majority  of  patients  with 
this  fracture  had,  however,  apparently  been  seen  too 
late  for  adequate  initial  treatment. 

The  occurrence  of  complications  has  been  rela- 
tively common.  Aseptic  necrosis  of  the  femoral 
epiphysis  or  head  has  been  reported  by  zur  Verth 


(1935),  in  4 of  10  collected  cases,  by  Johansson 
(1940),  in  2 cases,  and  by  Carrell  and  Carrell 
(1941),  in  one-third  of  the  cases  they  have  studied. 
An  end-result  suggestive  of  Legg-Calve-Perthes’ 
disease  was  also  described  by  Nielsen  (1940),  in  3 
cases.  Other  reference  has  been  made  to  failure  to 
maintain  reduction,  to  subsequent  deformity  and 
shortening,  and  to  various  diseases  of  the  non-osse- 
ous  tissues.  In  the  present  series,  where  adequate 
accounts  have  been  provided,  such  complications  have 
been  noted  in  35  of  60  cases. 

An  explanation  for  the  prevalence  of  aseptic  ne- 
crosis is  suggested  by  the  findings  of  Wolcott  (1937), 
in  his  investigations  of  the  blood  supply  of  the  head 
and  neck  of  the  femur.  By  means  of  injections  of  a 
radio-opaque  material  he  has  demonstrated  interest- 
ing differences  in  the  vascular  anastomotic  pattern  in 
the  hips  of  adults  and  of  children.  The  vessels  in 
the  adult  pierce  the  capsule  in  two  groups,  each  with 
three  or  four  branches,  on  the  postero-superior  and 
postero-inferior  aspects  of  the  cervicotrochanteric 
junction.  Advancing  through  the  loose  capsular  tis- 
sue they  enter  obliquely  at  the  base  of  the  head  of 
the  femur,  anastomosing  then  with  branches  of  the 
nutrient  and  ligamentum  teres  vessels.  In  20  per 
cent  of  the  adult  hips  the  vessel  of  the  ligamentum 
teres  is  absent ; in  the  hips  of  all  children  it  is  not 
patent  beyond  the  fovea  until  the  nucleus  of  the  head 
has  been  well  formed,  usually  between  the  ages  of 
11  and  13  years.  Fractures  of  the  femoral  neck  in 
childhood  are  thus  particularly  likely  to  imperil  the 
available  blood  supply. 

Nonunion  being  rare,  treatment  in  the  later  stages 
of  this  injury  has  usually  been  concerned  with  the 
correction  of  deformity  and  with  the  prevention  of 
subsequent  disabling  changes.  Subtrochanteric  oste- 
otomy has  been  advised  by  Whitman  (1909),  Mitch- 
ell (1936),  and  Carrell  and  Carrell  (1941),  and  this 
measure  has  apparently  been  found  to  be  a very  use- 
ful one.  Such  other  operative  procedures  as  bone 
grafting,  internal  fixation  by  means  of  nails  or  pins, 
or  reconstruction  of  the  hip  have  occasionally  been 
employed,  but  the  results  which  are  described  have 
failed  to  justify  these  measures. 

The  existence  of  such  hazards  with  these  fractures 
has  emphasized  the  need  for  careful  management  of 
each  case.  Initial  treatment  by  abduction,  or  by  ab- 
duction and  traction,  is  therefore  thought  advisable 
in  the  earlier  stages  of  this  injury.  Manipulative 
effort  should  be  limited  and  gentle ; internal  fixation, 
with  its  risk  of  damage  to  epiphysis  or  blood  sup- 
ply, should  be  used  exceptionally.  An  adequate  im- 
mobilization period,  of  6 to  12  weeks  or  more,  should 
invariably  be  assured ; the  resumption  of  weight- 
bearing should  be  delayed  3 months  or  longer. 
Where  deformity  occurs,  persisting  for  at  least  4 
weeks,  a subtrochanteric  osteotomy  is  an  apppropri- 
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ate  corrective  measure.  Adherence  to  this  plan  of 
treatment  is  thought  most  likely  at  this  time  to  assure 
improved  results. 

Summary 

Fractures  of  the  femoral  neck  in  childhood  are 
unusual  injuries  which  have  commonly  been  followed 
by  such  complications  as  malunion,  aseptic  necrosis 
of  the  femoral  epiphysis  or  head,  and  degenerative 
changes  in  the  hip  joint. 

An  experience  with  a recent  patient  is  described, 
and  a review  of  the  published  records  of  this  injury 
is  given. 

Treatment  by  abduction,  or  by  abduction  and  trac- 
tion, is  recommended  when  this  fracture  is  recent, 
with  emphasis  upon  prolonged  delay  in  the  resump- 
tion of  weight-bearing.  A subtrochanteric  osteotomy 
is  suggested  in  those  cases  where  deformity  is  per- 
sistent. 
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CLINICAL  EXPERIENCE  WITH  CHLOR-TRIMETON * 

Irving  W.  Schiller,  M.  D.,  Francis  C.  Lowell,  M.  D.,  and  William  Franklin,  M.  D. 


The  recent  studies  of  the  pituitary  adrenocortico- 
tropic hormone  and  certain  of  the  adrenal  cortical 
steroids  have  shown  that  they  may  be  of  unexcelled 
value  in  the  treatment  of  certain  of  the  severe  hyper- 
sensitive state.1-3  Until  more  is  known  of  the  mecha- 
nism by  which  these  hormones  operate,  and  we  have 
more  understanding  of  their  eventual  effects,  it  is  not 
likely  that  they  will  replace  the  well-established 
methods  directed  against  specific  allergens  or  the  use 

From  the  Allergy  Clinic,  Robert  Dawson  Evans  Memorial 
Hospital,  Massachusetts  Memorial  Hospitals,  and  the.  De- 
partment of  Medicine,  Boston  University  School  of  Medicine, 
Boston,  Massachusetts. 


of  the  antihistaminic  drugs,  in  the  day  to  day  man- 
agement of  allergic  disease.  It  is  well  known  that  the 
antihistaminic  drugs  are  prone  to  prodttce  a number 
of  unpleasant  side  reactions  of  which  drowsiness  is 
most  commonly  encountered.  In  addition,  the  num- 
ber of  reports  of  more  serious  reactions4'12  with  the 
use  of  these  drugs  is  increasing  so  that  further  efforts 
to  produce  more  effective  and  less  toxic  compounds 
seem  warranted.  Furthermore,  because  of  the  great 
individual  variation  among  patients  regarding  the 
action  of  drugs,  there  is  an  advantage  in  having  a 
number  available  with  similar,  but  not  identical  prop- 
erties, from  which  to  choose. 
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Tislow  and  his  associates13  have  shown,  in  animal 
experiments,  that  the  chlorination  of  trimeton  re- 
sulted in  a twenty-fold  increase  in  antihistaminic  ac- 
tivity without  any  appreciable  changes  in  relative 
toxicity.  In  contrast,  they  noted  that  the  halogena- 
tion  products  of  benadryl,  pyribenzamine  and  theney- 
lene  showed  no  such  marked  increase  in  activity.  The 
halogenation  product  of  trimeton  differs  from  the 
parent  substance  trimeton  only  in  respect  to  the  pres- 
ence of  chlorine  in  the  para  position  on  the  benzene 
ring.  This  compound,  known  as  chlor-trimeton.f  is 
1 - ( P-chlorophenyl ) -1-  ( 2-pyridyl)  -3-N,  N -dimethyl- 
propylamine. 

The  pharmacological  and  preliminary  clinical  data 
indicated  that  the  effective  oral  dose  of  chlor-trime- 
ton  was  in  the  range  of  2-4  mgs.  and  that  the  dura- 
tion of  activity  was  protracted  when  compared  to 
other  available  antihistaminic  drugs.  Should  clinical 
experience  support  the  above  data,  chlor-trimeton 
would  occupy  an  unique  position  in  the  field  of  his- 
tamine-antagonizing agents. 

The  present  study  covers  the  period  from  June, 
1949,  to  December,  1950.  The  results  and  impressions 
of  a clinical  study  of  this  type  are  reported  despite 
the  inadequacies,  to  be  mentioned  in  the  discussion 
below. 

Chlor-trimeton  was  made  available  as  scored  tab- 
lets containing  2 mgs.  or  4 mgs.  The  dose  used  was 
1 to  4 mgs.  by  mouth,  taken  as  often  as  required  for 
relief  of  symptoms.  A total  of  153  patients  was 
treated  (57  males;  79  females)  with  ages  from  3 to 
55  years.  The  majority  were  undergoing  injection 
therapy  with  specific  allergens  and  chlor-trimeton 
was  prescribed  in  addition  when  symptoms  occurred. 
Each  patient  was  observed  and  questioned  over  a 
period  of  weeks  or  months  and  was  instructed  to 
report  in  detail  all  effects  noted.  The  results  were 

t Kindly  supplied  by  the  Schering  Corporation,  Bloom- 
field, N.  J. 


grouped  as  follows:  excellent,  if  complete  relief  of 
symptoms  occurred  and  lasted  for  several  hours  ; par- 
tial, if  relief  was  50%  or  more  and  lasted  two  or 
more  hours;  and  no  relief,  when  there  was  less  than 
50%  relief  or  the  duration  of  activity  was  short.  Re- 
lief or  symptoms  in  most  cases,  when  it  occurred, 
required  30  to  45  minutes  and  the  duration  of  relief 
varied  from  two  hours  to  as  long  as  twelve  or  more 
hours. 

As  shown  in  Table  I,  of  100  patients  with  hay 
fever,  84  reported  excellent  or  partial  relief.  Of  20 
patients  with  perennial  allergic  rhinitis,  15  (75%) 
also  had  excellent  or  partial  relief.  Likewise,  effec- 
tive control  of  symptoms  was  seen  in  12  of  the  15 
patients  with  urticaria.  The  patients  with  hay  fever 
complicated  by  seasonal  asthma  and  the  subjects  with 
perennial  bronchial  asthma  made  the  poorest  show- 
ing. The  majority  of  the  subjects  who  obtained  re- 
lief with  chlor-trimeton  required  about  4 mgs.  morn- 
ing and  night.  The  patients  with  hay  fever,  in  most 
instances,  used  the  drug  almost  daily  over  a period  of 

3 to  6 weeks,  and  those  with  allergic  rhinitis  of  the 
chronic  variety  used  the  drug  in  varying  amounts  for 
6 or  more  months.  A few  patients  required  doses  of 

4 mgs.  three  or  four  times  a day  for  short  periods 
and  tolerated  this  amount  without  difficulty. 

There  were  8 patients  who  had  used  pyribenzamine 
prior  to  the  administration  of  chlor-trimeton.  Of 
these  8,  4 preferred  pyribenzamine,  3 preferred 
chlor-trimeton  and  one  expressed  no  preference.  In 
13  patients  who  used  both  trimeton  and  chlor-trime- 
ton, 5 had  a preference  for  the  first  and  3 preferred 
the  second,  and  in  the  remaining  5 cases  there  was  no 
advantage  in  one  drug  over  the  other. 

Of  the  153  patients  who  used  chlor-trimeton,  134 
(87%)  were  free  from  side  effects.  The  reactions 
in  the  remaining  19  (13%)  were  not  serious  and 
were  easily  controlled  by  decreasing  the  dose,  or  in 
the  rare  case,  discontinuing  the  antihistaminic  ther- 


TABLE  I 

Therapeutic  Response  to  Chlor-Trimeton 


Diagnosis 

Total 

Excellent 

Relief 

Partial 

Relief 

No 

Relief 

Cases 

No.  of 
Cases 

No.  of 
Cases 

No.  of 
Cases 

Hay  Fever 

100 

39 

45 

16 

Allergic  Rhinitis  Perennial 

20 

7 

8 

5 

Hay  Fever  and 
Seasonal  Bronchial  Asthma 

6 

2 

0 

4 

Bronchial  Asthma  Perennial 

12 

2 

2 

8 

Urticaria 

15 

9 

3 

3 

Total 

153 

59 

58 

36 
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apy.  This  percentage  of  untoward  effects  is  note- 
worthy and  is  much  lower  than  that  reported  for 
most  antihistaminic  drugs.  The  side  effects  were 
chiefly  drowsiness  (12  cases),  headache  (4  cases) 
and  (in  one  case  each)  dry  throat,  nausea  and 
dizziness. 

The  reliability  of  a clinical  study  of  the  kind  re- 
ported here  is  difficult  to  assess  for  such  well-known 
reasons  as  the  tendency  of  the  physician  and  patient 
to  be  biased  in  their  judgement  in  favor  (or  some- 
times against)  a new  preparation.  We  feel  that  on 
the  basis  of  this  and  previous  studies  of  a similar 
nature,  the  attempt  of  the  physician  to  be  objective 
in  the  interpretation  of  what  he  sees  and  what  he 
elicits  from  his  patient  is  never  completely  success- 
ful and  never  can  be.  This  will  influence  the  results 
as  long  as  the  physician  is  in  a position  to  know  what 
the  patient  is  receiving  and  when.  We  do  not  feel 
that  the  mere  use  of  placebo  is  sufficient  as  it  con- 
trols only  one-half  of  the  difficulty.  To  meet  this 
problem,  the  cooperation  of  several  people  and  care- 
ful organization  are  required.  So  far  as  we  know, 
this  has  only  been  achieved  in  a few  instances.  A 
recent  example  of  initial  enthusiasm  unsupported  by 
the  collection  of  data  under  carefully  controlled  con- 
ditions, is  the  use  of  the  antihistaminic  drugs  in  the 
treatment  of  the  common  cold.14'16 

Though  this  study  may  be  criticized  for  failing  to 
take  much  of  the  above  into  account,  we  feel  that 
certain  conclusions  are  warranted  concerning  the 
value  of  chlor-trimeton  in  the  management  of  aller- 
gic conditions.  The  drug  appears  to  be  a useful  agent 
in  the  symptomatic  treatment  of  hay  fever,  perennial 
allergic  rhinitis  and  urticaria.  Chlor-trimeton  com- 
pared well  with  pyribenzamine  and  trimeton,  drugs 
with  which  we  have  had  considerable  experience.17'18 

The  results  in  bronchial  asthma,  though  disap- 
pointing, were  not  unexpected  and  are  in  accord  with 
the  experience  with  other  antihistaminic  drugs.  De- 
spite the  slower  action  of  chlor-trimeton,  requiring 
30-45  minutes  to  act,  it  was  apparent  that  the  drug 
was  unique  among  those  available  at  the  time,  in  the 
unusually  long  period  of  relief  afforded  many  of  the 
patients.  This  effect  is  of  considerable  interest  in 
view  of  the  small  dose  requirement  of  the  drug.  It 
has  been  suggested  by  Gilman19  that  the  two  proper- 
ties, long  activity  and  low  dosage,  may  be  related.  He 
attributes  these  features  to  the  stability  of  chlor- 
trimeton  resulting  in  its  slow  inactivation  in  the 
body.  He  suggests  that  the  blood  levels  are  as  high 
with  small  doses  of  chlor-trimeton  as  they  are  with 
larger  doses  of  the  other  antihistaminics.  The  dis- 
advantages of  a long  action  drug  which  is  also  po- 
tentially toxic,  should  be  kept  in  mind.  Nevertheless, 
concern  for  the  possible  cumulative  effects  of  chlor- 
trimeton  would  appear  to  be  unwarranted  in  the  light 
of  our  clinical  observations. 


Summary 

Chlor-trimeton,  1-P-chlorophenyl)  -1  -(2-pyridyl)  - 
3-N,  N-dimethyl-propylamine,  an  antihistaminic 
drug,  was  subjected  to  clinical  trial  in  153  patients 
with  one  or  more  allergic  conditions.  The  majority 
of  these  patients  were  under  observation  for  many 
months.  The  drug  appeared  to  he  effective  in  reliev- 
ing the  symptoms  of  hay  fever,  perennial  allergic 
rhinitis  and  urticaria.  It  was  unsatisfactory  in  the 
treatment  of  bronchial  asthma.  The  preliminary 
pharmacologic  data  which  suggested  high  potency, 
increased  duration  of  activity  and  low  toxicity,  ap- 
pears to  be  confirmed  by  this  evaluation.  The  side 
reactions  encountered  in  19  of  the  153  patients  were 
mild  and  easily  controlled. 
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USE  OF  PREGNENOLONE  IN  RHEUMATOID  ARTHRITIS 

J.  Graham  Bruce,  M.  D.* 


With  the  knowledge  of  the  effectiveness1  of  cor- 
tisone and  pituitary  adrenocorticotrophic  hormone  in 
the  treatment  of  rheumatoid  arthritis  and  because  of 
the  scarcity  and  high  cost  of  these  materials,2  a search 
for  other  adrenal  steroids  for  use  in  this  disease  was 
begun.  One  of  these  steroids,5 — pregnenolone,  was 
reported  to  have  a mild  effect  on  ankylosing  spondy- 
litis by  Davison  and  Ivoets3  in  1949.  Other  authors4 
have  recently  reported  “striking  relief’  in  fifty  per 
cent  of  thirty  patients  using  a daily  dose  of  500  mgm. 
of  the  drug,  but  none  of  the  patients  showed  a Grade 
I response  (remission  of  disease)  as  is  generally  seen 
with  the  use  of  pituitary  adrenocorticotrophic  hor- 
mone or  cortisone.5  Ishmael6  and  his  group  have  re- 
ported that  pregnenolone  acetate  is  an  effective  treat- 
ment for  rheumatoid  arthritis.  It  was  used  alone  and 
in  combination  with  testosterone  propionate.  The 
combination  was  considered  to  be  more  effective  than 
when  used  alone. 

Recently,  Guest,  Cecil,  et  al.7  treated  nineteen  pa- 
tients with  pregnenolone  and  obtained  subjective  and 
objective  improvement  in  one  case.  This  case  was 
rheumatoid  spondylitis,  and  despite  the  improvement, 
the  elevated  sedimentation  rate  was  not  lowered  by 
the  drug. 

The  following  is  a clinical  study  of  six  patients 
treated  with  pregnenolone.  The  dose  given  was,  in 
most  instances,  500  mgm.  daily  of  which  100  or  200 
mgm.  were  administered  intramuscularly  and  the 
remainder  orally.  The  medication  was  continued  for 
one  to  eight  weeks.  All  six  cases  had  subjective  and 
objective  evidence  of  rheumatoid  arthritis,  and  they 
had  previously  been  followed  for  periods  from  a few 
weeks  to  several  years. 

CASE  I 

This  female,  aged  seventy-three,  suffered  from 
polyarticular  arthritis  of  eight  years’  duration.  There 
was  involvement  of  the  small  fingers  and  knee  joint. 
Cardiomegaly  and  basal  rales  were  present.  The  sedi- 
mentation rate  was  63  mm.  ( Westergren) . 

On  April  2,  1950,  she  was  started  on  pregnenolone 
500  mgm.  per  day  and  pregnenolone  acetate  100 
mgm.  intramuscularly.  On  the  following  day,  she 
was  much  improved  symptomatically.  On  April  29, 
1950,  the  right  wrist  was  1 cm.  larger  in  diameter 
than  the  left,  and  the  right  knee  was  1.5  cm.  larger 
than  the  left.  At  this  point,  the  patient  presented 

* Assistant  Visiting  Physician,  The  Springfield  Hospital. 
Out-Patient  Physician  in  Charge  of  Arthritis  Clinic,  The 
Springfield  Hospital.  Visiting  Physician,  Springfield  Munici- 
pal Hospital. 


frank  signs  of  congestive  failure.  She  was  digitalized 
and  given  a low  sodium  diet. 

While  under  treatment  with  pregnenolone,  the 
arthritis  spread  to  the  right  shoulder  joint. 

On  May  10,  1950,  pregnenolone  was  discontinued 
because  of  progressive  cardiac  failure.  This  im- 
proved with  morphine,  bed  rest,  a low  sodium  diet, 
and  ammonium  chloride.  After  three  weeks  of  ther- 
apy with  pregnenolone,  the  arthritis  was  objectively 
unimproved  and  the  sedimentation  rate  remained 
elevated  (53). 

CASE  II 

This  female,  aged  seventy-two,  had  had  rheuma- 
toid arthritis  for  twelve  years.  Both  wrists  and  knees 
were  swollen,  painful,  and  limited  in  motion.  The 
shoulders  and  all  of  the  small  joints  of  the  fingers 
were  involved.  There  were  subcutaneous  nodules  at 
the  olecranons,  wrists,  and  fingers.  The  sedimenta- 
tion rate  varied  between  30  mm.  and  58  mm.  (Wes- 
tergren). On  April  24,  1950,  she  was  started  on 
pregnenolone  200  mgm.  intramuscularly  in  two  di- 
vided doses  plus  400  mgm.  by  mouth  daily.  Injec- 
tions were  stopped  on  June  15,  1950,  and  oral  tablets 
were  gradually  reduced  in  dosage  and  discontinued 
on  July  15,  1950. 

During  the  period  of  treatment,  the  circumference 
of  the  left  wrist,  which  was  15.5  cm.  at  the  start,  be- 
came 16.8  cm.  The  left  knee  and  the  right  knee  at 
the  start  were  36.5  cm.  and  36.5  cm.  in  circumfer- 
ence. At  the  end  of  treatment  they  were  34.5  cm.  and 
35.0  cm.,  respectively.  The  patient  felt  that  her  knees 
were  bettter  but  that  her  wrists  and  fingers  were 
more  painful  and  stiff.  The  sedimentation  rate  re- 
mained elevated. 

CASE  III 

This  female,  aged  seventy,  had  rheumatoid  arth- 
ritis for  four  months,  involving  both  shoulders  and 
proximal  phalanges  with  typical  swelling,  pain,  and 
tenderness.  On  March  18,  1950,  after  a trial  of  con- 
servative therapy,  during  which  sedimentation  rates 
were  56  and  64  (Westergren),  she  was  started  on 
pregnenolone  400  mgm.  by  mouth  and  100  mgm.  in- 
tramuscularly daily.  When  medication  was  stopped 
on  April  22,  the  left  third,  fourth,  and  fifth  meta- 
carpophalangeals  were  red,  hot,  and  swollen.  Sedi- 
mentation rate  was  38  mm.  (Westergren). 

CASE  IV 

This  female,  aged  fifty-six,  had  suffered  from 
arthritis  for  fourteen  years.  Finger  joints  presented 
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typical  fusiform  swellings,  trophic  disturbances,  and 
deformities  with  several  ankylosed  joints.  Both 
knees  and  ankles  were  warm,  swollen,  and  painful. 
There  were  flexion  contractures  of  the  knees  and 
elbows. 

Pregnenolone  was  started  on  April  27,  1950.  Sedi- 
mentation rate  on  this  date  was  88  mm.  (Wester- 


gren).  Hemoglobin  was  10.6  grams.  On  May  5, 
1950,  there  was  subjective  improvement  but  on  May 
16,  1950,  joint  pain  was  increased.  On  June  3,  1950, 
joints  were  much  more  painful  and  medication  was 
discontinued.  Following  this,  the  patient  stated  that 
she  had  four  days  of  relief  from  pain,  only  to  have 
symptoms  recur. 


4/27/50 

5/16/50 

5/25/50 

6/16/50 

Diameter  Right  Wrist 

15.0  cm. 

14.5 

15.0 

Diameter  Left  Wrist 

14.8 

14.5 

14.7 

Diameter  Right  Knee 

35.5 

34.8 

33.5 

Diameter  Left  Knee 

35.0 

33.5 

33.0 

Diameter  Right  Ankle 

26.5 

25.5 

26.0 

Diameter  Left  Ankle 

26.0 

26.0 

25.5 

Sedimentation  Rate 

88  mm.  (Westergren) 

75  mm. 

30  mm. 

Hemoglobin 

10.6  g. 

10.6  g. 

Metatarsophalangeal  Joints 

Tender 

Tender 

Tender 

CASE  V 

A single  female,  aged  fifty-four,  employed  as  a 
personnel  manager,  had  suffered  with  rheumatoid 
arthritis,  slowly  progressive  for  ten  years.  She  had 
typical  fusiform  swellings  of  the  proximal  phalangeal 
joints.  There  were  pain  and  swelling  in  the  second 
and  third  metacarpals,  both  wrists,  and  both  knees, 
and  a rheumatic  nodule  near  the  proximal  phalangeal 
joint  of  the  right  index  finger.  She  was  started  on 
pregnenolone  on  March  30,  1950,  100  mgm.  b.i.d.  in- 
tramuscularly and  100  mgm.  t.i.d.  by  mouth.  This 
was  continued  until  May  19,  1950,  with  no  change  in 
symptoms.  Both  wrists  measured  16.5  cm.  in  di- 
amter  both  during  and  on  re-check  on  June  3,  1950 
(two  weeks  after  pregnenolone  was  stopped).  At  this 
time  her  right  second  metacarpal  phalangeal  joint  was 
beginning  to  subluxate,  suggesting  that  the  disease 
was  still  progressing.  Sedimentation  rates  during 
treatment  were  23,  26,  24,  and  29  mm.  (Wester- 
gren). 

CASE  VI 

A fifty-year-old  housewife  experienced  rheumatic 
pains  for  sixteen  years.  Recently  both  elbows  and 
wrists  had  become  swollen  and  tender.  She  also 


complained  of  swelling  about  both  knees.  The  sedi- 
mentation rate  at  the  start  of  pregnenolone  treatment 
on  March  28,  1950,  was  42  mm.  (Westergren).  She 
took  400  mgm.  per  day  until  April  14,  1950,  and 
stated  that  she  noticed  improvement  beginning  April 
21,  1950.  On  April  23,  1950,  she  was  started  again 
on  the  medication,  and  on  May  8,  1950,  it  was  in- 
creased to  500  mgm.  daily.  On  May  15,  1950,  there 
was  no  subjective  improvement  and  the  medication 
was  stopped  on  May  20,  1950.  The  sedimentation 
rate  continued  elevated  and  she  showed  progression 
of  her  disease  into  both  ankles  and  into  the  meta- 
tarsophalangeal joints. 

Toxicity 

It  has  been  stressed  previously  that  there  are  no 
toxic  effects  from  pregnenolone.  However,  the  phar- 
maceutical houses  that  promote  its  sale  warn  the 
physician  not  to  use  it  for  more  than  sixty  days. 

In  this  study,  one  patient  (Case  V)  could  not 
continue  the  intramuscular  injections  because  of  the 
marked  reaction  at  the  injection  site,  either  inflamma- 
tory or  allergic  in  nature.  Another  patient  (Case  I) 
developed  congestive  failure  during  therapy  due 
possibly  to  retention  of  sodium  and  water. 


Results 
Table  I 


Stage 

Class 

Duration  of 
Disease 

Degree  of 
Improvement 

Case  I 

K- 

Stage  II 

Class  II 

4 months 

Grade  IV 

Case  II 

B- 

Stage  III 

Class  III 

12  years 

Grade  III 

Case  III 

McC- 

Stage  I 

Class  II 

2J4  months 

Grade  IV 

Case  IV 

Du- 

Stage  IV 

Class  IV 

14  years 

Grade  IV 

Case  V 

Do- 

Stage  III 

Class  II 

10  years 

Grade  IV 

Case  VI 

T- 

Stage  II 

Class  II 

20  years 

Grade  IV 
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Comment 

In  Table  I,  the  cases  are  classified,  as  suggested  by 
The  American  Rheumatism  Association,  according  to 
the  stage  of  the  disease,  Stage  I being  very  early 
and  Stage  IV  indicating  far  advanced  arthritis.  The 
class  indicates  functional  activity,  i.e.  Class  I (works 
as  usual)  and  Class  IV  (bed  to  chair  existence).  The 
degree  of  improvement  was  graded  according  to 
criteria  of  the  American  Rheumatism  Association 
and  published  by  Steinbrocker8  (Grade  I to  Grade 
IV). 

There  were  no  Grade  I or  II  results,  indicating 
remission  or  major  improvement.  Temporarily,  one 
patient  possibly  had  a Grade  III  response  (minor 
improvement)  but  this  case  at  the  present  writing 
(four  months  later)  shows  no  change  in  the  progres- 
sion and  activity  of  the  disease. 

Sedimentation  rates  were  not  materially  affected 
by  the  treatment.  Anemia,  if  it  was  present,  did  not 
improve,  as  is  seen  when  ACTH  or  cortisone  are 
used.5  It  is  felt  that  comparable  or  even  better  re- 
sults can  be  obtained  by  simple  medical  or  orthopedic 
measures  as  advocated  by  Bauer  and  Short.9  It  is 
well  known  that  rheumatoid  arthritis  has  spontaneous 
exacerbations  and  remissions.  Considering  the  ex- 
pense of  pregnenolone  and  the  consistent  lack  of 
effectiveness  here  observed,  this  drug  cannot  be 
recommended  as  a reliable  therapeutic  agent  in  rheu- 
matoid arthritis.  It  would  seem  also,  that  the  drug 
is  not  entirely  without  toxicity  and  therefore. should 


not  be  given  unless  the  patient  is  under  close  medical 

supervision. 
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BACTERIAL  NASAL  ALLERGY 

A.  L.  Maietta,  M.  DA 


In  the  past,  bacterial  nasal  allergy  has  received  in- 
sufficient diagnostic  attention  and  frequently  has  been 
classified  as  chronic  infection.  Its  treatment,  often- 
times producing  unsatisfactory  results,  extends  from 
the  administration  of  some  decongestant  nasal  solu- 
tion, which  encourages  self-medication,  to  rather 
radical  and  perhaps  unnecessary  intranasal  surgery. 
The  purpose  of  this  paper  is  to  demonstrate  the  im- 
portant etiologic  relationship  of  bacterial  nasal  al- 
lergy to  perennial  allergic  coryza  and  to  present  a 
regimen  of  closely  integrated  conservative  thera- 
peutic measures  which,  when  properly  applied,  will 
insure  gratifying  results. 

Bacterial  nasal  allergy  is  the  most  important  cause 
of  perennial  allergic  coryza.  In  a study  of  200  cases, 
it  was  the  sole  causative  factor  in  46  patients  (23%) 
and  a complicating  or  secondary  factor  to  other  aller- 

* Chief  of  the  Allergy  Clinic,  Carney  Hospital,  Boston, 
Massachusetts. 


gens  (inhalants  and/or  ingestants)  in  153  patients 
(76.5%).  Only  1 case  (0.5%)  of  inhalant  allergy 
temained  uncomplicated.  Thus,  the  incidence  of  bac- 
terial nasal  allergy  as  a causative  factor  in  perennial 
allergic  coryza  is  phenominally  high. 

Bacterial  nasal  allergy  is  intrinsic  in  its  origin  and 
results  from  endogenous  activity  of  bacterial  anti- 
gens directly  upon  the  nasal  mucosa.  Locally,  the  al- 
lergic reaction  probably  depends  upon  the  formation 
of  a bacterial  hapten,  based  upon  the  principle  of  the 
Burky1  phenomenon,  which  subsequently  shocks  the 
nasal  mucosa  after  being  originally  sensitized  by  some 
pathogenic  organism. 

Symptomatology 

The  condition  has  a nonseasonal  incidence.  It  oc- 
curs as  a primary  sensitivity  when  no  other  allergenic 
excitants  are  demonstrable.  Patients  present  a his- 
tory of  frequent  bouts  of  upper  respiratory  infection. 
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Characteristically,  each  acute  episode  is  markedly 
prolonged  with  a residual  rhinorrhea  being  left  in  its 
wake.  As  the  attacks  become  more  frequent  and  pro- 
longed, they  merge  into  each  other.  At  this  stage,  a 
fresh  exacerbation  usually  superimposes  itself  upon 
a receding  one  and  the  patient  complains  of  a year- 
round-head-cold.  As  a secondary  and  complicating 
factor,  bacterial  haptens  appear  to  possess  a strong 
affinity  for  the  nasal  mucosa  and  find  a fertile  field 
in  a tissue  already  shocked  by  extrinsic  allergens 
(inhalants  or  ingestants).  Out  of  154  cases  of  peren- 
nial allergic  coryza  demonstrating  extrinsic  allergens 
as  the  primary  cause,  153  (99.3%)  subsequently 
were  complicated  by  bacterial  nasal  allergy. 

Rhinorrhea  of  the  thin  watery  type,  postnasal  drip, 
bilateral  or  alternately  unilateral  nasal  obstruction, 
sneezing  especially  in  the  morning,  slight  itching  of 
the  nasal  mucosa,  low  grade  frontal  headache,  nasal 
voice,  and,  occasionally,  a diminution  in  the  acuity 
of  the  sense  of  smell  are  characteristic.  In  addition, 
mild  constitutional  symptoms  are  invariably  present 
consisting  of  an  impaired  appetite,  lassitude,  and  an 
off-color  complexion. 

In  uncomplicated  cases  prior  to  the  onset  of  local 
bacterial  sensitivity,  the  classical  pale,  grayish-blue 
membrane  was  noted.  However,  with  the  advent  of 
local  bacterial  sensitization,  the  nasal  mucous  mem- 
brane assumed  a deep  red  color.  This  is  not  an  irre- 
versible reaction.  With  proper  treatment,  the  normal 
color  usually  can  be  restored. 

Repeated  cytologic  studies  of  the  nasal  discharge 
usually  reveal  a preponderance  of  eosinophilic  cells 
(Hansel).2  These,  oftentimes,  are  found  in  clumps. 
At  the  height  of  a fresh  exacerbation,  they  are  re- 
placed by  neutrophiles  but,  as  the  acute  infectious 
process  subsides,  eosinophiles  again  may  be  observed 
in  increasing  numbers. 

Locally,  the  complications  are  edematous  turbin- 
ates, nasal  polyps,  and  inadequate  drainage.  Nasal 
polyps  were  noted  in  51  patients  (25.5%).  Bron- 
chial asthma  is  the  most  important  and  distressing 
complication.  In  73  patients  (36.5%),  bacterial  nasal 
allergv  preceded  the  appearance  of  bronchial  asthma. 
In  another  group  of  48  patients  (24%),  it  was  asso- 
ciated with  bronchial  asthma  as  a secondary  allergic 
manifestation.  Thus,  121  patients  (60.5%)  demon- 
strated the  close  allergic  relationship  existing  be- 
tween bacterial  nasal  allergy  and  bronchial  asthma. 

As  a diagnostic  aid  skin  tests  are  important.  Ac- 
cording to  Rackemann3  skin  tests  with  bacterial  prod- 
ucts are  of  2 types : — the  specific  carbohydrate  gives 
an  immediate  reaction,  the  protein  causes  a late  re- 
action. Positive  tests  of  either  kind  indicate  that  the 
patient  has  had  previous  experience  with  that  organ- 
ism, or  at  least  with  some  closely  related  organism, 
and  this  experience  often  occurred  10  or  15  years 
ago.  Skin  tests  with  other  allergens  (pollens,  house 


dust,  foods,  molds,  etc.)  are  invaluable.  They  serve 
to  establish  primary  or  intercurrent  sensitivities  to 
which  the  patient  exhibits  a clinical  manifestation. 

Treatment 

Avoidance  of  catalytic  factors  is  essential.  Fumes, 
pungent  odors,  smoke  and  non-specific  dusts  aggra- 
vate the  symptoms.  Smoking  is  deleterious.  The 
home,  especially  the  bedroom,  should  be  dust  free. 
Inclement  weather  and  sudden  changes  in  tempera- 
ture must  be  guarded  against.  Attacks  of  upper 
respiratory  infection  must  be  prevented  as  much  as 
possible.  Restful  sleep,  at  least  8 hours  nightly, 
should  be  obtained. 

Intranasal  aerosol  therapy  was  distinctly  beneficial. 
A solution  containing  4 mms.  (approximately  12,500 
units)  of  crystalline  sodium  penicillin  G (50,000 
units  per  c.c.)  and  4 mms.  of  either  a 1%  isotonic 
solution  of  neo-synephrine  hydrochloride  or  of  epi- 
nephrine 1 : 1000  was  aerosolized  intranasally  daily, 
every  2nd  or  3rd  day,  or  weekly  depending  upon  the 
severity  of  the  svmptoms.  Patients  found  this  treat- 
ment most  gratifying.  About  6 to  8 intranasal  aero- 
solizations  usually  sufficed.  Oftentimes,  a dramatic 
amelioration  was  obtained  after  only  I or  2 treat- 
ments. In  more  than  1200  aerosol  exposures  not  a 
single  penicillin  reaction  was  observed. 

Vaccine  therapy  was  employed  routinely  on  all  the 
patients.  A stock  vaccine  containing  the  following 
organisms,  Micrococcus  Catarrhalis,  Bacillus  Fried- 
landeri,  Pneumococcus  (Types  I,  II,  and  III), 
Streptococcus  ( Hemolyticus  and  Viridans),  Staphyl- 
ococcus Albus  and  Staphylococcus  Aureus,  each  in 
concentrations  of  200  millions  organisms  per  c.c., 
was  given. 

Preliminary  doses  were  given  at  weekly  intervals. 
Small  injections  were  administered  intradermally, 
larger  ones  subcutaneously.  The  initial  dose  was  0.05 
c.c.,  the  second  0.1  c.c.,  the  third  0.2  c.c.,  the  fourth 
0.3  c.c.,  the  fifth  0.4  c.c.,  the  sixth  0.5  c.c.  The  latter 
was  repeated  weekly  until  the  symptoms  were  well 
controlled  before  proceeding  to  the  seventh  dose  0.75 
c.c.  and  the  eighth  1.0  c.c.  The  1.0  c.c.  dose  (stimu- 
lating dose)  was  repeated  at  monthly  intervals  indefi- 
nitely. With  vaccine  therapy  a spectacular  improve- 
ment was  often  noted  early  in  the  treatment. 

When  clinical  sensitivity  existed  to  other  allergens 
(pollens,  house  dust,  animal  dander,  molds,  etc.) 
specific  desensitization  was  not  neglected.  It  was 
carried  out  in  the  usual  manner  with  progressively 
increasing  doses,  as  tolerated,  until  protection  against 
exposure  to  an  ordinary  amount  of  the  offending 
allergen  was  established.  In  food  sensitivity,  the 
offending  foods  were  eliminated  from  the  diet  and, 
when  deemed  advisable,  desensitization  was  at- 
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PLANNING  — A MUST  IN  TODAY'S  HOSPITAL  NURSING  SERVICE* 

Donald  M.  Rosenberger,  Director,  Maine  General  Hospital,  Portland.  Maine 


It  is  the  function  of  hospital  administration  in  the 
held  of  nursing  to  constantly  improve  both  the  human 
relationships  and  the  technical  requirements  of  pa- 
tient care  and  to  establish  and  maintain  proper  bal- 
ances between  nursing  service  and  nursing  education 
on  the  one  hand  and  general  nursing  and  highly  spe- 
ciaized  administrative  nursing  on  the  other  hand.  In 
many  respects  the  hospital  must  exert  a positive  force 
in  the  growing  complexity  of  medical  developments 
and  nursing  service. 

From  a practical  standpoint,  nursing  problems  con- 
sidered by  the  hospital  administration  cannot  he  lim- 
ited to  long-range  planning.  The  director  of  nursing 
service  and  the  administrator  of  the  hospital,  whether 
they  be  two  separate  persons  or  one  and  the  same 
individual,  must  face  daily  the  routine  tasks  of  or- 
ganization and  administration  of  the  nursing  service 
of  the  hospital  both  internally  and  in  community  re- 
lationships. If  there  is  a school  of  nursing,  the  di- 
rector of  nursing  must,  in  collaboration  with  the  edu- 
cational director  of  the  school,  meet  problems  related 
to  classroom  instruction  and  clinical  experience  in  the 
education  of  students. 

The  hospital  administration  in  the  full  discharge  of 
its  responsibilities  must  encourage,  assist  and  support 
the  nursing  service  in  such  every  day  items  as  regu- 
lation of  visitors,  problems  of  personnel  eating  on  the 
tloor  kitchens,  and  interrelationships  between  the 
nursing  department  and  other  departments  with 
which  it  must  of  necessity  have  satisfactory  working 
relationships.  For  example,  the  administration  must 
assist  in  interdepartmental  coordination  in  seeing  that 
requisitions  are  plainly  written,  that  charge  slips  get 
to  the  business  office,  that  housekeeping  schedules 
are  integrated  with  nursing  care,  and  that  cooperation 
of  the  pharmacy  and  of  the  dietary  departments  is 
stabilized  at  a high  level.  It  is  true  that  many  of  these 
working  relationships  can  be  smoothly  effected  by  a 
wise  director  of  nursing,  hut  her  work  will  be  made 
easier  and  her  efforts  more  far-reaching  by  the  extent 
to  which  the  hospital  administration  lends  an  under- 
standing and  a helping  hand. 

In  reviewing  the  matters  on  which  we  confer  at  our 
almost  daily  meetings,  our  director  of  nursing  and 
myself  feel  that,  in  addition  to  routine  organizational 
problems,  the  subjects  we  discuss  most  fall  into  three 
categories : staffing,  personnel  and  planning.  The 
economic  aspects  of  nursing  service  are  not  con- 
sidered separately  for  the  reason  that  they  are  an  in- 
tegral part  of  each  of  the  three  categories  enumerated. 

* Read  at  the  Annual  Meeting  of  the  Maine  Hospital  Asso- 
ciation, June  28,  1950. 


The  primary  problem  of  staffing  is  adequate  cover- 
age. This  is  not  only  related  to  the  increasing  recog- 
nition of  accepted  national  standards  of  bedside  nurs- 
ing hours  per  patient,  hut  must  be  constantly  related 
to  changing  needs  due  to  more  concentrated  care, 
shorter  stay,  increasing  recognition  of  education  of 
patients  in  self-care  and  in  public  health,  and  new 
horizons  in  the  field  of  rehabilitation  to  aid  the  patient 
in  bridging  the  gap  from  hospital  care  to  self-care  at 
home.  Some  of  the  aspects  of  the  more  concentrated 
care  have  been  partially  offset  by  early  ambulation 
and  a larger  proportion  of  diagnostic  patients.  The 
increase  in  bedside  equipment  for  maximum  self- 
service  by  the  patient  and  increasing  use  of  post- 
operative recovery  rooms  and  central  sterile  supply 
systems  has  also  been  important  in  offsetting  the  need 
for  increase  in  bedside  nursing  hours.  The  matter 
of  providing  special  nursing  care  for  critically  ill 
patients  is  an  ever-recurring  problem,  and  sometimes 
one  of  major  financial  consideration  to  the  hospital. 
Organization  for  catastrophe  needs  must  be  kept  up 
to  date  at  all  times.  Throughout  there  must  be  con- 
stant study  as  to  best  utilization  of  personnel  at  the 
sub-professional  level.  The  cost  of  additional  or  more 
highly  trained  personnel,  like  the  cost  of  new  equip- 
ment, to  effect  higher  standards  of  nursing  service, 
is  often  a budgetary  procedure  and  dependent  upon 
special  sources  of  income. 

Personnel  problems  are  of  two  kinds,  job  training 
and  inter-personal  relationships.  Under  the  head  of 
job  training  comes  discussion  of  the  constantly  re- 
curring problems  of  teaching  old  and  new  personnel 
new  techniques  and  the  use  of  drugs  and  mechanical 
equipment,  as  well  as  human  considerations  in  the 
bedside  care  of  the  patient.  The  administration 
should  assist  the  nursing  service  in  arranging  insti- 
tutes for  instruction  in  such  subjects  as  the  care  of 
polio  patients,  operating  room  procedures,  sterilizing 
techniques,  and  arrange  for  college  extension  courses 
in  such  subjects  as  ward  administration  for  which 
college  credit  is  given.  These  programs  are  in  addi- 
tion to  daily,  weekly  and  semi-monthly  meetings  for 
various  groups  of  supervisory  and  general  duty 
nurses  and  should  be  open  to  other  nurses  in  the 
community. 

I like  the  term  “inter-personal  relationships.”  It 
suggests  a positive  approach  to  personnel  matters, 
some  of  which  are  most  difficult.  The  term  also  con- 
veys the  fact  that  no  matter  how  many  persons  are 
employed  in  the  nursing  service,  each  one  must  be 
considered  on  an  individual  and  personal  basis. 

Continued  on  page  112 
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THE  POINT  RATING  SYSTEM  OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 

AND  THE  HOSPITAL* 

Huston  K.  Spangler,  M.  D.,  Medical  Director,  Worcester  City  Hospital 


Few  would  question  the  value  of  the  achievements 
the  American  College  of  Surgeons  with  its  program 
of  Hospital  Standardization  upon  American  hos- 
pitals. It  is  to  be  hoped  that  the  extension  of  this 
program  in  the  form  of  a point  rating  system  of 
evaluation  will  prove  to  be  of  even  greater  assistance 
to  the  modern  hospital. 

This  is  an  extension  of  the  standardization  pro- 
gram into  terms  of  a mathematical  yardstick. 

By  means  of  this  yardstick  it  is  hoped  that  the 
hospitals  may  be  helped  to  improve  the  quality  of 
their  professional  care  and  become  more  aware  of 
those  proper  techniques  and  procedures  which  are 
today  considered  essential  for  the  adequate  care  of 
the  patient.  It  is  in  no  sense  an  attempt  to  regiment 
or  to  standardize  methods  by  which  this  proper  care 
of  a patient  can  be  achieved.  It  should  be  appre- 
ciated that  the  rating  system  is  only  a yardstick  that 
may  be  useful  in  self  measuring  the  achievements  of 
the  hospital  and  it  is  not  an  attempt  toward  stand- 
ardization. 

Briefly  stated  the  point  rating  system  may  be 
explained  as  follows : 

(1)  The  principles  of  standardization  of  hos- 
pitals as  long  set  forth  by  the  American  Col- 
lege of  Surgeons  are  the  guides  for  the 
evaluation  of  the  hospital. 

(2)  The  point  rating  system  provides  only  an 
objective  measuring  stick  for  evaluating  how 
adequately  these  standards  are  met. 

(3)  It  implements  the  standards  in  a manner 
which  it  is  hoped  is  particularly  understand- 
able and  beneficial  to  all  hospitals  and  repre- 
sents no  departure  from  those  standards  as 
laid  down  in  the  Manual  of  Hospitalization 
Standardization. 

(4)  It  attempts  to  assign  to  each  division  of  the 
hospital  a numerical  number  of  points  which 
would  indicate  its  value  in  relationship  to 
hospital  service  as  a whole. 

The  system  arbitrarily  consists  of  two  parts  which 
have  been  identified  as  the  Essential  Division  and 
the  Adjunct  and  Service  Divisions.  For  the  purpose 
of  our  discussion  this  morning  I think  it  is  interest- 
ing to  note  the  value  placed  in  the  essential  division 
upon  medical  staff  organization  and  the  medical 
records  department.  200  maximum  points  are  as- 

_ * Read  at  the  Annual  Meeting  of  the  Maine  Hospital  Asso- 
ciation, Belgrade  Lakes,  Maine.  June  28,  1950. 


signed  to  the  medical  staff  organization  and  125 
points  to  the  medical  records  department,  so  that 
325  points  or  more  than  half  of  the  total  value  of  the 
essential  division  is  allotted  to  these  two  departments. 
The  medical  record  department  is  considered  essen- 
tially a professional  service  of  the  hospital  and  the 
responsibility  of  the  medical  and  professional  staff. 

The  College,  by  means  of  the  Hospital  Standardi- 
zation Program  and  Point  Rating  System,  hopes,  by 
giving  credit  for  certain  types  of  staff  organization, 
to  encourage  hospitals  to  improve  their  medical  staffs 
and  thus  improve  the  professional  care  to  the  pa- 
tients. Let  us  discuss  what  in  general  these  require- 
ments are. 

1.  The  Medical  Staff  Shall  Be  Organized. 

The  type  of  organization  is  left  in  the  main  to  the 
hospital  itself  so  that  local  conditions  and  circum- 
stances are  best  satisfied.  The  closed  type  of  organi- 
zation is  recommended  as  best  although  the  open 
controlled  type  is  considered  acceptable.  Experience 
in  several  sized  hospitals  in  widely  separated  sections 
of  the  country  has  convinced  me  that  with  patience, 
education  and  tolerance  both  the  medical  profession 
and  the  community  which  supports  the  hospital  can 
he  educated  to  not  only  accept  but  to  endorse  closed 
staff  organizations. 

2.  The  Medical  Staff  Shall  Have  By-Laws,  Rides 
and  Regidations. 

These  should  be  adequate  for  the  type  and  size  of 
the  hospital.  They  should  be  revised  from  time  to 
time  so  as  to  meet  current  needs  and  should  be  signed 
by  all  members  of  the  staff  as  evidence  of  the  indi- 
vidual staff  members’  acceptance  of  them  without 
reservation  or  exception.  Of  course,  they  are  mean- 
ingless or  worse  if  they  are  not  enforced. 

I should  like  to  comment  in  this  connection  that 
inasmuch  as  few  hospitals  and  few  communities  are 
identical  or  similar  in  type,  the  tendency  to  accept  a 
universal  type  of  staff  by-laws  just  because  it  has 
been  offered  as  a model  is  to  be  deplored.  The  blind 
or  complacent  acceptance  of  a set  of  prefabricated 
and  predigested  by-laws  by  a group  as  individualistic 
as  a group  of  physicians  can  only  indicate  apathy, 
indifference,  or  a premedicated  intention  to  disregard 
them. 

Take  the  time  and  effort  to  custom  tailor  the  staff 
by-laws  to  suit  the  characteristics  of  your  community 
and  the  physicians  who  compose  your  staff.  The 
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mass  production  types  which  were  intended  originally 
only  as  a guide  or  model  will  prove  about  as  practical 
or  comfortable  as  a universal  suit  or  girdle. 

3.  Written  Staff  Applications  Which  Contain  the 
Principles  of  Financial  Relations  in  the  Profes- 
sional Care  of  the  Patient  Are  Required  From 
All  Members. 

The  requirement  of  a written  comprehensive  appli- 
cation, with  proper  credential  support,  will  prove  in- 
valuable to  the  hospital  not  only  in  receiving  adequate 
information  upon  which  to  base  a decision,  but  will 
provide  a permanent  source  of  authenticated  data 
which  may  prove  later  most  valuable  in  justifying  or 
defending  a previous  appointment.  However,  the 
use  of  a written  application  must  not  lead  to  perfunc- 
tory or  careless  handling  as  it  may  still  be  possible 
for  ingenious  applicants  to  impose  upon  unwary 
hospital  administrators  and  staffs. 

The  advantages  of  not  permitting  fee-splitting  to 
the  hospital,  the  staff  and  the  patient  are  so  great  as 
to  not  warrant  comment. 

An  organizational  form  that  requires  the  recom- 
mendation and  consideration  of  the  organized  medi- 
cal stafif  of  each  applicant  for  appointment  is  of  great 
benefit  to  Governing  Body  and  Stafif  alike.  The  Gov- 
erning Body  has  the  advantage  of  the  opinion  of  a 
professional  panel  in  the  evaluation  of  the  applicant’s 
professional  attainments  and  ability  to  assist  with  the 
work  of  the  hospital.  The  Medical  Stafif  is  given  the 
opportunity  to  recommend  and  evaluate  the  suitabil- 
ity of  a possible  colleague  and  are  made  aware  of 
their  co-partnership  with  the  Governing  Body  of 
their  responsibility  in  the  operation  of  the  hospital. 

4.  The  Qualifications  of  the  Members  of  the  Medi- 
cal Staff  as  to  Their  Graduation  from  Approved 
Medical  Schools,  State  Licensure  and  Eligibility 
for  Membership  in  Recognised  Medical  Societies 
and  Organisations. 

This  requirement  is  one  that  leaves  little  basis  for 
discussion  in  that  it  contains  definite  advantages  to 
the  hospital,  the  stafif  and  the  patient.  However,  in 
States  where  unapproved  medical  schools  have 
existed  and  where  licensing  authority  have  given  the 
right  to  practice  to  non-medical  practitioners  a seri- 
ous local  community  problem  can  occur.  These  prob- 
lems can  and  have  been  solved  in  many  localities  and 
hospitals  by  education  and  community  understanding. 

5.  Appointments  to  the  Medical  Staff  Should  be 
Made  Annually. 

This  not  only  prevents  the  members  of  the  medical 
stafif  from  developing  a feeling  of  invested  lifetime 
interest  in  the  institution  but  is  of  valuable  practical 
assistance  in  making  certain  stafif  changes  without 
legal  embarrassment  if  the  need  should  arise. 


No  thinking  stafif  members  should  object  to  this 
policy,  but  rather  should  resent  a lifetime  or  perpetual 
appointment  in  the  same  sense  that  they  would  resent 
a spendthrift  trust  arrangement  in  their  financial 
affairs. 

6.  Medical  Staff  Groups  Should  Be  Clearly  Defined 
as  to  their  Duties  and  Privileges. 

This  will  vary  from  hospital  to  hospital,  but  is 
without  question  as  desirable  in  the  smallest  organi- 
zation as  well  as  in  the  most  complex.  In  fact,  in 
practice  a clear  definition  is  often  more  useful  in  the 
less  complex  organization,  as  self  imposed  limitations 
as  to  spheres  of  practices  and  privileges  are  less 
likely  to  exist.  Again  I would  urge  that  staff  group- 
ing and  definitions  be  based  on  the  individual  hos- 
pitals and  community  and  not  because  of  custom  or 
habit. 

7.  Staff  Departmentalisation  as  to  Organisation 
Services  and  Committees. 

These  should  vary  with  each  hospital,  or  should 
exist  where  required  as  worthwhile,  effective  and 
warranted.  Paper  organization  which  is  perfunctory 
and  non-functioning  is  highly  undesirable  and  should 
be  abolished  by  reorganization.  Chiefs  of  stafif,  chair- 
man of  division,  executive  committee,  credentials 
committee,  program  committee,  staff  advisory  com- 
mittee, joint  conference  committees  and  others  all 
have  their  place  when  needed  but  should  cease  to  re- 
main as  parts  of  the  staff  organization  when  unneces- 
sary and  not  used. 

8.  Statistical  Rates  and  Percentages  as  Index  of 
Proficiency. 

Many  of  the  commonly  used  statistical  indices,  such 
as  death  rates,  maternal  and  infant  mortalities,  mor- 
bidity rates,  wound  sepsis  index,  Caesarean  Section 
percentages,  length  of  patient  stay,  consultation  per- 
centages, when  properly  evaluated  and  interpreted, 
are  all  useful  yardsticks  to  a hospital  in  maintaining 
professional  proficiency. 

9.  There  shall  be  a Thorough  Review  and  Analysis 
of  Clinical  Work  at  Least  Monthly  by  Means  of 
Medical  Staff  Meetings,  Clinical  Departmental 
Meetings  and  Clinico-Pathologic  Conferences. 

There  is  certainly  no  need  to  emphasize  the  value 
of  conferences  of  a clinical  nature.  The  nature,  the 
frequency  and  the  organization  of  this  review  must 
vary  with  the  size  and  need  of  the  individual  hospital. 

10.  The  Minutes  of  the  Medical  Staff  Meetings  shall 
be  Recorded  in  Such  a Manner  as  to  Provide 
Evidence  of  Review  and  Analysis. 

It  is  my  opinion  that  the  hospital  administration 
should  assist  with,  if  not  plan  and  supervise,  the 
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recording  of  the  minutes  and  the  planning  of  the  staff 
programs.  In  many  cases  this  is  a distasteful  chore 
to  those  physicians  concerned  and  may  be  the  basis 
for  much  of  the  indifference  and  poor  attendance  at 
the  meetings.  Again  may  I urge  that  the  minutes 
and  the  programs  be  as  individualistic  as  the  hospital 
and  the  staff  themselves  and  not  made  to  conform  to 
some  regimented  preconceived  pattern  set  forth  by 
some  publishing  house  or  other  self  appointed  author- 
ity. How  can  interest,  let  alone  enthusiasm,  be  se- 
cured by  the  dog-like  following  of  some  dreary  rou- 
tine. Take  advantage  of  your  own  staff  ingenuity  and 
resourcefulness  and  be  agreeably  surprised  at  a 
changing  attitude  toward  staff  meeting. 

11.  The  Medical  Staff  Shall  Maintain  a Satisfactory 
Means  of  Liaison  with  the  Governing  Board. 

This  should  also  include  an  established  formal 
channel  of  liaison  between  the  staff  and  administra- 
tion. More  formality  in  dealing  with  staff  problems 
by  the  administrator  would  reduce  many  misunder- 
standings in  my  opinion. 

There  are  a number  of  satisfactory  ways  of  achiev- 
ing these  liaisons,  including  joint  conference  commit- 
tee, staff  advisory  committee  and  even  having  “non- 


active” staff  members  serve  on  the  Governing  Body. 
Utilize  any  suitable  method  but  formalize  the  plan 
and  avoid  personal  and  corridor  procedures. 

12.  Does  the  Hospital  Maintain  Intern  and  Resident 
Service  with  Graduation  of  Approved  Medical 
Schools. 

The  important  factors  regarding  the  maintenance 
of  intern  and  resident  service  is  the  availability  of 
adequate  clinical  material  which  will  be  accessible  to 
the  house  officers,  and  the  interest  and  willingness  of 
the  attending  staff  to  assume  the  rather  arduous 
duties  of  a worthwhile  program.  A poorly  organized 
and  administered  house  officer  program  can  be  a lia- 
bility to  both  the  hospital  and  the  staff  and  is  not  an 
inexpensive  method  of  supplementary  staff  coverage. 

13.  The  Hospital  Should  Maintain  an  Organised 
Medical  Library  with  Current  Texts  and  Peri- 
odicals. 

A medical  library  is  of  value  in  direct  proportion 
to  its  usage.  Above  all  it  should  not  be  the  depository 
of  old  books  bequeathed  by  staff  members  or  their 
widows. 


TRENDS  IN  MEDICAL  CARE* 

Need  for  Development  of  Diagnostic  and  Out-patient  Services 

Frank  E.  Wing,  Director,  New  England  Medical  Center 


The  fact  that  Improvement  in  Hospital  Service  has 
been  selected  as  the  underlying  theme  of  this  meet- 
ing is  evidence  of  a searching  approach  to  the  gen- 
eral problem  of  medical  care.  That  no  community, 
whether  large  or  small,  can  afford  to  take  a com- 
placent attitude  is  brought  out  by  the  facts  revealed 
in  the  report  of  the  National  Health  Assembly  held 
in  Washington  two  years  ago.  In  the  face  of  the 
introductory  statement  that  “every  year  325,000 
people  die  whom  we  have  the  knowledge  and  the 
skills  to  save,”  there  is  reason  to  strive  for  the  elimi- 
nation of  all  possible  obstacles  to  progress  in  provid- 
ing more  timely  and  more  effective  medical  care. 
Since  the  hospital  is  generally  accepted  as  the  focus 
for  the  distribution  of  good  medical  care,  it  is  quite 
appropriate  that  we  consider  some  of  the  trends  that 
give  promise  of  improvement. 

I.  Retarding  Factors 

Among  the  factors  which  stand  in  the  way  of  ade- 
quate or  timely  medical  care  for  the  rank  and  file  of 

* Read  at  the  Annual  Meeting  of  the  Maine  Hospital 
Association,  June  28,  1950. 


people  in  any  community  are  the  habit  of  not  going 
to  a doctor  until  acute  or  marked  symptoms  have 
developed  and  loss  of  time  and  the  high  cost  to  the 
patient  in  going  from  one  doctor’s  office  to  another 
for  specialized  consultations. 

II.  The  Need 

Recognition  of  these  factors  is  not  of  recent  origin. 
The  Final  Report  of  the  Committee  on  the  cost  of 
Medical  Care  in  1932  recommends  that: 

“Medical  services,  both  preventive  and  thera- 
peutic, should  be  furnished  by  organized  groups 
of  physicians,  . . . and  other  associated  personnel. 
Such  groups  should  be  organized  preferably 
around  a hospital.  . . . The  form  of  organization 
should  encourage  the  maintenance  of  high  stand- 
ards and  the  development  or  preservation  of  a per- 
sonal relation  between  patient  and  physician.” 
Progress  towards  the  creation  and  implementation 
of  facilities  to  meet  these  recommendations  has  been 
stimulated  by  funds  made  available  through  the 
passage  of  the  Social  Security  Act  of  1935.  Influ- 
enced by  changing  ideas,  state  and  local  health  de- 
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partments  have  expanded  their  field  of  operation  to 
embrace  many  activities  in  curative,  as  well  as  pre- 
ventive, medicine.  The  recent  report  of  the  Ameri- 
can Public  Health  Association  entitled  “The  Quality 
of  Medical  Care  in  a National  Health  Program,”  sets 
forth  standards  and  methods  by  which  “services  may 
he  rendered  under  conditions  satisfactory  both  to  the 
public  and  to  the  professions.”  The  objectives  of 
such  a program  include — “the  promotion  of  positive 
health ; the  prevention  of  disease,  disability  and  at- 
tendant economic  insecurity;  cure  or  mitigation  of 
disease  and  rehabilitation  of  the  patient.”  To  accom- 
plish these  desired  results,  the  Committee  which 
formulated  the  report  maintains  that  physicians 
should  operate  as  a team. 

You  are  all  familiar  with  the  pattern  laid  down  — 
affiliation,  along  geographic  lines  and  service  areas, 
of  outlying  rural  health  centers  and  community 
clinics  with  small  community  hospitals.  These,  in 
turn,  would  affiliate  with  larger  district  hospitals  and 
with  teaching  institutions  in  a metropolitan  area.  A 
pattern  for  this  so-called  “organizational  triad”  is 
supplied  here  in  Maine  by  the  pioneer  cooperative 
program  of  the  Bingham  Associates  Fund  which 
provides  a two-way  flow  of  personnel  and  services. 

III.  Methods  of  Implementation 

Thus  far,  I have  not  gone  beyond  the  presentation 
of  principles.  I should  like  now  to  suggest  a few 
ways  in  which  a community  (and  by  this  I mean  all 
elements  in  a community — doctors,  hospitals  and  the 
general  public)  may  profit  by  the  application  of  these 
principles. 

The  need  for  a system  that  will  assure  opportunity 
for  diagnosis  of  ambulatory  patients  before  treat- 
ment has  become  so  fundamental  in  the  medical 
economy  that  it  is  incumbent  on  the  community  hos- 
pital to  provide  such  facilities  for  its  staff  and  for  the 
people  who  are  its  potential  beneficiaries.  This  is  true 
regardless  of  the  financial  level  of  individuals  requir- 
ing the  service.  Hence  we  come  to  consideration  of 
trends  in  the  development  of  out-patient  and  diag- 
nostic services. 

Out-patient  departments,  in  the  general  acceptance 
of  the  term,  have  been  pretty  much  restricted  to  the 
care  of  the  indigent  and  the  medically  indigent  in 
large  cities  and  in  teaching  centers.  Smaller  com- 
munity hospitals  have  been  slow  to  establish  such 
services,  largely  because  of  conflict  with  private  prac- 
tice. With  the  development  of  the  more  refined  aids 
to  diagnosis,  requiring  expensive  equipment,  doctors 
have  felt  the  need  for  services  of  this  kind  as  an  aid 
to  the  care  of  their  private  patients. 

In  these  days  of  highly  specialized  knowledge, 
there  is  no  way  in  which  a dcotor  can  go  out  single- 
handed  and  do  a good  job  of  medical  care.  For  the 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 

welfare  of  his  patient,  he  must  avail  himself  of  the 
varied  skills  of  his  colleagues.  The  extent  to  which 
this  can  be  done  depends  upon  the  way  the  doctors  of 
a community  work. 

IV.  Examples  of  Out-Patient  Facilities 

The  group  approach  has  been  applied  to  medical 
care  at  the  ward  and  out-patient  level  for  many  years. 
It  is  only  within  more  recent  years  that  the  same 
method  in  various  forms  has  been  applied  to  the  care 
of  private  patients.  Without  attempting  to  exhaust 
the  subject,  I shall  cite  several  examples  which  are 
typical  of  the  present  approach  to  the  problem. 
(The  factual  data  in  1(a),  1(c)  and  2 following  is 
drawn  from  a talk  given  by  Dr.  N.  W.  Faxon  in 
connection  with  a recent  Course  in  Hospital  Con- 
struction and  Alterations  in  New  York.) 

1.  In  Large  Hospitals  and  Teaching  Centers 

(a)  The  Massachusetts  General  Hospital  opened 
a diagnostic  Clinic  in  1916,  the  object  being  to  assist 
local  medical  doctors  in  the  diagnosis  of  difficult 
cases.  Admissions  were  restricted  to  patients  re- 
ferred by  their  physician.  An  inclusive  fee  was 
charged  plus  extra  payments  for  X-ray  and  special 
laboratory  exams.  The  patient  was  returned  to  the 
referring  physician  with  a complete  report  and 
recommendations  for  treatment.  This  clinic  was 
closed  with  the  onset  of  World  War  I ; re-opened  in 
1920 ; closed  by  World  War  II  and  has  not  been  re- 
opened. Although  only  moderately  successful,  possi- 
bly because  it  lacked  a clinic  manager,  it  did,  in  the 
opinion  of  Dr.  Faxon,  fill  a real  need  during  the 
period  of  its  existence. 

(b)  Boston  Dispensary.  A more  successful  ex- 
periment which  developed  into  a permanent  hospital 
service  was  begun  in  1918,  when  the  Boston  Dis- 
pensary established  a diagnostic  or  health  clinic  to 
which  patients  were  admitted,  with  or  without  re- 
ferral by  their  family  doctor.  The  clinic  was  in- 
tended for  presumably  well  people  of  small  means 
in  need  of  a complete  physical  check-up  hut  either 
unable  or  unwilling  to  pay  the  $25-$50  which  such 
check-up  would  cost  at  private  rates.  Services  were 
limited  to  diagnosis.  A report  was  sent  to  the  re- 
ferring physician,  or  to  the  physician  selected,  if 
treatment  was  indicated.  The  fee  was  $7.50  plus 
moderate  extra  charges  for  X-ray  and  other  than 
routine  laboratory  work.  Startling  results  were  re- 
ported. 

In  1927,  Dr.  Robert  W.  Buck,  then  Chief  of  the 
Clinic,  analyzed  the  findings  in  800  cases,  80%  of 
whom  considered  themselves  well.  Besides  many 
conditions  and  defects  easily  remediable,  he  found : 

15  tumors  (6  of  the  breast  and  5 of  uterine 
origin). 
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2 cases  of  diabetes  mellitus. 

6 peptic  ulcers. 

288  refractive  errors. 

155  patients  with  haemorrhoids. 

126  with  varicose  veins. 

102  diseased  tonsils. 

168  with  systolic  heart  murmurs  and 
90  with  arteriosclerosis. 

The  clinic  is  still  in  operation.  The  present  fee  is 
$20  plus  extras  as  needed,  at  moderate  rates.  Doc- 
tors are  paid  on  a point  basis — one  point  being  cred- 
ited to  the  internist  who  does  the  general  physical 
examination,  U point  for  consultations  and  J4  point 
to  the  physician  who  reviews  the  findings  and  writes 
the  report. 

A counterpart  at  a higher  income  level  is  the  Clinic 
Consultation  Service  of  the  Pratt  Diagnostic  Hos- 
pital which  was  established  in  1940  to  provide  for 
patients  referred  by  physicians  practicing  in  Maine, 
Massachusetts  and  other  New  England  States. 

c.  John  Hopkins  Hospital  opened  a diagnostic 
clinic  in  1928  and  has  continued  it  essentially  without 
change.  The  clinic  followed  the  usual  pattern,  collect- 
ing the  fee  in  advance  at  a flat  rate  which  covered 
the  cost  to  the  hospital  and  a professional  fee.  The 
receipts,  after  deduction  of  hospital  costs,  are  divided 
among  the  attending  staff  on  a per-session  basis.  This 
and  the  two  foregoing  examples  are  hospital-operated 
projects. 

A further  development  at  Johns  Hopkins  was  be- 
gun in  1941,  as  an  outgrowth  of  the  policy  which  had 
been  in  vogue  for  many  years,  under  which  certain 
members  of  the  hospital  staff,  who  spent  most  of 
their  time  in  the  hospital,  had  offices  in  the  hospitai 
to  treat  their  private  patients.  To  give  like  oppor- 
tunity to  other  members  of  the  staff,  the  hospital  set 
aside  six  examining  rooms,  a small  laboratory  and  a 
waiting  room  for  the  use  of  any  staff  member  for  the 
examination  of  his  private  patients. 

Four  years  ago,  the  hospital  established  its  present 
Private  Out-Patient  Service  for  both  diagnosis  and 
treatment  of  patients  able  to  pay  full  costs.  Here 
we  have  an  example  of  a hospital  which  has  gone 
the  full  way  in  offering  private  medical  care  to  am- 
bulatory patients  through  a service  administered  by 
the  hospital  on  a fee-for-service  basis,  the  hospital 
collecting  all  charges  including  professional  fees. 

2.  Doctors  Offices  Concentrated  Near  Hospitals 

In  the  days  when  hospitals  were  used  largely  for 
the  care  of  free  or  ward  patients,  the  doctor  depended 
for  his  income  on  care  of  his  private  patients  in  his 
office  or  in  their  homes.  Under  those  conditions  it 
was  natural  that  the  doctor  should  locate  his  office 
within  easy  access  to  these  patients.  It  often  had  no 
relation  to  the  location  of  the  hospital  where  he  did 


his  free  work.  As  the  bed-care  of  private  patients 
shifted  from  the  home  to  private  and  semi-private 
accommodations  in  the  hospital,  the  doctor  found 
himself  spending  much  time  in  travel  between  his 
office  and  the  hospital.  It  followed  naturally  that  if 
doctors  could  place  their  offices  at  or  near  the  hos- 
pital, the  time  gained  thereby  could  be  given  to  more 
care  of  private  patients,  to  teaching,  research,  ex- 
change of  thinking  with  other  doctors  or  other  medi- 
cal activities.  We  find  a building  of  this  type  on 
Longwood  Avenue  in  Boston,  adjacent  to  the  hos- 
pital concentrations  there,  successfully  maintained  as 
a private  business ; also  office  buildings  on  the  hos- 
pital grounds  for  members  of  the  teaching  staffs  at 
the  Presbyterian,  the  New  York  Idospital  and  the 
University  of  Rochester. 

The  next  step  was  the  development  of  Office 
Buildings  definitely  associated  with  a hospital  and 
adjacent  to  it,  restricted  to  use  by  the  hospital  staff. 
An  example  of  this  is  the  new  Medical  Building  of 
the  Hartford  Hospital,  located  on  the  hospital 
grounds,  connected  by  passageways  with  the  hospital, 
constructed  and  owned  by  a large  Insurance  Com- 
pany, managed  by  the  Company  and  rented  to  doctors 
of  the  hospital  staff.  Here  preference  is  given  first 
to  the  active  and  then  to  the  courtesy  staff.  Plans  for 
similar  buildings  are  now  under  advisement  by  sev- 
eral Boston  hospitals. 

3.  The  Staff  Office 

The  so-called  “Staff  Office”  in  a medium-sized  hos- 
pital associated  with  Northwestern  Medical  School 
in  Chicago,  is  described  as  “a  group  of  rooms,  a corri- 
dor off  the  main  lobby,  set  aside  for  the  private  care 
of  out-patients.  It  is  not  a clinic  ; it  makes  no  definite 
assignment  of  space,  time  or  medical  personnel,  nor 
does  the  hospital  receive  any  direct  revenue  from 
each  patient  per  se.”  The  Staff  Office  does  not  com- 
pete with  the  part-pay  or  free  clinic  which  is  main- 
tained by  the  hospital  and  used  for  undergraduate 
teaching.  Patients  seen  in  the  Staff  Office  have  a 
private  or  industrial  status.  If  non-paying,  they  are 
under  the  control  of  the  attending  physician  rather 
than  of  the  hospital.  The  patient  pays  the  hospital 
for  ancillary  services.  No  additional  charge  is  made 
by  the  hospital  to  either  the  patient  or  the  doctor  for 
use  of  office  or  examining  facilities.  The  doctor 
charges  and  collects  his  own  fees  from  the  patient. 

4.  The  Small  Hospital 

Other  instances  might  he  cited  illustrating  how 
hospitals  are  meeting  this  need  for  further  develop- 
ment by  offering  facilities  for  diagnostic  and  out- 
patient service  but  these  mentioned  should  serve  to 
set  the  pattern.  For  the  most  part,  the  plans  de- 
scribed apply  to  large  or  medium-sized  hospitals. 

Continued  on  page  110 
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Art  — Hobby  Exhibit 

at 

Ninety-seventh  Annual  Session,  Maine  Medical  Association 


The  first  annual  Art  Hobby  Exhibit  will  take  place 
at  the  June,  1951,  Maine  Medical  Association  con- 
vention at  Poland  Spring. 

Participants  are  requested  to  notify  the  Exhibit 
Committee  on  or  before  May  15th  as  to  their  particu- 
lar entries  so  that  sufficient  space  may  be  provided. 
Similar  State  and  National  Exhibits  have  in  recent 
years  attracted  much  interest. 

The  physicians  of  the  State  of  Maine  possess  the 
interests  and  talents  in  the  arts  and  crafts  to  insure  a 
fascinating  exhibit. 

Please  inform  the  Secretary  of  this  committee  what 


subjects  you  intend  to  present  and  how  many  of  each, 
e.g. : Oil  Paintings,  Photographs,  Sculptures,  Etch- 
ings, Fly  Tying,  Woodworking,  Others. 

Prizes  will  be  presented. 

Committee  Members 
Julius  Gottlieb,  M.  D.,  Chairman, 
Moses  F.  Lubell,  M.  D.,  Co-Chairman, 
Waldo  A.  Clapp,  M.  D., 

Robert  W.  Belknap,  M.  D., 

Franklin  F.  Ferguson,  M.  D., 
Frederick  R.  Carter,  M.  D.,  Secretary, 
142  High  Street,  Portland  3,  Maine. 


1951  State  and  County  Dues 


Have  you  paid  your  1951  State  and  County  dues? 

According  to  the  By-Laws  of  the  Maine  Medical 
Association,  “Anv  member  whose  . . . dues  for  the 
current  year  have  not  been  remitted  to  the  Secretary 
of  this  Association  on  or  before  April  1,  shall  stand 
suspended  until  his  name  is  properly  reported  (by  his 
County  Secretary)  and  his  dues  for  the  current  year 
properly  remitted.” 

Failure  to  pay  your  State  and  County  dues,  means 
that  your  name  will  be  dropped  from  the  Roster  and 
Journal  mailing  list,  that  you  will  be  unable  to  regis- 
ter at  tbe  Annual  Session,  and  that  you  will  not  be 


eligible  to  the  services  of  the  Association’s  Medical 
Advisory  Committee,  which  “shall  be  concerned  with 
the  legal  problems  of  physicians,  particularly  claims 
for  alleged  malpractice.  It  shall  seek  to  find  and 
remedy  the  causes  and  conditions  from  which  such 
legal  problems,  including  malpractice,  arise.” 

The  roster  for  the  current  year  is  now  being  pre- 
pared for  publication  in  the  June  issue  of  the  Jour- 
nal. If  you  have  neglected  to  pay  your  dues  to  your 
County  Secretary,  do  so  today  to  insure  inclusion  of 
your  name. 


Interim  Session — House  of  Delegates 


The  House  of  Delegates  of  the  Maine  Medical 
Association  will  meet  at  the  Lancy  House,  Pittsfield, 
Maine,  on  Saturday,  April  14,  1951. 

A copy  of  the  Order  of  Business  will  be  sent  to 
the  Secretary  of  each  County  Society  and  to  the 


delegates  in  ample  time  for  study  before  the  meeting. 

It  is  hoped  that  the  County  Delegates  (totaling 
forty)  will  be  there  enforce  to  get  things  underway 
for  the  annual  session  in  June. 
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INTERIM  SESSION  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


The  Clinical  Session  or  Interim  Session  of  the 
A.  M.  A.,  as  it  is  sometimes  called,  was  held  in 
Cleveland,  Ohio,  December  5 to  8.  The  House  of 
Delegates  met  in  the  Hotel  Statler.  As  usual,  there 
were  very  few  absent  delegates. 

The  first  business  undertaken  was  the  election  of 
the  Practitioner  of  the  Year.  Presented  to  the  House 
were  the  following  nominations:  Dr.  Jim  Camp, 

Pecos,  Texas ; Dr.  Dean  Sherwood  Luce,  Canton, 
Mass. ; and  Dr.  William  Strange,  Loogootee,  Indiana. 
On  the  second  ballot,  the  delegates  elected  Dr.  Luce 
of  Canton,  Mass.  Dr.  Luce  is  the  first  doctor  from 
New  England  to  receive  the  honour. 

Reports  from  the  trustees,  including  the  reports 
from  the  various  councils,  five  in  number,  report  of 
the  secretary,  reports  of  the  bureaus  and  the  special 
councils,  including  Judicial  Council,  Councils  on 
Medical  Education  and  Hospitals,  on  Scientific  As- 
sembly, and  the  Council  on  Medical  Service  filled 
the  hours  of  the  first  meeting. 

The  secretary  reported  a membership  of  147,725 
in  1950,  compared  to  a membership  of  145,036  on  a 
comparable  date  in  1949.  The  growth  in  Fellows 
has  increased  more  slowly  — 81,761  in  1950  com- 
pared to  81,053  in  1949.  Maine  l'ecords  show  the 
following  figures:  Members  numbered  793  in  1949 
and  800  in  1950 ; number  of  physicians  in  the  State 
in  the  15th  Edition  of  the  A.  M.  A.  Directory,  973  : 
Fellows  in  1950,  322.  In  order  to  be  a Fellow  and 
thereby  qualify  to  present  a paper  before  the  Scien- 
tific Assembly  and  to  qualify  as  a member  of  the 
House  of  Delegates,  a member  must  make  applica- 
tion for  acceptance  to  Fellowship.  It  is  the  hope  of 
your  delegate  that  more  men  in  our  state  society  will 
apply  for  Fellowship. 

The  secretary’s  report  carried  information  about 
many  resolutions  which  had  been  approved  by  the 
House  of  Delegates  at  previous  meetings  and  re- 
ferred to  the  Board  of  Trustees  for  study  and  action. 
Among  them  was  one  resolution  about  which  com- 
ment may  be  of  interest.  At  the  San  Francisco  meet- 
ing in  June,  1950,  the  Llouse  approved  a resolution 
on  Costs  of  Medical  Care  which  requested  the  trus- 
tees to  institute  a study  which  “will  result  in  educat- 
ing the  American  People  as  to  the  differentiation  be- 
tween the  costs  of  physicians’  services  and  the  costs 
of  hospital  services  in  hospitalized  illness.”  The 
Board  has  asked  the  Bureau  of  Medical  Economic 
Research  for  any  data  in  the  files  and  for  recom- 
mendations as  to  the  feasibility  of  making  such  a 
study.  This  resolution  is  singled  out  for  comment 
here  because  several  members  have  spoken  to  your 
delegate  about  the  situation. 

The  members  interested  in  the  subject  would  do 


well  to  scrutinize  the  reports  in  the  Journal  for 
opinions  on  the  matter. 

As  happens  at  all  meetings,  certain  subjects  came 
in  for  special  consideration. 

Medical  Service,  as  always,  occupied  a good  share 
of  attention.  Two  studies,  one  regarding  grievance 
committees  and  one  regarding  placement  service  have 
been  completed  and  are  available  at  A.  M.  A.  Head- 
quarters. Another  study  regarding  indigent  medical 
care  is  at  the  half-way  mark.  The  Council  on  Medical 
Service  is  a busy,  hard  working  council  with  Dr. 
Thomas  Hendricks,  Secretary. 

Public  Relations  has  proven  to  have  an  increasing 
importance  during  these  days  of  proposed  changes. 
The  theme  for  discussion  at  the  meeting  of  the  State 
and  County  officers  was  Public  Relations.  Our 
Executive  Secretary  attended  the  meeting  and  has 
forwarded  to  the  members  of  the  Association  an 
excellent  report  of  the  material  presented. 

Medical  Education  during  the  current  emergency 
has  engaged  the  attention  of  the  House  of  Delegates 
and  especially  the  Council  on  Medical  Education  and 
Hospitals  of  which  Dr.  H.  E.  Weiskoten  is  Chair- 
man and  Dr.  Donald  G.  Anderson,  Secretary. 

Many  problems  face  the  council ; for  example : 
(1)  A general  survey  of  Medical  Education,  (2) 
The  problem  of  graduates  of  foreign  medical  schools 
desiring  to  practice  in  the  United  States,  (3)  The 
financial  support  of  Medical  Education,  (4)  A re- 
vision of  the  council’s  standards  for  several  types  of 
residency  training  and  efforts  to  establish  a coopera- 
tive program  with  other  organizations  in  the  evalua- 
tion of  hospitals  for  residency  training.  Progress  is 
being  made  along  these  lines. 

During  the  Cleveland  meeting  at  a special  session 
of  the  House,  the  Chairman  of  the  Board  of  Trustees, 
Louis  H.  Bauer  of  Hampstead,  New  York,  an- 
nounced that  the  A.  M.  A.  was  appropriating 
$500,000  as  a fund  to  be  used  for  current  expenses 
of  the  medical  schools  of  the  country.  The  announce- 
ment was  greeted  with  enthusiastic  applause  in  the 
House  and  the  feeling  that  this  appropriation  was 
but  the  beginning  for  other  generous  gifts  free  from 
governmental  control. 

The  Educational  Campaign  was  reviewed  and  ap- 
proved. The  results  in  certain  important  elections  to 
public  office  convinced  the  delegates  that  honest 
educational  programs  directed  to  the  laity  had 
brought  results  beyond  the  expectations  of  many. 
The  generous  contributions  and  vigorous  efforts  of 
the  doctors  themselves  played  an  important  part  in 
the  gratifying  victories. 

Continued  on  page  108 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 

Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 

Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  FFanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  George  I.  Higgins,  M.  D.,  Newport 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  John  A.  Caswell,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Samuel  R.  Webber,  M.  D.,  Calais 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 

Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Hancock 

A regular  meeting  of  the  Hancock  County  Medical  So- 
ciety was  held  February  14,  1951,  at  the  Hancock  House, 
Ellsworth,  Maine.  Twelve  members  were  present. 

The  meeting  opened  at  8.10  P.  M.  with  a brief  business 
meeting  at  which  Dr.  James  Crowe  presented  some  of  the 
legislation  under  consideration  by  the  present  state  legislative 
assembly.  A resolution  was  passed  by  majority  vote  that  all 
members  of  the  Hancock  County  Society  entering  military 
service  be  given  courtesy  membership  in  the  state  and  county 
societies  during  their  term  of  military  service.  A resolution 
to  the  effect  that  the  county  society  would  pay  the  secre- 
tary’s state  and  county  yearly  dues  was  also  passed  by 
majority  vote. 

Dr.  Frederick  C.  Emery  of  Bangor,  presented  an  interest- 
ing paper  on  the  Diagnosis  and  Clinical  Management  of 
Croup. 

Joseph  H.  Hanson,  M.  D., 
Secretary. 


Kennebec 

A regular  meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Augusta  General  Hospital,  January  18, 
1951. 

President  Harlow  called  the  meeting  to  order  at  8.00 
P.  M.  The  minutes  of  the  last  meeting  were  read  and 
approved. 

W.  Mayo  Payson,  Executive  Secretary  of  the  Maine  Medi- 
cal Association,  discussed  state  and  national  trends.  Herbert 
E.  Locke,  Esq.,  malpractice  counsel  for  the  State  Association 
spoke  briefly. 

Dr.  Frank  S.  Broggi  of  Portland,  guest  speaker  of  the 
evening,  was  introduced  by  Dr.  Francis  S.  Sleeper,  Super- 
intendent of  the  Augusta  State  Hospital.  Dr.  Broggi  spoke 
on  “Emotional  Reactions  in  Normal  People.” 

A.  H.  Morrell,  M.  D., 
Secretary. 


Piscataquis 

A regular  meeting  of  the  Piscataquis  County  Medical 
Association  was  held  at  the  Hotel  Greenville,  Greenville, 
Maine,  February  21,  1951.  An  excellent  steak  supper  was 
enjoyed. 

Several  interesting  cases  were  presented  for  discussion  by 
the  members. 

N.  H.  Nickerson,  M.  D., 
Secretary. 


Continued  on  page  106 
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*\  . . it  was  discovered  that  Drama  mine 
. . . is  a powerful  preventive  of  motion 
sickness 


— Editorial:  Dramamine, 
GP  2:27  (July)  1950 


BRAND  OF  DIMENHYDRINATE 


— for  the  prevention  and/or  treatment  of  motion  sickness 


For  the  dizziness,  nausea  or  vomiting  caused  by  motion,  Dramamine  has  given 
unusually  satisfactory  results,  prophylactically  and  therapeutically.  Supplied 
in  50  mg.  tablets  and  in  liquid  form.  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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Washington 


A joint  meeting  of  the  Washington  County  Medical  Society 
and  the  St.  Croix  Medical  Society  was  held  Friday,  January 
26,  1951,  at  the  Queen  Hotel,  St.  Stephen,  N.  B.,  with 
eighteen  members  and  three  guests  present. 

Dr.  R.  A.  H.  MacKeen  of  St.  John,  N.  B.,  and  Dr.  John 
E.  Whitworth  of  Bangor,  Maine,  speakers  of  the  evening, 
were  introduced  by  Dr.  Herbert  S.  Everett  of  St.  Stephen, 
President  of  the  Washington  County  Medical  Society. 

Dr.  MacKeen  spoke  on  The  Use  and  Abuse  of  Laboratory 
Facilities.  The  main  points  that  he  brought  out  were  that 
the  physician  should  place  his  main  reliance  on  physical  find- 
ings rather  than  upon  the  laboratory  and  that  laboratories 
are  doing  much  unnecessary  work  because  physicians  are  put- 
ting too  much  reliance  on  laboratory  work  often  times  done 
by  technicians  w'ho  have  no  supervision  and  are  inadequately 
trained.  He  stressed  the  importance  of  the  sedimentation  rate 
in  following  the  progress  of  the  patient. 

Dr.  Whitworth’s  subject  was  Tracheo  Bronchial  Airway. 
He  demonstrated  the  various  types  of  laryngoscopes  and 


tracheal  catheters  and  their  use  from  the  premature  new 
born  to  the  adult.  He  demonstrated  the  use  of  the  broncho- 
scope and  showed  by  means  of  X-ray  the  effect  of  nonopaque 
foreign  bodies  on  the  lungs  and  how  their  presence  is  diag- 
nosed by  the  effect  on  the  lung  structure.  He  then  showed 
by  X-ray  how  quickly  improvement  occurs  after  removal  of 
the  foreign  bodies. 

The  St.  Croix  Medical  Society  was  host  at  a cocktail  party 
which  preceded  an  excellent  dinner. 

At  a brief  business  meeting  following  the  dinner,  Dr.  O.  F. 
Larson  of  Machias,  was  appointed  to  set  up  a medical  plan 
for  the  Washington  County  Society  in  co-ordination  with  the 
Civil  Defense  set-up.  The  Blue  Cross  and  Blue  Shield  plans 
were  discussed. 

Dr.  Frederick  C.  Whitehead  of  St.  John,  N.  B.,  Secretary 
of  the  New  Brunswick  Medical  Association,  was  present  as  a 
guest. 

Karl  V.  Larson,  M.  D., 
Secretary. 


PICTURE  TAKEN  AT  MEETING  OF  WASHINGTON  COUNTY  MEDICAL 
SOCIETY,  JANUARY  26,  1951,  AT  QUEEN  HOTEL,  ST.  STEPHEN,  N.  B. 


Back  Row,  Left  to  Right : Dr.  E.  B.  Johnston,  St.  Stephen,  N.  B. ; Dr.  John  Kazutow,  Machias; 
Dr.  P.  J.  Mundie,  Calais ; Dr.  George  Smith,  St.  George,  N.  B. ; Dr.  George  Burton, 
Milltown,  N.  B.;  Dr.  O.  F.  Larson,  Machias;  Dr.  Frederick  Whitehead,  St.  John  N.  B. ; 
Dr.  S.  R.  Webber,  Calais;  Dr.  Hazen  Mitchell,  Calais. 

Front  Row,  Left  to  Right:  Dr.  K.  V.  Larson,  Machias;  Dr.  John  Whitworth,  Bangor;  Dr. 
H.  S.  Everett,  St.  Stephen,  N.  B.;  Dr.  R.  A.  H.  MacKeen,  St.  John,  N.  B. ; Dr.  John 
Metcalf,  Calais;  Dr.  Fred  Sears,  Milltowm,  N.  B. ; Dr.  Esmond  Stiles,  St.  Stephen,  N.  B. 


WOMAN’S  AUXILIARY  TO  THE  MAINE  MEDICAL  ASSOCIATION 

ANNUAL  MEETING  WOMAN’S  AUXILIARY  TO 
A.  M.  A. 

Haddon  Hall  will  be  the  headquarters  for  the  Annual  Meet-  Requests  for  reservations  should  be  sent  immediately  to 
ing  of  the  Woman’s  Auxiliary  to  the  American  Medical  Dr.  Robert  A.  Bradley,  Chairman,  A.  M.  A.,  Housing  Bu- 
Association,  which  will  be  held  in  Atlantic  City,  New  Jersey,  reau,  16  Central  Pier,  Atlantic  City,  New  Jersey. 

June  11-14,  1951. 


NINETEEN  HUNDRED  AND  FIFTY-ONE— MARCH 


107 


NEWS  AND  NOTES 

Massachusetts  Academy  of  General  Practice 
Third  Annual  Spring  Clinical  Meeting 
April  4,  1951 


MORNING  SESSION 

Amphitheatre,  Boston  University  School  of  Medicine 
80  East  Concord  Street,  Boston 

9.00  to  12.00 — Clinics  under  the  auspices  of  Massachusetts 
Memorial  Hospitals  and  Boston  University  School  of 
Medicine.  Program  under  the  direction  of  Chester  S. 
Keefer,  M.  D.,  Director,  Department  of  Clinical  Research 
and  Preventive  Medicine,  Robert  Dawson  Evans  Me- 
morial Hospital. 

1.  Medical  Clinic. 

2.  Minor  surgery  (office  procedures). 

3.  Obstetrics  and  Gynecology. 

(The  exact  content  of  the  program  will  depend 
on  clinical  material  available  at  the  time.) 

AFTERNOON  AND  EVENING  SESSIONS 

Hotel  Shelton,  91  Bay  State  Road,  Boston 

12.30  to  1.00  p.  m. — Registration. 

1.00  to  2.30  p.  m. — Panel  luncheon.  Panel  speakers  will  be 
two  or  three  of  those  taking  part  in  the  morning  obstet- 
ric and  gynecologic  clinic. 


2.45  to  3.30  p.  m. — Speaker:  Vlado  A.  Getting,  M.  D.,  Com- 
missioner of  Public  Health,  Commonwealth  of  Massa- 
chusetts, Head  of  Medical  and  Health  Services,  Massa- 
chusetts Civil  Defense. 

Subject:  “The  Role  of  the  General  Practitioner  in  Civil 
Defense.” 

3.30  to  4.15  p.  m. — Speaker:  Burnham  S.  Walker,  M.  D., 

Professor  of  Biochemistry,  Boston  University  School  of 
Medicine. 

Subject:  “Practical  Applications  of  Adrenal  Physi- 

ology.” 

4.30  to  6.00  p.  m. — Business  meeting. 

6.00  to  7.00  p.  m. — Cocktail  Hour. 

7.00  p.  m. — Dinner. 

After-dinner  speaker : Rudolph  Elie,  Columnist  and 

Music  Critic,  Boston  Herald-Traveler,  Roving  War 
Correspondent. 

Subject:  “The  Roving  Eye  in  Europe.” 

For  further  information  write  to  James  G.  Simmons,  M.  D., 
Secretary,  30  Myrtle  Avenue,  Fitchburg,  Mass. 


Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 
Clinic  Schedule — 1951 


Orthopedic  Clinics 

Portland  — Maine  General  Hospital,  9.00-11.00  a.  m. : Jan. 
8,  Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 

13,  Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Lewiston  — Central  Maine  General  Hospital,  9.00-11.00 
a.  m. : Jan.  19,  Feb.  16,  Mar.  16,  April  20,  May  18,  June  15, 
July  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumford  — Community  Hospital,  1.30-3.00  p.  m. : Mar. 

14,  June  20,  Sept.  19,  Dec.  19. 

Wateruille  — Thayer  Hospital,  1.30-3.00  p.  m. : Feb.  15, 
April  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Rockland  — Knox  County  Hospital,  1.30-3.00  p.  m. : Feb. 
8,  May  17,  Aug.  16,  Nov.  15. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
11,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Presque  Isle  — Northern  Maine  Sanatorium,  9.00-11.00 
a.  m. — 1.00-3.00  p.  m. : Jan.  9,  Mar.  7,  May  8,  July  11,  Sept. 
11,  Nov.  7. 

Houlton  — Aroostook  General  Hospital,  9.00-11.00  a.  m. : 
Mar.  6,  July  10,  Nov.  6. 

Fort  Kent  — Normal  School,  10.00-1.00  p.  m. : Jan.  10, 
May  9,  Sept.  12. 


Bangor  — Eastern  Maine  General  Hospital,  1.30-3.00  p.  m. : 
Jan.  25,  Mar.  29,  May  24,  July  26,  Sept.  27,  Nov.  29. 

Cardiac  Clinics 

Portland  — Maine  General  Hospital,  9.00-12.00  a.  m. : 
Will  be  held  every  Friday  with  the  exception  of  holidays. 

Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
m. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
27,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

Waterville  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
June  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Waterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
Mar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
2,  Nov.  6,  Dec.  4. 

Presque  Isle  — Northern  Maine  Sanatorium,  1.30  p.  m. : 
Jan.  24,  Mar.  28,  May  23,  July  25,  Sept.  26,  Nov.  28. 

By  appointment  only. 
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Other  councils  and  bureaus  had  resolutions  for 
consideration.  All  of  them  were  considered  care- 
fully, approved  or  disapproved  and  recorded.  In- 
deed, your  House  of  Delegates  was  busy  as  usual, 
considerate  of  all  proposals,  democratic  in  procedure, 
and  progressive  in  a sound  manner. 

One  of  the  special  events  was  the  reading  of  the 
paper  of  William  L.  Hutchison  before  a joint  meet- 
ing of  the  House  of  Delegates  of  the  A.  M.  A.  and 
the  third  annual  conference  of  the  National  Educa- 
tion Campaign  on  the  last  day  of  the  convention.  Mr. 
Hutchison  is  General  President,  United  Brotherhood 
of  Carpenters  and  Joiners  of  America.  The  paper 
starts  as  follows:  “I  am  against  Socialized  Medicine. 
So  is  the  organization  with  which  I have  the  honor 
of  heading.”  It  is  published  in  the  December  9 issue 
of  the  J.  A.  M.  A.  You  might,  it  seems  to  me,  enjoy 
reading  it. 

The  Scientific  Assembly  under  the  direction  of 
Dr.  Henry  Viets,  a friend  of  many  of  the  members 


of  our  association,  was  of  excellent  quality.  The 
majority  of  the  papers  were  designed  to  appeal  to  the 
general  practitioner.  The  scientific  exhibit  covered 
a wide  range  of  subjects  and  were  beautifully  pre- 
pared. The  commercial  exhibits  offered  information, 
up  to  date  information,  on  all  current  equipment  and 
medications.  Once  again  your  delegate  noted  the  low 
attendance  of  doctors  from  Maine.  The  Doctors 
Reeves  from  South  Paris,  Maine,  were  registered, 
but  your  delegate  did  not  have  the  opportunity  to 
see  them. 

The  Annual  Meeting  will  be  held  in  Atlantic  City, 
on  June  11  to  15,  1951. 

Since  this  report  was  written  the  California  Medi- 
cal Association  has  appropriated  $100,000.00  to  the 
$500,000.00  fund  of  the  A.  M.  A.  to  meet  cost  of 
medical  education. 

Thomas  A.  Foster,  M.  D., 
Delegate. 


HOSPITAL  STAFF  MEETINGS 

Open  to  the  Profession 


CITY 

HOSPITAL 

DATE 

Augusta 

Augusta  General  Hospital 

1st  Wednesday 

Bangor 

Eastern  Maine  General 

2nd  Tuesday 

Bath 

Bath  Memorial  Hospital 

1st  Tuesday 

Belfast 

Waldo  County 

2nd  Friday 

Biddeford 

Webber  Hospital 

2nd  Thursday 

Boothbay  Harbor 

St.  Andrew's  Hospital 

4th  Tuesday 

Caribou 

Cary  Memorial 

1st  Wednesday 

Damariscotta 

Miles  Memorial 

2nd  Thursday 

Farmington 

Franklin  County  Memorial 

2nd  Monday 

Greenville 

Charles  Dean  Hospital 

2nd  Wednesday 

Hartland 

Scott  Webb  Memorial  Hospital 

1st  Wednesday 

Lewiston 

Central  Maine  General 

2nd  Thursday 

St.  Mary's  General 

2nd  Monday 

Portland 

Maine  Eye  and  Ear  Infirmary 

1st  Tuesday 

Maine  General 

2nd  Friday 

Mercy 

3rd  Thursday 

Presque  Isle 

Presque  Isle  General 

1st  and  3rd  Tuesdays 

Rockland 

Knox  County  General 

1st  Monday 

Rumford 

Rumford  Community 

4th  Wednesday 

Sanford 

Goodall  Memorial 

2nd  Monday 

Waterville 

Sisters 

2nd  Tuesday 

Thayer 

Every  Thursday 

The  above  list  was  compiled  from  a questionnaire  sent  out  by  the  Maine  Hospital  Association. 
Additions  or  corrections  will  be  made  on  notification  to  the  Secretary,  Maine  Hospital  Association, 
Thayer  Hospital,  Waterville. 
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Bacterial  Nasal  Allergy — Continued  from  page  95 


tempted  by  the  oral  route,  being  guided  by  the  same 
general  principles  as  employed  in  parenteral  desensi- 
tization. 

Supportive  measures  were  not  neglected.  In  the 
early  stages  of  treatment,  patients  were  instructed  to 
employ  locally  a mild  decongestant  spray,  preferably 
one  containing  an  antibiotic  agent.  This  was  given 
for  a short  time  only  because  the  protracted  or  in- 
judicious employment  of  vasoconstrictor  drugs 
(Kern)4  is  followed  by  vasoparalysis  and  a conse- 
quent increase  of  mucosal  edema. 

Antihistaminic  drugs  were  valuable  adjuncts  and 
were  employed  for  symptomatic  relief  in  recom- 
mended doses.  As  improvement  was  noted,  they 
were  decreased  in  a tapering-off  manner  and  finally 
discontinued.  The  more  severe  cases  received  an 
initial  injection  of  25  mg.  of  aqueous  Thephorin* 
subcutaneously  or  intramuscularly.  Gratifying  relief 
was  obtained  within  a relatively  short  time.  The 
nasal  obstruction  and  discharge  diminished  and 
breathing  was  easier.  The  parenteral  administration 
was  supplemented  with  a 25  mg.  tablet  of  Thephorin 
orally  3 or  4 times  daily. 

Potent  multiple  vitamins  were  administered  rou- 
tinely for  a prolonged  period  to  all  the  patients  for  a 
general  tonic  effect.  Within  a comparatively  short 
time,  they  became  eager  and  alert,  experienced  a 
feeling  of  well  being,  regained  their  appetites,  and 
their  complexions  improved. 

The  complications  of  bacterial  nasal  allergy 
(edematous  turbinates,  nasal  polyps,  and  inadequate 
drainage)  oftentimes  require  surgical  treatment. 
Unless  these  complications  are  extensive  and  seri- 
ously interfere  with  the  patient’s  comfort  and  gen- 
eral health,  intranasal  surgical  procedures  should  not 
be  performed  immediately.  When  early  operation  is 
essential,  allergic  therapy  should  not  be  neglected 
afterwards,  otherwise,  the  symptoms  may  persist  and 
the  complications,  especially  nasal  polyps,  tend  to  re- 
cur. In  such  cases,  post-operative  anti-allergic  ther- 
apy follow-up  is  imperative.  Many  patients,  not  re- 
ceiving the  full  benefit  of  post  operative  anti-allergic 
treatment,  have  been  subjected,  perhaps  needlessly, 

* Supplied  by  Hoffmann-LaRoche,  Inc.,  Nutley,  N.  J. 


to  repeated  intranasal  operations.  However,  the  vast 
majority  of  cases  lend  themselves  to  conservative 
measures  first  and  intranasal  surgery,  if  found  neces- 
sary, can  be  performed  at  a much  later  date.  Very 
often,  with  proper  anti-allergic  therapy,  edematous 
turbinates  return  to  normal,  small  nasal  polyps  dis- 
appear, and  drainage  is  re-established. 

Results 

With  this  integrated  therapy  in  our  series  of  200 
cases,  158  patients  (79%)  received  excellent  results; 
31  (15.5%)  had  a good  improvement;  and  8 (4%) 
fair.  Only  2 patients  (1%)  failed  to  improve.  The 
remaining  case  (0.5%)  due  solely  to  an  uncompli- 
cated inhalant  sensitivity  is  not  included  in  these  re- 
sults. The  nasal  symptoms  were  markedly  improved 
after  6 to  8 weekly  treatments.  In  many  patients,  a 
spectacular  amelioration  was  noted  after  only  1 or  2 
treatments.  Sneezing,  itching,  nasal  discharge,  post- 
nasal drip,  nasal  voice,  and  frontal  headache  quickly 
disappeared.  Patients  also  experienced  an  improve- 
ment in  their  general  health. 

Summary  and  Conclusions 

Bacterial  nasal  allergy  constitutes  the  most  im- 
portant specific  etiologic  factor  of  perennial  allergic 
coryza.  The  diagnosis  is  based  upon  a history  of 
frequent  attacks  of  long-drawn-out  upper  respira- 
tory infections  and  pathognomonic  local  symptoms 
and  signs.  Its  successful  treatment  depends  upon 
several  therapeutic  measures,  each  properly  inte- 
grated to  form  a therapeutic  chain,  which  embody 
the  allergic  approach  as  the  primary  essence  of  treat- 
ment and  reserve  rhinologic  surgery  for  the  treat- 
ment of  nasal  complications  only. 
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The  questions  which  might  be  asked  are : 

“What  can  the  small  hospital  in  Maine  do  to 
improve  the  quality  of  diagnostic  services  in  its 
community?” 

“How  can  it  offer  to  the  doctors  of  its  com- 
munity the  widest  possible  opportunity  for  scien- 
tific growth  and  the  exercise  of  their  professional 
skills?” 

Obviously  the  small  hospital  cannot  supply  indi- 
vidual offices  for  each  member  of  its  staff  nor  can  it 
provide  an  office  building  for  them,  either  on  or 
adjacent  to  its  grounds.  But  I suggest  that,  if  it  is 
re-building  or  adding  to  the  plant,  a hospital  can 
include  two  to  four  examining  rooms  equipped  with 
facilities  for  the  ordinary  routine  physical  examina- 
tion, including  eye,  ear,  nose  and  throat  equipment, 
at  least  one  table  with  stirrups  for  gynecological 
examination,  possibly  a dental  chair  and  such  instru- 
ments as  are  necessary  to  carry  out  the  various 
examining  procedures.  These  offices  should  be  lo- 
cated off  a small  lobby  or  corridor,  conveniently 
accessible  to  the  information  or  admitting  desk,  with 
a small  waiting  room  and  possibly  a desk  or  table  for 
the  use  of  a clerk,  when  needed. 

The  offices  would  not  be  used  by  any  one  physician 
to  the  exclusion  of  others  but  should  be  available 
by  appointment  for  definitely  stipulated  periods  of 
time  to  any  member  of  the  staff  or  to  any  ethical 
practitioner  in  the  community  who  might  wish  to 
meet  his  patient  at  the  hospital,  instead  of  at  his  office. 
The  occasions  calling  for  this  procedure  would  most 


likely  be  for  taking  the  history  and  first  examinatior. 
of  a patient  with  obscure  symptoms,  or  one  who  the 
doctor  believes  may,  in  addition,  require  consultation 
by  a specialist,  or  X-ray  examination  and  other  an- 
cillary diagnostic  procedures.  If  the  hospital  has  an 
intern  or  a resident  physician,  he  might  assist  in 
taking  the  history  and  in  the  work-up  of  the  case. 
This  opportunity  for  out-patient  instruction  would 
round  out  the  House  Officer’s  otherwise  lop-sided 
experience,  since  he  would  enter  the  case  at  the  be- 
ginning rather  than  at  the  middle  of  the  first  act. 
The  patient  would  be  spared  loss  of  time  in  consul- 
tation, and  quicker  arrival  at  a diagnosis  would  be 
assured.  Future  visits  would  be  made  by  the  patient 
at  the  doctor’s  own  office  or  they  might  be  continued 
at  the  hospital  but,  in  any  event,  the  patient  would 
remain  under  the  care  and  control  of  the  referring 
physician. 

An  excellent  example  of  such  physical  space  and 
equipment  is  shown  in  the  plans  of  the  Mansfield 
Clinic  which  will  be  an  integral  part  of  the  new 
Thayer  Hospital  in  Waterville.  The  trustees,  the 
administration  and  the  architects  of  the  hospital  are 
to  be  congratulated  in  having  taken  this  forward  step 
in  community  hospital  construction. 

The  financial  arrangement  for  use  of  the  hospital 
facilities  and  of  the  examining  rooms  might  be  set  up 
according  to  any  one  of  several  patterns.  The  im- 
portant consideration  is  that  all  concerned  would 
benefit  and  the  pay-off  would  be  good  public  relations 
for  the  hospital  and  a step  towards  better  medical 
care. 


Clinical  Experience  With  Chlor-Trimeton— Continued  from  page  91 


15.  Browning,  R.  H. : The  Early  Treatment  of  Common 
Colds  with  an  Antihistamine — Histadyl.  New  Eng.  J. 
Med.,  243:994-995,  1950. 

16.  Lowell,  F.  C.,  Schiller,  I.  W.,  Alman,  J.  E.,  Mountain, 
C.  F. : The  Antihistaminic  Drugs  in  the  Treamtent  of 
the  Common  Cold.  New  Eng.  J.  Med.,  244:132-134,  1951. 

17.  Schiller,  I.  W.,  and  Lowell,  F.  C. : The  Effects  of  Drugs 


in  Modifying  the  Response  of  Asthmatic  Subjects  to 
Inhalation  of  Pollen  Extracts  as  Determined  by  Vital 
Capacity  Measurements.  Ann.  Allergy,  5 :564-566,  1947. 

18.  Schiller,  I.  W.,  and  Lowell,  F.  C. : Trimeton,  A New 
Antihistaminic  Drug.  New  Eng.  J.  Med.,  240:215,  1949. 

1 9.  Gilman,  A. : A Personal  Communication  to  Committee 
on  Therapy.  Am.  Academy  of  Allergy,  1949. 


PHARMACEUTICALS 
A complete  line  of  laboratory  con* 
trolled  ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


THE  ZEMMER  CO.,  PITTSBURGH  13, 


MA  3 51 


K fETEEN  HUNDRED  AND  FIFTY-ONE— MARCH 


111 


in  treating 


Have  you  tried  the  A erohalor 

secondary  invaders 


of  the  Common  Cold? 


Let  us  make  this  point  clear  at  the  beginning. 
We  do  not  recommend  penicillin  powder  in- 
halation therapy  with  the  Aerohalor  as  a cure 
for  the  virus  cold.  It  is  not.  But  Krasno  and 
Rhoads1  have  some  interesting  observations: 
“The  course  of  ordinary  colds  is  strikingly 
shortened  by  prompt  use  of  the  penicillin  dust 
inhalation.  We  have  no  illusions  that  it  is  effec- 
tive against  virus  that  initiates  the  common  cold 
or  any  other  viruses.” 

The  authors  also  report:  “We  are  fully  aware 
that  the  etiologic  agent  of  the  common  cold  is 
probably  not  a penicillin-sensitive  organism. 
Secondary  invaders  undoubtedly  account  for  the 
accentuation  of  the  initial  symptoms  and  in  most 
instances  for  the  more  serious  complications.  Dramatic 
results  often  are  seen  in  those  patients  in  whom  the  cold 
has  been  hanging  on.” 

As  to  the  therapeutic  effectiveness  of  inhaled  penicillin 
dust,  Krasno  and  Rhoads  state  “with  assurance”  that 
“bacterial  infections  of  the  nasopharynx,  para-nasal  sinuses, 
nasal  mucosa,  larynx  and  trachea  of  fairly  recent  origin, 
respond  well  to  this  form  of  treatment.” 

The  smoke-it-like-a-pipe  therapy  afforded  by  the 
Aerohalor  is  convenient  and  effective.  For  the  complete 

is.  (XIMWtt 


story,  write  for  comprehensive  literature  to 
Abbott  Laboratories,  North  Chicago,  Illinois 


Aerohalor 


(ABBOTT’S  POWDER  INHALER) 


Aerohalor  comes  assembled  with  detachable  mouthpiece.  Eas- 
ily interchangeable  nosepiece  included  in  package.  Disposable 
Aerohalor*  Cartridge  containing  100,000  units  of  finely  pow- 
dered penicillin  G potassium  is  prescribed  separately — three  to 
an  air-tight  vial. 


♦Trade  Mark  for  Abbott  Sifter  Cartridge.  Aerohalor  and 
Aerohalor  Cartridge  patented  in  U.  S.  and  Foreign  Countries. 
1.  Krasno,  L.,  and  Rhoads,  P.  (1949),  The  Inhalation  of 
Penicillin  Dust;  Its  Proper  Role  in  the  Management  of  Res- 
piratory Infections,  Amer.  Prac.,  11:649,  July. 
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From  where  I sit 
tiu  Joe  Marsh 


Slim  and  His 
"Ali  Species" 

Slim  Baker , who’s  always  doing 
something  crazy , had  a lot  of  people 
smiling  last  week  all  because  his  entry 
won  a blue  ribbon  in  the  Women’s 
Club  Annual  Pet  Show. 

Seems  as  though  Slim  saw  a strange- 
colored  alley  cat  with  no  tail  and 
brought  it  home.  He  washed,  combed, 
and  brushed  it  and  put  a collar  on  the 
cat  with  a card  reading  “Ali  Species.” 
Then  he  enters  it  in  the  show. 

Hanged  if  the  ladies  didn’t  think  it 
was  some  rare  kind  of  cat  and  gave 
it  a special  award!  When  one  of  them 
asked  Slim  where  she  could  get  one 
like  it,  he  said,  “It’s  all  yours,  M’am 
—I  can  pick  up  an  ‘Alley  Cat ’ any 
time  I want  to!” 

From  where  I sit,  some  of  us  are 
often  easily  “taken  in”  on  someone 
else’s  say-so.  Whether  awarding  prizes, 
passing  judgment  on  how  a man 
should  follow  his  profession,  or  ques- 
tioning our  neighbor’s  preference  for 
a glass  of  beer — let’s  take  a look  from 
stem  to  stern  before  making  any  final 
decision  on  the  matter. 


Planning — A Must  in  Today's  Hospital  Nursing  Service 
Continued  from  page  96 

When  we  forget  the  individuality  of  our  nurses  w< 
lose  the  human  touch  in  the  care  of  the  patient 
Therefore,  it  is  the  responsibility  of  the  administra-l 
tion  to  supply  objective  guidance  in  matters  of  em- 
ployment practice  and  problems  arising  in  personal 
relationship,  whether  it  be  in  job  training  programs  j 
or  in  the  most  unpleasant  of  correctional  matters.  It 
is  a foregone  conclusion  to  me  that  the  administration 
needs  to  be  consulted  in  cases  of  personnel  problems 
regardless  of  whether  they  involve  a radical  change 
in  the  life  of  one  individual  or  a problem  of  broad 
major  concern  affecting  many  people.  It  not  only  is 
possible  but  it  is  necessary  that  the  administration 
develop  the  complete  confidence  of  the  director  of 
nursing  in  personnel  matters. 

Planning  for  nursing  service  is  also  a two-way 
relationship  between  the  director  of  nursing  and  the 
administrator.  Each  must  contribute  of  his  thinking 
to  the  other.  The  director  of  nursing  can  come  back 
from  a local,  regional  or  national  meeting  with  ideas 
far  removed  from  her  daily  routine.  Likewise  the 
administrator  who  has  attended  a nursing  session  at 
a hospital  meeting  may  come  back  to  inquire  into 
some  of  the  most  minute  detail  of  routine  organiza- 
tion which  in  its  enlargement  may  improve  patient 
care.  Each  may  approach  such  subjects  as  home 
nursing  care  or  relationships  with  the  district  nurse 
association,  the  various  state  nursing  agencies,  and 
other  health  agencies  in  the  community  from  entirely 
different  points  of  view.  It  is  immaterial  by  whom 
or  at  what  level  of  importance  discussion  begins.  The 
important  thing  is  that  the  working  relationship  be 
such  that  there  be  a complete  freedom  of  exchange 
of  ideas. 

The  principle  of  consultation  between  the  adminis- 
trator and  the  director  of  nursing  is  equally  im- 
portant in  the  relationships  between  the  director  of 
nursing  and  the  supervisor,  between  the  supervisor 
and  the  head  nurse,  and  between  the  head  nurse  and 
the  floor  nurse.  When  such  consultation  is  carried 
out  with  regularity  and  with  a sincerity  that  builds 
confidence  and  a recognition  of  the  importance  of 
the  individual  and  his  contribution,  the  administra- 
tion will  not  need  to  seek  long  or  far  for  necessary 
information.  Patient  care  will  achieve  the  highest 
possible  standard  and  the  word  “planning”  will  be 
used  increasingly  in  place  of  the  word  “problem.” 


Copyright,  1951,  United  States  Brewers  Foundation 


The  experience  of  two  great  wars  and  studies  of 
the  mortality  figures  of  tuberculosis  in  relation  to 
environment  have  shown  that  when  the  standard  of 
living  falls  tuberculosis  rises.  — Frederick  Heaf, 
British  Med.  /.,  November  5,  1949. 
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REPORT  OF  A CASE  OF  HYPERINSULINISM 

William  F.  Mahaney,  M.  D.,  Saco,  Maine 


Hyperinsulinism  is  an  uncommon  disease.  A recent 
search  of  the  literature  reveals  only  184  cases.  Of 
these,  135  were  due  to  benign  adenomata.1’2’9’20 
Kufifel  et  al.1  report  only  one  case  at  the  Henry  Ford 
Hospital  in  over  500,000  admissions.  Another  case  is 
presented  here. 

S.  S.,  No.  770.  A fifty-eight-year-old  white  female 
was  first  seen  in  the  office  on  March  1,  1948.  Her 
chief  complaint  was  nervousness  of  three  years’  dura- 
tion which  had  gradually  become  worse.  For  the  past 
year  and  a half  she  had  never  allowed  herself  to  re- 
main alone  at  any  time  and  had  carried  this  to  such 
an  extent  that  her  only  daughter  was  forced  to  give 
up  her  position  to  remain  at  home  as  a companion. 
She  stated  that  she  had  attacks  of  “fainting,”  went 
to  bed,  and  appeared  to  be  unconscious.  When  given 
food  or  any  type  of  nourishment  she  regained  con- 
sciousness and  felt  well  except  for  slight  weakness. 
If  she  ate  frequently  she  was  able  to  abort  or  avoid 
these  spells.  During  the  past  three  years  she  had  re- 
ceived numerous  medications  for  these  “spells”  but 
had  obtained  no  relief.  She  was  seen  on  one  occasion 
by  a psychiatrist  who  felt  that  she  was  suffering  from 
a depressive  state  due  to  the  onset  of  the  menopause 
and  advised  sanitorium  care.  She  had  lost  approxi- 
mately thirty  pounds  in  weight,  had  lost  all  interest 
in  life,  and  did  not  care  to  go  on  living. 

Systemic  Review:  She  had  noticed  increased  flat- 
ulence and  belching  but  no  abdominal  pain.  E.  N.  T. 
negative.  Cardiovascular  negative.  G.  U.  negative. 


Past  Medical  History:  There  was  jaundice  after 
one  of  her  children.  She  was  gravida  4,  para  3.  She 
denied  previous  operations.  She  had  lobar  pneumonia 
several  years  ago. 

Family  History:  Mother  and  father  dead,  causes 
unknown.  Three  children  living  and  well. 

Physical  Examination:  The  patient  was  a thin, 
white  female  who  was  extremely  nervous  and  dis- 
couraged. She  had  an  anxious  expression  on  her  face. 
Her  color  was  good.  The  ears,  nose  and  throat  were 
negative  except  for  artificial  dentures.  Pupils  were 
equal  and  reacted  to  light  and  accommodation.  Neck 
showed  no  lymphadenopathy.  The  thyroid  was  not 
palpable.  Lungs  were  clear  to  auscultation  and  per- 
cussion. The  heart  showed  regular  sinus  rhythm, 
pulse  was  80,  B.  P.  was  180/82.  No  masses,  no  ten- 
derness nor  rigidity  were  found  in  the  abdomen. 
There  was  a marital  introitns.  The  cervix  was  slightly 
eroded.  The  fundus  and  adnexa  appeared  negative. 
Rectal  examination  was  negative.  Extremities  were 
negative.  The  deep  reflexes  were  physiologically 
active. 

Diagnosis:  Islet  cell  tumor  of  the  pancreas,  erosion 
of  the  cervix. 

A fasting  blood  sugar  the  following  day  was  re- 
ported as  40  mg.%.  R.  B.  C.  was  4.2.  Hgb.  78%. 
W.  B.  C.  was  7,600.  Polys.  67.  Lymphs.  33.  The 
urine  was  negative.  The  following  day  a glucose 
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tolerance  test  was  performed.  The  fasting  blood 
sugar  was  reported  as  41.6  mg.%.  One  hundred  mg. 
of  glucose  were  given  by  mouth  and  a half  an  hour 
later  the  blood  sugar  was  reported  as  83.3  mg.%.  In 
one  hour  it  was  reported  as  133.3  mg.%.  In  two 
hours  it  was  reported  as  153.3  mg.%  and  in  three 
hours  it  was  reported  as  86.9  mg.%.  A B.  M.  R.  was 
reported  as  -14. 

The  following  day  a fasting  blood  sugar  at  7 a.  m. 
was  reported  as  68.1  mg.%  and  at  12  noon  the  blood 
sugar  had  dropped  to  41  mg.%.  On  March  22,  1948, 
she  was  admitted  to  the  hospital  for  further  examina- 
tion. Blood  typing  was  Group  A,  Rh  positive.  Glu- 
cose tolerance  tests  performed  on  this  day  showed  a 
fasting  blood  sugar  of  47.6  mg.%.  She  was  then 
given  100  mg.  of  glucose  by  mouth  and  half  an  hour 
later  the  blood  sugar  was  333.3  mg.%.  One  hour 
later  it  was  166.6  mg.%.  Two  hours  later  it  was 
166.6  mg.%.  Three  hours  later  it  was  142.9  mg.% 
and  four  hours  later  it  was  111.1  mg.%.  At  3.00  p.  m. 
on  the  same  day,  while  still  fasting,  the  patient  sud- 
denly became  unconscious  and  an  emergency  blood 
sugar  was  done  which  was  reported  as  25  mg.%.  She 
responded  very  rapidly  to  intravenous  glucose  and 
within  15  to  20  minutes  she  was  well  oriented.  On 
March  26,  1948,  she  was  operated  upon. 

Under  fractional  spinal  and  pentothal  sodium  anes- 
thesia the  abdomen  was  opened  through  a upper  right 
rectus  incision.  Exploration  of  the  abdomen  was 
negative.  An  opening  was  made  in  the  gastrocolic 
ligament,  exposing  the  pancreas.  In  the  body  of  the 
pancreas  overlying  the  vertebrae  there  was  a firm 
nodule  which  measured  approximately  2 cm.  in  di- 
ameter. An  incision  was  made  through  the  capsule  of 
the  pancreas  over  this  and  this  nodule  was  carefully 
dissected  free  by  blunt  dissection.  It  appeared  to  be 
well  encapsulated.  The  duct  of  Wirsung  lay  anterior 
to  this  tumor  mass  and  the  duct  was  carefully  pre- 
served. No  other  masses  were  palpated.  The  diag- 
nosis was  islet  cell  adenoma  of  the  pancreas.  The 
pathology  report  was  as  follows : 

“Specimen  consists  of  round,  flattened,  mottled 
gray  and  yellow  piece  of  tissue,  fixed  in  formalin, 
which  measured  1.2  cm.  in  depth  and  2 cm.  in  di- 
ameter. It  has  been  incised  and  it  appears  on  section 
to  be  white,  firm  and  fibrous  in  consistency.  It 
would  appear  to  be  encapsulated.  Microscopic:  In 
these  sections  there  is  a tumor  apparently  well  de- 
fined and  almost  encapsulated,  at  least  well  demar- 
cated from  the  adjacent  pancreatic  tissue.  The  tumor 
consists  of  dense,  fibrous  tissue,  throughout  which 
there  are  groups  of  cells,  occasionally  arranged  in 
cords,  but  in  other  instances  arranged  in  groups  re- 
sembling islets.  For  the  most  part  the  cells  have  a 
pale,  almost  vesicular,  or  clear  cytoplasm,  without  any 
evidence  of  lumen  formation,  although  in  the  center 
of  some  of  these  cell  masses  there  are  calcarious  de- 
posits. Impression  : Islet  cell  tumor,  benign.” 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 

Postoperatively,  the  patient  did  very  well  except 
for  the  formation  of  a pancreatic  cyst  which  was 
drained  by  anastomosis  of  its  wall  to  the  stomach. 
She  was  out  of  bed  on  her  first  postoperative  day.  A 
fasting  blood  sugar  one  year  after  operation  was  re- 
ported as  100  mg.%.  She  had  gained  fifteen  pounds 
in  weight  and  had  resumed  all  normal  activities. 

Discussion: 

Rynearson2  limits  the  term  “hyperinsulinism”  to 
those  patients  whose  condition  is  caused  by  the  exces- 
sive production  of  endogenous  insulin  due  to  a tumor 
or  hyperplasia  of  the  Islands  of  Langerhans.  He  states 
that  there  are  not  more  than  100  proven  cases  of 
hyperinsulinism  in  the  literature.  Since  the  discovery 
of  insulin  in  1921  by  Banting  et  ah,  a new  symptom 
complex  arose.  The  medical  profession  became  aware 
of  insulin  shock  and  the  symptoms  of  hypoglycemia. 

The  classical  “triad”  of  Whipple3  must  be  present 
for  a diagnosis  of  hyperinsulinism. 

(a)  Attacks  of  insulin  shock  during  fasting  or 
while  in  a fasting  state. 

(b)  Blood  sugar  readings  of  50  mg  or  less. 

(c)  Relatively  prompt  relief  following  the  admin- 
istration of  glucose  by  mouth  or  parenterally. 

In  1921,  Seale  Harris4  published  three  cases  with 
symptoms  he  believed  to  be  caused  by  spontaneous 
hypoglycemia  due  to  hyperinsulinism.  The  first 
operative  case  was  reported  by  Wilder  et  al.5  in  1927. 
This  proved  to  be  an  inoperable  islet  cell  carcinoma, 
and  they  recovered  large  amounts  of  insulin  from 
the  islet  cell  carcinoma  and  from  the  metastatic 
growths  in  the  liver.  In  1929,  Howland6  reported  the 
first  surgical  cure  of  a patient  with  an  islet  cell 
adenoma. 

The  causes  of  spontaneous  hypoglycemia7  are : 

(A)  Disease  of  the  Endocrine  Glands. 

(a)  Hyperinsulinism. 

(1)  Tumor,  benign  or  malignant,  of 
the  Islands  of  Langerhans. 

(2)  Functional  hypertrophy  with  hy- 
perplasia of  the  Islands  of  Lan- 
gerhans. 

(b)  Adrenal  cortex  insufficiency  — Addi- 
son’s Disease. 

(c)  Hypophyseal  disorders. 

(1)  Simmon’s  Disease. 

(2)  Tumor  (pituitary). 

(d)  Hypothyroidism. 

( B ) Diseases  of  the  Liver. 

(a)  Extensive  hepatic  disease  such  as  ob- 
served in  acute  yellow  atrophy,  primary 
or  metastatic  carcinoma,  cirrhosis,  ars- 
phenamine,  and  other  poisoning  and 
Von  Gerkie’s  Disease. 
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(b)  Chronic  infectious  hepatitis  (ascending 
cholangitis). 

(c)  Disturbances  of  the  nervous  system. 

(1)  Functional  disturbance  of  the 
sympathetic  nervous  system. 

(2)  Organic  disease  of  the  nervous 
system. 

(d)  Miscellaneous  — exercise,  under-nu- 
trition, afebrile  cachexia,  diarrhea, 
muscular  disatrophy,  status  thymo- 
lymphaticus,  lactation  and  renal  glyco- 
suria. 

(e)  Unknown  etiology. 

The  clinical  complex  of  hyperinsulinism  is  due  to 
functionally  overactive  islet  cells,  a hyperplasia  of  the 
islet  cells,  or  to  tumors,  benign  or  malignant,  of  the 
Island  of  Langerhans.  Whipple8  collected  74  cases  of 
tumors  of  the  Islands  of  Langerhans,  56  of  them 
found  at  operation  and  18  at  autopsy,  which  were  re- 
ported prior  to  1938.  In  1947,  Lopez,  Kruger  and 
Dockerty0  reviewed  the  tumors  of  the  islet  cells  of 
Langerhans  encountered  at  the  Mayo  Clinic.  From 
1927  to  September,  1945,  in  19  cases,  a diagnosis  of 
hyperinsulinism  was  based  on  the  presence  of  be- 
nign islet  cell  tumors  which  were  successfully  re- 
moved at  operation.  In  two  additional  cases  the  tumor 
could  not  be  located  at  surgery  and  was  only  discov- 
ered after  careful  search  at  necropsy.  In  another  case, 
there  existed  a condition,  diffuse  islet  cell  adenoma- 
tosis, which  was  only  partially  removed  by  subtotal 
pancreatectomy. 

Tumors  encountered  in  this  group  were  single  in 
22  cases  and  in  one  case  multiple.  Six  of  the  single 
tumors  were  definitely  located  in  the  tail  of  the  pan- 
creas and  an  additional  five  were  found  at  the  junc- 
tion of  the  body  and  the  tail  of  the  gland.  Nine  of 
the  tumors  were  foimd  imbedded  deep  in  the  head  of 
the  pancreas.  An  ectopic  site  was  established  in  one 
case  in  which  repeated  resections  had  failed  to  reveal 
the  presence  of  adenomata,  and  in  the  remaining  case 
multiple  tumors  were  present  in  the  tail  of  the  gland. 
It  is  stated  that  it  was  found  that  a location,  other 
than  in  the  body  or  tail  of  the  pancreas,  usually  neces- 
sitated subtotal  or  total  pancreatectomy  in  one  or 
more  stages.  It  is  most  unusual  for  an  adenoma 
smaller  than  5 mm.  to  be  productive  of  clinical  hyper- 
insulinism. 

A more  or  less  complete  fibrous  or  fibral  elastic  tis- 
sue capsule  delimited  most  adenomas  from  the  sur- 
rounding pancreatic  tissue.  The  capsule  may  be 
poorly  defined,  very  thin,  or  present  over  a portion  of 
the  tumor.  On  cut  surface,  the  tumors  have  a pinkish 
or  grayish  color  and  a more  or  less  homogeneous 
smooth  texture,  unlike  the  lobulated  appearance  of 
the  surrounded  gland.  The  consistency  is  somewhat 
firmer  than  that  of  the  normal  pancreas  but  the  differ- 


ence is  not  such  to  be  of  practical  help  in  localizing 
small  and  deeply  lying  tumors  of  this  type. 

Islet  cell  carcinoma,  in  spite  of  the  anaplasia  of  the 
cells  and  their  rapidity  of  growth,  can  produce  insulin 
and  clinical  hypoglycemia. 

Consideration  of  Other  Causes  of  Spontaneous 
Hypoglycemia. 

Diseases  of  the  Liver:  There  is  no  difficulty  in 
recognizing  the  cause  of  hypoglycemia  in  patients  who 
have  yellow  atrophy  or  other  extensive  diseases  of  the 
liver.  These  patients  are  gravely  ill  and  have  other 
signs  of  hepatic  disease  which  are  more  obvious  than 
the  hypoglycemia. 

Adrenal  Insufficiency  or  Addison’s  Disease:  De- 
ficiency of  the  adrenal  cortex  may  cause  a hypogly- 
cemia which  may  readily  be  mistaken  for  hyperin- 
sulinism. The  clinical  features  of  Addison’s  Disease 
should  avoid  any  pitfalls  here. 

Simmon’s  Disease  or  Hypophoseal  Cachexia:  This 
is  a rare  disease  and  is  due  to  destruction  by  atrophy 
or  degeneration  of  the  anterior  lobe  of  the  pituitary 
gland.  The  hypoglycemia  in  this  disease  is  a relatively 
unimportant  feature  of  the  disease  when  contrasted 
with  the  symptoms  characteristic  of  senile  decay. 

Tumors:  Extensive  destruction  of  the  anterior  lobe 
of  the  pituitary  gland ; tumor  growth  may  result  in 
disturbances  in  the  regulation  of  the  blood  sugar  level. 
The  symptoms  produced  by  tumors  of  the  pituitary 
are  diagnostic  and  the  hypoglycemia  is  but  a small 
part  of  the  disturbance. 

Hypothyroidism:  ITypoglycemia  even  of  a mild 
degree  is  an  uncommon  finding  in  patients  suffering 
from  hypothyroidism.  The  predominating  features 
of  this  disease  should  simplify  the  differential  diag- 
nosis. 

Disorders  of  the  Nervous  System:  Functional  Dis- 
turbance of  the  Sympathetic  Nervous  System:  In- 
creased carbohydrate  tolerance  with,  at  times,  actual 
hypoglycemia  accompany  certain  disturbances  of  the 
sympathetic  nervous  system,  especially  vagotonia, 
neuro-circulatory  asthenia,  and  various  neuroses. 
These  disturbances  of  the  nervous  system  are  likely 
to  be  confused  with  hyperinsulinism. 

Organic  Diseases  of  the  Nervous  System:  Hypo- 
glycemia complicates  several  disturbances  of  the  cen- 
tral nervous  system,  though  hypoglycemia  is  more 
common  when  the  base  of  the  brain  is  involved.  Low 
blood  sugar  values  are  sporadically  seen  in  various 
psychoses  (e.g.  schizophrenia),  in  subdural  hemor- 
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rhage,  and  in  general  paralysis.  The  hypoglycemia  is 
apparently  due  to  disturbed  nervous  control  of  the 
glycogen  deposits.  Attacks  of  epilepsy  may  be  and 
are  confused  with  those  of  hyperinsulinism.  Epilepsy 
does  not  fulfill  the  criteria  necessary  for  the  diagnosis 
of  the  latter.  The  attacks  bear  no  relationship  to  meals 
and  are  not  precipitated  by  fasting  or  exercise  and  the 
blood  sugar  is  within  the  normal  range  during  the 
attacks. 

Miscellaneous  Causes  of  Hypoglycemia:  Exercise, 
if  prolonged  as  in  marathon  races,  causes  low  blood 
sugar  levels  to  the  degree  of  hypoglycemia,  but  not 
severe.  Lactation  and  renal  glycosuria  and  severe  de- 
grees of  undernutrition  such  as  observed  in  anorexia 
nervosa  also  may  become  complicated  by  hypogly- 
cemia. In  each  instance  the  underlying  cause  is  a de- 
privation of  nourishment  of  the  organism.  Increased 
food  intake  in  frequent  feedings  corrects  the  disturb- 
ance. 

Summary  and  Conclusions 

Hyperinsulinism  is  a rare  disease.  It  may  be  caused 
by:  (1)  Benign  adenoma,  (2)  Islet  cell  adenomato- 
sis, (3)  Malignant  islet  cell  tumors,  (4)  Metastasiz- 
ing islet  cell  tumors.  One  hundred  eighty-four  cases 
have  been  reported  in  the  literature,  and  this  case  has 
been  added.  All  other  causes  of  hypoglycemia  must 
be  ruled  out  before  a diagnosis  of  hyperinsulinism  is 
made.  The  presence  of  multiple  tumors  must  be  borne 
in  mind,  since  10%  to  15%  may  be  multiple.  The  sur- 
geon must  be  prepared  to  carry  out  procedures  all  the 
way  from  dissecting  a small  discrete  nodule  in  the 
pancreas,  to  total  pancreatectomy,  since  medical  treat- 
ment is  of  no  avail. 
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Tuberculosis  is  such  an  insidious  disease  that  no 
physician  can  deny  the  existence  of  it  without  ade- 
quate roentgenologic  study.  All  patients,  regardless 
of  their  complaints,  should  have  the  benefit  of  chest 
X-ray  examinations.  This  is  particularly  true  in  con- 
ditions such  as  diabetes  and  pregnancy  where  a higher 
prevalence  incidence  of  tuberculosis  is  found.  More- 
over the  taking  of  a single  roentgenogram  may  not 
be  enough,  and  so,  with  persisting  symptoms  or  a 
suspicious  lesion,  the  X-ray  may  need  to  be  repeated. 
— /.  Mich.  State  M.  Society,  Kenneth  J.  Feeney, 
M.  D.,  November,  1949. 


In  many  of  our  communities  the  large  number  of 
recalcitrant  patients  constitute  a major  problem  in 
tuberculosis  control.  Surveys  indicate  that  in  some 
localities  35  per  cent  of  those  discharged  from  sana- 
toriums  have  signed  out  against  advice.  As  possible 
sources  of  contagion  these  uncooperative  patients 
pose  grave  problems  for  all  agencies  engaged  in  pub- 
lic health  work.  Not  only  are  they  a menace  to  their 
own  families  and  the  community  but  also  to  them- 
selves since  interruption  of  treatment  usually  results 
in  exacerbation  of  their  condition.  — Thomas  N. 
Sheen,  M.  D.,  Nat.  Tuberc.  Bull.,  October,  1950. 
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ANEURYSM  OF  LEFT  CARDIAC  VENTRICLE 

C.  Lawrence  Holt,  M.  D.,  Portland,  Maine 


One  rarely  has  the  opportunity  to  observe  by  roent- 
genography the  development  of  an  aneurysm  of  the 
left  ventricle  subsequent  to  coronary  occlusion  with 
myocardial  infarction.  Ventricular  aneurysm  follows 
myocardial  infarction  in  7-8%  of  instances3  although 
figures  as  high  as  38%  have  been  reported.1 

The  diagnosis  may  be  suspected  on  clinical  grounds 
but  cardiac  fluoroscopy  and  roentgenography  other  the 
most  substantial  aids  in  definite  diagnosis.  Roent- 
genkymographic  examination  may  reveal  an  impor- 
tant paradoxical  pulsation  of  the  aneurysmal  site,  al- 
though a similar  finding  may  be  recorded  in  cases 
with  thinning  of  the  ventricular  wall  without  aneurys- 
mal dilatation.7  There  are  no  truly  typical  electro- 
cardiographic findings  although  suggestive  findings 
include  right  axis  deviation,  deep  S2  and  S3,  persistent 
elevation  of  RST  segments  in  unipolar  precordial 
electrocardiograms,  tendency  for  ORS  complex  of 
aVr  to  be  directed  upward  because  of  the  unusual 
cardiac  rotation  and  a downward  direction  of  the 
major  deflection  in  L I.4, 6>  9>  r>’ 2 

Report  of  Case. 

History:  Mr.  E.  C.  L.,  a 46-year-old  white 

widowed  male  of  French-Canadian  extraction,  was 
admitted  to  Mercy  Hospital  at  10.35  A.  M.  on  Decem- 
ber 5,  1950.  On  September  1st,  patient  had  sudden 
onset  of  a crushing  type  pain  in  left  shoulder,  arm, 
and  left  anterior  chest  while  shaving.  A physician 
diagnosed  “angina”  and  prescribed  nitroglycerin 
which  gave  no  relief.  A second  physician  saw  the 
patient  and  hospitalized  him  because  of  “pneumonia,” 
a diagnosis  allegedly  corroborated  by  roentgeno- 
graphic  findings.  (Fig.  1)  The  patient  continued  to 
have  severe  episodes  of  pain  in  the  shoulder,  arm, 
and  chest  occurring  by  night  and  day,  and  were  defi- 
nitely aggravated  by  any  activity.  After  leaving  the 
hospital,  further  medical  advice  was  sought  because 
of  the  previously  described  pain,  and  also  because  of 
the  development  of  a painful,  stiff  neck,  pain  in  right 
shoulder  and  upper  arm,  episodic  “pleuritic”  like  pain 
in  left  lower  chest,  cough,  severe  dyspnea,  orthopnea 
and  paroxysmal  nocturnal  dyspnea. 

An  electrocardiogram  during  the  first  week  of 
November  was  reported  as  being  in  accordance  “with 
a heart  attack.”  Fluoroscopy  at  this  time  revealed 
fluid  at  left  lung  base,  and  patient  was  rehospitalized 
with  a diagnosis  of  “pleurisy  with  effusion.”  Roent- 
genogram of  the  chest  substantiated  the  fluoroscopic 
finding.  The  chest  was  tapped  and  an  unknown 
amount  of  “straw-colored  liquid”  was  aspirated  on 
two  occasions  without  giving  any  symptomatic  relief. 
A roentgenogram  taken  after  the  aspiration  of  fluid 
revealed  definite  bulging  in  region  of  left  ventricle, 


Figure  I 

but  this  was  not  commented  on  in  the  official  report 
of  the  roentgenologist.  (Fig.  II) 

Because  of  lack  of  improvement,  patient  sought 
advice  of  the  writer  and  was  admitted  to  the  Mercy 
Hospital. 

Enquiry  of  past  health  revealed  no  knowledge  of 
childhood  disease.  Tonsillectomy  in  1941,  at  which 
time  he  was  told  he  had  “joined  kidneys.”  Had  been 
treated  for  “severe”  high  blood  pressure  for  a num- 
ber of  years.  No  history  of  trauma  or  transfusions. 
Denies  history  of  venereal  infections. 

Habits:  Bowels  regular.  Appetite  poor.  Sleeps 
poorly  because  of  restlessness  and  pain.  Smokes  one- 
half  package  of  cigarettes  daily.  Denies  use  of 
alcohol. 

Family  history:  Father  died  at  age  of  eighty  of 
“diarrhea.”  Mother  died  at  age  sixty  of  heart  disease 
and  flu.  One  brother  died  at  age  fifty-six  of  cerebral 
“hemorrhage.”  One  brother  died  at  age  fifty-two  of 
cerebral  “hemorrhage”  and  question  of  cancer.  Four 
sisters,  aged  fifty  to  fifty-six,  living  and  well. 

Marital  history:  Wife  died  two  years  ago  at  Mercy 
Hospital  of  disseminated  lupus  erythematosis.  One 
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Figure  II 

daughter,  twenty-one,  two  sons,  aged  eighteen  and 
eight  years,  living  and  well. 

Physeial  examination  at  time  of  entry  to  hospital : 
Height:  5 feet  6 inches.  Weight:  110  pounds  equals 
50.  kilos.  Temperature:  99.2  F.  Pulse:  100.  Respi- 
ration: 20.  Blood  pressure : 120/90.  Pulse  pressure  : 
30  mm.  Hg.  Patient  appeared  pale  and  wan.  Evi- 
dence of  obvious  weight  loss  was  present.  Perspired 
freely  and  breathed  with  difficulty.  There  was  slight 
cyanosis  of  lips  but  no  neck  vein  engorgement.  Pu- 
pils were  equal  and  reacted  to  light  and  accommoda- 
tion. 

Retinal  vessels  showed  moderate  arteriosclerotic 
changes  with  increased  tortuosity,  arterio-venous 
nicking  and  increased  light  reflexes.  Nerve  heads  nor- 
mal. Maculae  normal.  There  were  poor  motions  of 
the  diaphragms  on  percussion.  Breath  sounds  were 
absent  at  left  lung  base  and  there  was  a dull  percus- 
sion note  postero-laterally.  Crepitant  rales  were  heard 
over  this  area  and  at  the  right  base. 

The  heart  rate  was  one  hundred  with  regular 
rhythm.  The  heart  was  definitely  enlarged  to  left  on 
percussion,  especially  in  fourth  and  fifth  interspaces. 
The  apical  impulse  was  forceful  and  diffuse  and  occu- 
pied a large  area  of  the  fourth  and  fifth  interspaces. 
Heart  sounds  were  of  poor,  flabby  quality.  M3  was 
loud  and  “hollow”  and  took  part  in  an  obvious  proto- 
diastolic gallop  rhythm.  Both  dorsalis  pedis  pulsa- 
tions were  present.  Examination  of  abdomen  re- 
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vealed  no  masses  or  spasm.  Rectal  examination  re- 
vealed a tight  cicatrized  anal  ring.  The  reflexes  were 
equal  and  one  plus. 

Laboratory  work  revealed: 

Urine:  Smallest  possible  trace  of  albumin;  no 
sugar ; 1-2  leucocytes/HPF ; rare  red  cells,  few  epith- 
elial cells.  R.  B.  C.  3,730,000.  Hgb.  72 %.  Color  in- 
dex 0.9.  W.  B.  C.  9,100  with  64%  polys;  35% 
lymphs ; 1 Eosinophile.  Sedimentation  rate  36 
mm./hr. -corrected  Wintrobe.  Hinton  negative. 
Stools  negative  for  occult  blood.  Prothrombin  con- 
centration 100%  of  normal  control.  An  electrocardio- 
gram was  interpreted  as  revealing  sinus  tachycardia, 
horizontal  position  of  heart,  and  the  residual  of  a 
relatively  recent  anterior  myocardial  infarction  with 
rather  extensive  involvement. 

A roentgenogram  of  the  heart  and  lungs  was  taken. 
(Fig.  3)  In  comparing  this  film  with  previous  ones 
taken  in  another  city,  there  was  an  apparent  gradual 
increase  in  the  size  of  the  heart  shadow,  with  the  de- 
velopment of  a distinct  elliptical  bulge  in  the  left  bor- 
der, which  was  best  brought  out  in  the  slightly  right 
anterior  oblique  film.  The  bulge  showed  a decreased 
amplitude  of  pulsation.  There  was  some  density  at 
the  right  base,  which  might  have  been  due  to  an  in- 
farct or  possibly  passive  congestion.  The  fluid  at  the 
left  base  had  almost  disappeared. 

The  presumptive  clinical  diagnosis,  with  the  im- 
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portant  electrocardiographic  tracing  and  roentgeno- 
logic findings,  was  (1)  myocardial  infarction,  sec- 
ondary to  extensive  coronary  artery  thrombosis;  (2) 
complicated  by  multiple  pulmonary  emboli  and  (3) 
aneurysm  of  the  left  ventricle;  (4)  post-infarction 
painful  neck  and  shoulder  syndrome  (periarthritis)  ; 
(5)  essential  hypertension  was  present  by  history. 
The  pulmonary  emboli  were  considered  to  take  origin 
in  the  heart  itself,  either  from  a post-infarction  mural 
thrombus  or  from  an  intra-atrial  or  intraventricular 
clot.  There  was  no  evidence  of  peripheral  phlebitis  or 
phlebothrombosis.  The  aneurysmal  sac  was  thought 
to  include  only  the  left  ventricle,  hence  the  origin  of 
a “paradoxical  pulmonary”  embolus  in  such  a sac 
seems  unlikely  unless  an  interseptal  defect  was  pres- 
ent. There  was  no  evidence  of  such  a defect. 

Course  in  Hospital: 

Dicumarol  was  started  immediately  and  adminis- 
tered daily  for  thirty-five  days,  the  prothrombin  con- 
centration being  maintained  between  extremes  of  ten 
percent  and  twenty-seven  percent  of  normal.  Al- 
though no  evidence  of  gross  failure  was  present, 
purodigen  in  full  dosage  was  started  on  12/26/50, 
in  an  effort  to  relieve  the  shortness  of  breath  which 
was  present  in  spite  of  complete  bed  rest.  The  purodi- 
gen was  discontinued  after  three  days  because  of 
persistent  nausea. 

At  this  time,  careful  observation  of  the  apical  im- 
pulse revealed  a definite  retraction  of  the  center  of 
the  diffuse  impulse  area  near  the  left  nipple  with  the 
usual  external  thrust  of  the  remainder  of  the  area 
during  systole.  A paradoxical  retraction  during  sys- 
tole was  thereby  established.  The  heart  sounds  re- 
mained of  poor  quality  and  the  gallop  rhythm  per- 
sisted with  a loud  third  sound  present  at  the  apex. 
General  reduplication  of  all  sounds  was  heard.  On 
12/22/50,  a portable  film  revealed  the  heart  to  be 
smaller  in  size,  and  there  was  almost  complete  clear- 
ing of  the  processes  at  the  right  and  left  bases.  The 
patient  complained  of  a rapid  beating  of  his  heart  on 
1/1/51.  His  radial  pulse  was  found  to  94/min.  and 
his  apical  rate  140/min.  An  electrocardiographic 
tracing  revealed  his  auricular  and  ventricular  rates  to 
be  108/min.,  except  for  a short  time  interval  during 
the  period  that  the  V1  and  V2  leads  were  recorded. 

At  this  time,  the  rate  and  rhythm  changed.  The 
ventricular  rate  went  as  high  as  168/min.  The 
rhythm  suggested  auricular  flutter  with  a one  to  one 
block,  although  ventricular  tachycardia  could  not  be 
dismissed.  This  tracing  suggested  an  extension  of 
the  anterior  myocardial  infarction  because  of  an  in- 
creased elevation  and  covering  of  St  in  V2,  V3,  V4, 
V5  and  elevated  St  in  Vc.  These  changes,  however, 
could  be  accounted  for  by  a temporary  ischemia  due  to 
insufficient  coronary  blood  flow  resulting  from  the 
greatly  diminished  period  of  diastole  in  the  face  of  a 
severe  tachycardia.  The  rhythm  and  rate  were  made 


normal  within  a short  period  by  administering  six 
(6)  grains  of  quinidine  sulphate.  During  the  pa- 
tient’s hospital  stay,  he  complained  daily  of  severe 
“rheumatic”  like  pain  in  his  neck,  shoulder,  thoracic 
spine  and  upper  arms.  He  also  complained  of  pain  in 
his  left  chest  that  did  not  suggest  the  discomfort  of 
coronary  insufficiency.  He  was  discharged  to  his 
home  by  ambulance  on  his  thirty-fifth  hospital  day 
with  instruction  to  take  aspirin  grains  IX  daily, 
purodigen  0.1  mg. ; quinidine  sulphate  grains  IX  ; low 
sodium  diet.  It  was  intended  that  the  aspirin  would 
help  relieve  his  “arthritic”  pain,  and  also  help  to  keep 
his  prothrombin  concentration  low. 

Comment:  The  development  of  aneurysmal  dila- 
tation of  the  ventricular  wall  following  myocardial 
infarction  is  not  rare.  The  case  presented  is  not  un- 
usual except  for  the  presence  of  multiple  pulmonary 
infarctions  complicated  by  pleural  effusion,  the  de- 
velopment of  the  aneurysm  in  serial  roentgenograms, 
and  the  development,  under  daily  observation,  of  a 
systolic  retraction  of  the  center  of  the  cardiac  impulse 
area  suggesting  the  formation  of  strong  pericardial 
adhesions.  Schwedel  reports  the  occurrence  of  such 
adhesions  in  one-fourth  of  his  cases.8  The  occurrence 
of  gallop  rhythm  and  flabby  heart  sounds  in  the  pres- 
ence of  diffuse,  strong,  pulsations,  of  the  anterior 
chest  wall  is  frequently  observed  in  cases  of  ventricu- 
lar aneurysm.  Cardiac  arrythmia,  frequently  ven- 
tricular tachycardia,  are  prone  to  develop.  The  per- 
sistence of  RST  elevation  in  the  precordial  leads  is 
suggestive  of  an  antero-apical  ventricular  aneurysm.0 
With  particular  reference  to  the  case  at  hand,  such 
persistent  elevation  may  have  been  due  to  an  actual 
extension  of  infarction,  although  this  does  not  seem 
likely. 

Summary:  A case  of  extensive  antero-lateral  myo- 
cardial infarction  followed  by  aneurysmal  dilatation 
of  the  ventricle  is  presented. 
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IDIOPATHIC  DILATATION  OF  THE  ESOPHAGUS 
(Achalasia,  Cardiospasm) 

Report  of  a Case 

S.  Frank  Fox,  M.  D.,  Portland,  Maine 


In  the  little  understood  condition  of  idiopathic  dila- 
tation of  the  esophagus,  sometimes  called  achalasia  or 
cardiospasm,  the  segment  of  esophagus  just  above  the 
cardia  is  anatomically  narrowed  and  relatively  atro- 
phic ; the  lumen  is  considerably  smaller  than  that  of 
the  normal  esophagus  and  the  wall  is  abnormally  thin. 
Rodney  Maingot1  describes  cardiospasm  as  dilatation, 
hypertrophy  and  lengthening  of  the  esophagus  asso- 
ciated with  nonorganic  obstruction  of  the  cardia  or 
the  lower  3-6  cm.  of  the  esophagus.  It  accounts  for 
about  20  per  cent  of  cases  of  dysphagia,  occurs  twice 
as  commonly  in  females  as  in  males,  and  no  age  is 
exempt.  The  severity  of  the  condition  may  vary  from 
a transient  recurring  dysphagia  to  a permanent  clo- 
sure of  the  esophageal  orifice  at  or  2 or  3 inches  above 
the  stomach  as  fixation  and  extension  of  the  original 
spasm  of  musculature  occurs. 

Much  has  been  written  concerning  the  etiology  of 
the  condition.  Eggers  in  an  excellent  review  discussed 
various  opinions  regarding  etiology.  Plummer  and 
Vincent,2  however,  who  have  had  an  extensive  experi- 
ence with  this  condition,  state  positively  that  it  is  not 
a neurosis.  It  is  possible  that  the  psychogenic  factors 
are  secondary  to  the  underlying  condition.  One  of 
the  very  interesting  observations  in  connection  with 
this  condition  is  that  although  marked  obstruction 
exists,  which  eventually  leads  to  enormous  dilatation 
of  the  esophagus,  no  gross  anatomic  change  can  be 
demonstrated  below  the  dilatation  either  during  opera- 
tion or  at  autopsy. 

Many  suggestions  have  been  made  to  explain  the 
obstruction ; one  of  the  oldest  is  that  we  are  dealing 
with  a sphincter  spasm.  However,  neither  at  opera- 
tion or  autopsy  has  such  an  anatomic  sphincter  been 
demonstrated.  No  thickening  similar  to  the  tumor 
found  in  hypertrophic  pyloric  stenosis  has  been  vis- 
ualized. 

In  contrast  to  the  theory  of  spasm  of  a sphincter  at 
the  lower  end  of  the  esophagus  producing  the  symp- 
toms of  so-called  cardiospasm,  Jackson3  believes  car- 
diospasm is  an  erroneous  term.  He  states  spasm  in 
these  patients  is  never  greater  than  the  minimal  nor- 
mal. He  holds  muscular  and  tendinous  prolongations 
of  the  crura,  which  surround  the  esophagus,  to  be 
responsible  for  normal  closure  and  opening  of  the 
lower  end  of  the  esophagus.  He  calls  this  the  dia- 
phragmatic pinch-cock.  According  to  his  theory,  it  is 
the  failure  of  this  pinch-cock  to  open  in  the  degluti- 
tory  cycle,  and  not  any  excessive  spasm,  that  is  the 


chief  etiologic  factor  in  many  cases  of  cardiospasm. 
Flurst4  also  believes  that  the  inability  of  the  cardia 
to  open,  which  is  normally  the  last  stage  of  the  act 
of  deglutition,  is  responsible  for  the  dysphagia  and 
the  secondary  dilatation  and  hypertrophy.  He  has 
applied  the  name  “achalasia,”  which  means  inability 
to  open,  to  this  dysfunction,  and  attributes  it  to  patho-^/ 
logic  changes  in  Auerbach’s  plexus.  This  plexus  is 
composed  of  ganglion  cells  and  nerve  fibers  derived 
from  the  vagi,  and  is  situated  between  the  circular  and 
longitudinal  muscle  coats.  He  states  that  the  primary 
cause  of  the  changes  in  Auerbach’s  plexus  is  unknown, 
but  as  the  vagi  contain  the  fibers  which  cause  the 
sphincter  to  open,  their  degeneration  results  in  achal- 
asia. Rake5  has  presented  histologic  evidence  of  the 
progressive  degeneration  of  Auerbach’s  plexus,  which 
is  present  in  at  least  some  cases  of  cardiospasm. 

A voluminous  literature  on  cardiospasm  has  ac- 
cumulated, dealing  chiefly  with  its  etiology.  Much  of 
it  is  confusing.  The  whole  question  of  the  etiology  of 
cardiospasm  requires  further  study,  for  the  isolated 
clinical  and  experimental  observations  are  still  so 
much  at  variance,  that  no  definite  conclusions  can  be 
drawn.  However,  evidence  is  accumulating  and  ap- 
pears quite  conclusive  that  the  condition  is  due  to  a 
neuromuscular  dysfunction  resulting  from  pathologic 
changes  in  the  vagi,  and  more  particularly  in  Auer- 
bach’s plexus.  What  these  changes  are  due  to  has  not 
been  determined.  They  may  be  of  an  inflammatory 
nature  or  the  result  of  nutritional  disturbance  or 
avitaminosis.  Recent  investigations  of  cardiospasm 
have  unearthed  many  facts  that  support  the  theory 
that  nutritional  and  vitamin  deficiencies  play  an  im- 
portant role  in  the  etiology.  It  may  be  that  all  cases 
of  achalasia  are  not  due  to  the  same  etiologic  factor, 
and,  therefore,  the  inability  to  explain  a particular 
case  on  the  grounds  of  a nutritional  or  vitamin  de- 
ficiency does  not  rule  it  out  as  an  etiologic  agent. 

Whatever  term  is  used  for  the  condition,  the  diag- 
nosis of  the  condition  under  consideration  rests  on 
finding  a dififuse  dilatation  of  the  esophagus  with 
obstruction  at  its  lower  end,  but  without  anatomic 
stenosis  demonstrable  either  at  operation  or  at  post- 
mortem examination.  All  other  lesions  have  to  be 
excluded  from  the  discussion.  Cardiospasm  is  second 
in  frequency  to  carcinoma  in  producing  symptoms  of 
esophageal  obstruction.  The  outstanding  symptoms 
are  pain,  dysphagia  and  regurgitation.  The  onset  may 
be  sudden  and  intermittent  at  first  but  is  usually 
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gradual  with  dysphagia  as  the  only  symptom.  In  other 
cases  pain  is  the  predominating  symptom.  Later  there 
is  regurgitation  of  food,  a sense  of  fullness  or  pres- 
sure associated  with  substernal  or  epigastric  pain  and 
possibly  anaemia  and  loss  of  weight.  The  pain  may  be 
increased  by  taking  food  or  may  be  independent  of 
deglutition.  Often  it  is  very  severe  and  radiates.  As 
the  esophagus  becomes  more  and  more  dilated,  short- 
ness of  breath  develops  on  exertion  or  on  lying.  The 
patient  may  have  difficulty  resting  at  night  owing  to 
the  pressure  of  the  overloaded  esophagus  and  because 
the  liquid  contents  leak  out  and  spill  into  the  larynx 
bringing  on  paroxysms  of  coughing.  Aspiration  may 
result  and  lead  to  pulmonary  suppuration.  Frequently 
there  is  loss  of  weight,  which  may  assume  alarming 
proportions. 

In  some  cases  differential  diagnosis  may  be  diffi- 
cult. The  onset  of  the  dysphagia  may  be  similar  to 
that  occurring  with  esophageal  carcinoma.  In  many 
cases  an  important  differential  point  will  be  that  in 
so-called  cardiospasm  liquids  are  regurgitated,  where- 
as semi-solid  or  solid  foods  pass  readily  into  the 
stomach.  In  esophageal  carcinoma  the  solid  foods  first 
meet  obstruction  and  fail  to  pass,  whereas  liquids  are 
tolerated  until  the  later  stages. 


Fig.  1.  12/26/50 

Left  lateral  oblique  film  of  the  esophagus  taken  before 
operation,  showing  marked  dilatation  of  the  esophagus  above 
the  cardia  with  narrowing  and  obstruction  at  the  cardia. 


X-ray  examination  with  barium  swallow  shows  di- 
latation of  the  esophagus  ending  usually  at  the  level 
of  the  diaphragm  but  sometimes  at  a higher  level,  in  a 
smooth  tapering  constriction.  This  constant  observa- 
tion has  given  rise  to  the  belief  that  there  is  a sphincter 
in  the  wall  of  the  esophagus  beginning  at  about  the 
level  of  the  diaphragm  or  that  the  diaphragm  or  its 
crura  act  as  a pinch-cock  at  this  point.  Only  very 
rarely  has  the  esophageal  dilatation  been  observed  to 
extend  to  the  anatomic  cardia.  Peristaltic  waves  are 
often  observed  on  fluoroscopic  observation  and  occa- 
sionally reverse  peristalsis  is  present.  In  patients  in 
whom  the  condition  has  existed  for  a long  time,  pre- 
liminary X-ray  of  the  chest  may  show  the  straight 
border  of  a shadow  of  increased  density  extending 
into  the  lung  field  to  the  right  of  the  cardia  and  upper 
mediastinal  shadows.  If  this  examination  is  made  in 
the  erect  position  a fluid  level  may  be  present  in  the 
superior  mediastinum  due  to  air  and  retained  matter 
in  the  dilated  esophagus.  When  barium  is  given  to 
such  a patient  it  is  seen  to  float  down  in  streams 
through  the  retained  material.  Only  very  little 
barium  enters  the  stomach.  In  some  cases  of  long 


Fig.  2.  2/19/51 

Same  view  of  the  esophagus  taken  7 weeks  after  operation, 
showing  some  recovery  of  muscle  tone  of  the  esophagus  with 
decrease  in  dilatation  and  much  more  rapid  emptying  at  the 
cardia  and  filling  of  the  stmoach. 
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Fig.  3.  2/19/51 

Another  view  of  the  esophagus  showing  decrease  in  dilata- 
tion and  recovery  of  muscle  tone  of  the  esophagus. 

standing  cardiospasm  the  esophagus  becomes  elon- 
gated and  sacculated,  producing  an  appearance  simu- 
lating a diverticulum.  Twenty-four  hour  retention  in 
the  esophagus  is  not  uncommon.  Actual  diverticula 
may  also  develop  as  a result  of  pressure  within  the 
esophagus,  causing  bulging  at  weak  portions  of  the 
wall. 

Esophagoscopy  is  of  great  value  in  differential 
diagnosis  and  should  be  carried  out  whenever  there 
is  any  question  as  to  the  cause  of  the  obstruction.  The 
walls  of  the  esophagus  usually  look  pale  and  flabby. 
In  older  cases,  with  retention,  the  esophagus  is  found 
to  be  filled  with  frothy  liquid  content  which  has  to  be 
evacuated  before  visualization  is  possible.  In  such 
cases  the  mucosa  is  congested  and  frequently  ulcerated 
and  the  cardia  may  be  difficult  to  locate.  The  passage 
of  an  esophageal  sound  over  a previously  swallowed 
silk  thread  may  be  more  important  in  diagnosis  than 
an  esophagoscopy.  It  passes  into  the  stomach  with  no 
more  than  the  usual  slight  elastic  resistance.  Whereas 
in  a patient  with  benign  stenosis  or  carcinoma,  a defi- 
nite stricture  can  be  detected. 

The  treatment  of  achalasia  resolves  itself  to  either 
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medical  or  surgical.  Medical  management  with  bland 
diet,  antispasmodics,  such  as  amyl  nitrite,  and  psy- 
chiatry in  conjunction  with  dilatations  of  the  esopha- 
gus with  a hydrostatic  bag  will  cure  or  improve  a 
large  percentage  of  cases.  If  conservative  methods 
fail,  or  dilatation  is  hazardous  or  not  feasible  or  diag- 
nosis is  questionable,  surgical  treatment  is  indicated. 
Kay6  states  that  although  many  patients  with  cardio- 
spasm receive  symptomatic  improvement  for  varied 
periods  of  time  following  instrumental  dilatation  of 
the  esophagogastric  junction,  the  benefit  obtained  is 
rarely  complete  or  permanent.  No  evidence  of  reduc- 
tion in  the  size  of  the  esophagus  following  dilatation 
has  ever  been  presented.  In  some  patients  the  tortu- 
osity of  the  esophagus  prevents  instrumentation  and 
in  others  no  significant  improvement  results  from  this 
therapy.  Insofar  as  surgery  is  concerned,  there  have 
been  two  methods  of  approach,  one  by  sympathec- 
tomy, and  the  other  by  esophagoplasty.  B.  A.  Lub- 
bers7 states  that  sympathectomy  is  permissible  only 
when  it  has  been  demonstrated  that  opaque  medium 
passes  through  the  cardia  after  sympathetic  block. 
Leriche  was  one  of  the  first  to  perform  bilateral  in- 
filtration of  the  splanchnic  nerves  and  to  note  on 
fluoroscopic  examination  a decrease  in  esophageal 
dilatation  by  one-third  and  passage  of  opaque  meal 
into  the  stomach.  In  1935,  Knight  recommended 
sympathectomy  for  achalasia  of  the  cardia;  he  re- 
sected the  left  gastric  artery  and  vein  and  simul- 
taneously cut  the  main  trunks  of  the  sympathetic 
system  which  run  alongside  these  vessels  to  the  car- 
dia. Results  were  good  at  first,  but  poorer  results 
were  obtained  later  from  the  same  operation.  At 
present,  this  approach  to  the  treatment  of  cardio- 
spasm has  been  almost  entirely  abandoned  in  favor 
of  esophagoplasty.  The  approach  to  the  esophagus 
can  either  be  trans-abdominal  or  trans-pleural,  but 
because  the  trans-pleural  approach  affords  better  ex- 
posure of  the  esophagogastric  junction,  better  mobi- 
lization of  the  lower  esophagus  and  cardia  of  the 
stomach  and,  in  turn,  the  construction  of  a larger 
aperture  than  would  be  possible  through  an  abdominal 
incision,  this  approach  is  preferred.  Two  types  of 
operative  procedure  are  possible,  one,  a cardioplasty 
performed  in  a manner  similar  to  the  Finney  pyloro- 
plasty technic,  the  other  in  a manner  similar  to  a 
Heineke-Mikulicz  pyloroplasty  technic.  Sweet8  feels 
that  the  Heineke-Mikulicz  is  the  most  effective 
method,  as  measured  by  the  uniformity  and  per- 
manence of  the  relief  of  dysphagia.  This  method 
consists  of  a longitudinal  incision  through  all  layers 
of  the  constricted  segment  from  a wide  point  on  the 
esophagus  above  to  a correspondingly  wide  point  on 
the  stomach  below,  followed  by  circumferential  clo- 
sure of  the  opening  thus  produced.  This  was  the 
type  of  procedure  performed  on  the  case  reported 
here. 
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Case  Report 

No.  51,944,  Mercy  Hospital:  Mr.  S.  M.,  age  27, 
was  admitted  to  the  hospital  on  December  17,  1950, 
with  a chief  complaint  of  cough,  weight  loss.  On 
December  7,  he  was  seen  by  his  physician  with  an 
acute  inflammatory  process  present  in  the  left  lung. 
These  findings  were  checked  by  survey  chest  X-rays 
and  an  acute  pneumonia  was  evident.  He  was  treated 
at  home  with  antibiotics,  and  this  cleared  up  well,  and 
he  was  admitted  to  the  hospital  10  days  later  for 
further  diagnosis  and  evaluation.  He  stated  that  for 
about  6 years  he  had  never  been  able  to  feel  food  go 
into  his  stomach  after  eating.  He  stated  that  it  felt  as 
though  the  food  would  remain  in  his  throat,  and  that 
he  would  not  feel  as  though  he  had  eaten.  This  would 
be  followed  by  pain  in  the  upper  part  of  his  chest 
which  would  last  for  several  hours.  Solid  food  or 
liquids  made  no  great  difference.  Fie  stated  that  his 
appetite  had  been  poor  for  some  time,  and  that  he 
felt  tired  most  of  the  time.  He  weighed  108  pounds 
on  admission,  and  said  that  he  had  lost  52  pounds  in 
the  past  three  years,  18  of  it  in  the  past  year.  He 
said  that  three  years  ago  he  was  esophagoscoped  at 
the  Philadelphia  General  Hospital,  and  had  his 
esophagus  dilated  at  that  time.  He  obtained  some  re- 
lief from  this,  but  it  was  only  transient.  He  was 
later  told  at  the  same  hospital  that  further  dilatations 
would  be  dangerous,  and  that  surgery  was  advised, 
which  he  refused.  There  was  no  abdominal  pain,  and 
bowel  habits  were  normal.  The  remaining  history  was 
noncontributory. 

Physical  Examination:  This  revealed  a well  de- 
veloped, very  thin  young  male  with  no  acute  com- 
plaints. The  abdomen  was  soft,  no  tenderness  any- 
where, there  was  marked  loss  of  subcutaneous  fat,  no 
herniae  present,  the  liver  could  not  be  felt.  Rectal 
examination  was  negative.  The  remainder  of  the 
physical  examination  was  negative. 

Laboratory  Data:  The  blood  count  and  sedimenta- 
tion time  were  normal,  the  urine  and  blood  Kahn 
negative.  B.  M.  R.  was  28,  but  was  not  felt  to  be  an 
accurate  test.  Blood  cholesterol  was  190  mg.%.  Total 
serum  proteins  on  admission  5.8%,  with  a normal 
ratio,  and  one  week  later  were  6.2%  with  a normal 
ratio.  X-ray  of  the  chest  the  day  after  admission 
showed  the  inflammatory  process  which  had  been 
present  on  the  survey  film  of  December  7,  to  have 
entirely  cleared.  Fluoroscopic  and  X-ray  examination 
of  the  esophagus  and  stomach  showed  a markedly 
dilated  esophagus  which  was  rather  straight  in  out- 
line, with  little  out-pouching.  The  esophagus  con- 


tained a large  amount  of  11011-opaque  material,  evi- 
dently due  to  retained  food.  The  esophagus  then- 
tapered  down  to  a narrow  point  and  the  emptying  was 
spasmodic  with  much  delay,  only  a small  amount  be- 
ing present  to  outline  the  stomach. 

Operation:  The  patient  was  operated  on  December 
28,  1950,  through  a left  trans-thoracic  approach.  The 
incision  was  made  into  the  chest  through  the  resected 
eighth  rib.  The  left  lung  was  retracted,  the  mediasti- 
nal pleura  opened,  and  the  lower  end  of  the  esophagus 
was  mobilized.  The  diaphragm  was  then  opened  for 
a short  distance  and  the  esophago-gastric  junction 
was  well  mobilized.  A Heineke-Mikulicz  type  of 
esophagoplasty  was  performed,  using  silk  sutures 
throughout.  The  diaphragm  was  closed,  the  chest 
closed  with  tube  drainage  and  the  lung  re-expanded. 

The  post-operative  course  was  entirely  uneventful. 
He  began  to  take  liquids  by  mouth  after  48  hours, 
soft  diet  on  the  fourth  day,  and  regular  bland  diet  on 
the  sixth  day,  and  he  was  discharged  on  the  ninth 
day  after  operation. 

The  patient  has  been  followed  to  date  and  he  states 
that  he  now  feels  everything  he  eats  going  into  his 
stomach.  The  dysphagia  has  entirely  disappeared. 
He  gained  13  pounds  in  weight  in  6 weeks  and  feels 
much  stronger.  Repeat  X-ray  examination  6 weeks 
after  operation  showed  only  a little  change  in  the 
appearance  of  the  esophagus,  hut  it  is  said  that  several 
months  must  elapse  before  much  change  is  obvious. 

Summary 

1.  The  literature  on  achalasia  is  reviewed,  and  the 
various  clinical,  etiologic,  and  surgical  features  of  the 
lesion  are  discussed. 

2.  A case  of  achalasia  in  a 27-year-old  male  is 
reported  with  successful  surgical  correction. 

References 

(1)  Maingot,  R. : Postgraduate  Med.:  5:351-360.  May, 

1949. 

(2)  Plummer,  H.  S. : Diffuse  Dilatation  of  the  Esophagus 
Without  Anatomic  Stenosis  (Cardiospasm).  A report 
of  91  cases.  J.  A.  M.  A.,  58:2013-2015,  1912. 

(3)  Jackson,  Chevalier:  The  Diaphragmatic  Pinch-Cock  in 
So-Called  “Cardiospasm,”  Laryngoscope,  32,  139,  1922. 

(4)  Hurst,  Arthur  F. : Achalasia.  British  Encyclopaedia  of 
Medical  Practice,  Vol.  1,  London,  1936. 

(5)  Rake,  G.  W. : On  the  Pathology  of  Achalasia  of  the 
Cardia.  Guy’s  Hosp.  Reports,  7,  141,  1937. 

(6)  Kay,  E.  B. : Surgical  Treatment  of  Cardiospasm.  An- 
nals of  Surgery,  127:1,  1948. 

(7)  Lubbers,  B.  A.:  Achalasia  of  Cardia  and  Sympathec- 
tomy: Year  Book  of  General  Surgery,  1950. 

(8)  Sweet,  R.  H. : Thoracic  Surgery:  1950. 


A sanatorium  must  be  an  educational  institution  well  and  stay  well. — Calif.  Med.,  Edward  W.  Hayes, 
where  the  patient  is  taught  and  trained  how  to  get  M.  D.,  December,  1950. 


124 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


HYPERSPLENISM 

An  Unusual  Case  of  Splenic  Pancytopenia  Secondary  to  Gaucher's  Disease 

in  an  Adult* 

William  C.  Burrage,  M.  D.,  Portland,  Maine 


The  functions  of  the  normal  spleen  are  becoming 
more  readily  understood  and  appear  to  be  divided 
into  two  categories:1  (1)  phagocytic  function  — the 
mechanical  removal  of  aged  red  cells,  white  cells,  and 
platelets  from  the  circulation;  (2)  regulatory  func- 
tion by  splenic  hormones  with  particular  reference  to 
the  formation  and  delivery  to  the  blood  of  the  mature 
cellular  elements  of  the  bone  marrow. 

Continual  study  of  patients  with  enlarged  spleens 
and  blood  studies  following  splenectomy  suggests 
that1  the  enlarged  spleen  acts  in  exaggerated  fashion 
to  regulate  the  growth  and  delivery  of  the  red  cells, 
the  neutrophils,  and  the  platelets  at  the  bone  marrow. 
This  exaggerated  reaction  is  associated  with  a variable 
degree  and  type  of  cytopenia  and  is  termed  hvper- 
splenism.  When  the  chief  effect  is  inhibition  on  pro- 
duction or  delivery  of  the  white  cells,  a neutropenia 
results  ; when  on  the  platelets,  a thrombocytopenia ; 
and  when  simultaneously  on  all  elements,  a pancyto- 
penia results. 

It  is  the  purpose  of  this  paper  to  report  a rare  form 
of  hypersplenism  — a splenic  pancytopenia  with  non- 
hemolytic anemia  secondary  to  Gaucher’s  disease  in 
a middle  aged  adult. 

Case  No.  39539 

This  63-year-old  widowed  housewife  was  admitted 
to  the  Mercy  Hospital  on  October  27,  1948,  with  the 
chief  complaint  of  severe  progressive  generalized 
weakness  of  two  weeks’  duration. 

She  had  enjoyed  good  health  until  19  months  be- 
fore admission  when  she  had  had  a severe  attack  of 
grippe.  At  this  time  her  local  doctor  discovered  that 
her  blood  was  “low.”  An  X-ray  of  the  chest  was 
negative.  She  was  given  iron,  parenteral  liver  and 
Vitamin  B without  improvement  in  her  blood. 

Sixteen  months  before  admission  a complete  blood 
and  bone  marrow  study  was  done  by  Dr.  J.  E.  Porter, 
pathologist  of  the  Maine  General  Hospital.  He  felt 
that  “the  patient  had  an  aplastic  anemia  or  more  cor- 
rectly a pancytopenia  of  unknown  etiology.  There  is 
a slight  tendency  to  maturation  arrest  of  the  myelo- 
cytic series,  but  nothing  to  suggest  leukemia.” 

Following  intensive  parenteral  liver  therapy  she 
seemed  to  improve  somewhat  and  was  able  to  do  her 
own  housework.  Nine  months  before  admission  this 
patient  had  an  upper  respiratory  infection  which  was 

* Presented  for  publication  in  the  Mercy  Hospital  issue, 
Maine  Medical  Association  Journal,  by  William  C. 
Burrage,  M.  D.,  F.  A.  C.  P.  (Associate).  Courtesy  staff  of 
Mercy  Hospital. 


followed  by  increasing  general  malaise,  tiredness, 
and  weakness.  Thereafter  up  to  the  time  of  her  ad- 
mission she  stated  that  any  type  of  activity  resulted 
in  rapid  fatigue.  The  feelings  of  weakness  which 
were  occasionally  accompanied  by  periods  of  mental 
confusion  caused  almost  total  disability.  She  had  lost 
48  pounds  in  the  past  6 months.  Except  for  anorexia 
there  had  been  no  localizing  signs  or  symptoms  on 
system  review.  There  had  been  no  bleeding  or  bruis- 
ing tendencies,  no  hematuria,  melana  or  jaundice. 

For  the  past  two  weeks  she  had  felt  weaker  than 
ever  before  and  had  had  profuse  night  sweats.  The 
family  and  personal  past  history  was  not  contributory 
except  for  rheumatoid  arthritis  of  both  hands  at  the 
age  of  48. 

Physical  examination  revealed  an  acutely  ill  middle- 
aged  woman  with  a temperature  of  101.4°.  There 
were  signs  of  marked  weight  loss  and  generalized 
muscular  wasting.  The  conjunctiva  and  mucous  mem- 
branes were  pale,  but  there  was  no  icterus.  The 
mouth  showed  a moderate  glossitis  and  dehydration. 
The  heart  and  lungs  were  negative.  Blood  pressure 
148/80.  Pulse  124.  The  abdomen  showed  moderate 
distension  but  no  signs  of  ascites.  The  spleen  was 
enlarged  reaching  4 finger  breadths  below  the  left 
costal  margin.  There  was  definite  left  costovertebral 
tenderness.  No  other  organs  or  masses  were  felt. 
There  was  no  lvmphadenopathy.  Rectal  examination 
was  negative.  Pelvic  examination  revealed  tenderness 
in  the  left  vault  high  up.  The  skin  was  clear  and 
gray.  No  petechiae,  telangiectases,  or  ecchymoses 
were  found. 

Laboratory  examinations:  The  admission  blood 
count  reported  a Hgb.  55%;  rbc.  3.19;  wbc.  4,260; 
polys  68%  ; lymphocytes  32%  ; platelets  240,000.  The 
admission  urine  showed  a slight  trace  of  albumin ; 
8-16  wbc.;  3:4  granular  casts,  absent  bile  and  uro- 
bilinogen positive.  Blood  chemistry- — blood  sugar  86, 
BUN  15  mgm.  Total  protein  5 gms.  Blood  studies — 
Hinton,  Widal  and  Brucella  agglutinations,  5 blood 
cultures,  and  2 red  cell  fragility  tests  were  negative. 
Reticulocyte  count  0.4%.  Bromsulphothalein  test 
12%  dye  retention,  icteric  index  7.  Three  stool  speci- 
mens were  negative  for  occult  blood.  A Streptomy- 
cin sensitive  B.  Coli  was  recovered  from  the  urine. 

An  X-ray  of  the  chest  was  negative.  A barium 
enema  revealed  a few  diverticula  of  the  sigmoid  with- 
out evidence  of  active  inflammation.  An  abdominal 
plate  showed  distortion  of  the  3 upper  lumbar  verte- 
brae, which  was  felt  to  he  due  to  an  old  healed  frac- 
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ture.  A barium  swallow  for  varices  and  upper  gastro- 
intestinal series  was  normal.  The  skull,  pelvis,  femur 
and  humeri  showed  evidence  of  generalized  bony 
demineralization.  A sigmoidscopy  was  negative. 
Therapy  with  penicillin  and  streptomycin  was  in- 
itiated on  the  third  hospital  day  awaiting  reports  of 
the  blood  cultures. 

Two  days  after  admission  her  white  count  had 
fallen  to  1800,  46%  were  polys,  54  lymphocytes,  hut 
no  blast  forms  were  seen.  A bone  marrow  biopsy  on 
the  fifth  hospital  day  was  performed.  The  pathologist 
felt  that  “microscopically  it  was  not  sufficiently  char- 
acteristic of  leukemia  even  though  a few  blast  forms 
were  present.  There  is  a hyperactivity  of  the  erythro- 
cytic series.  It  is  my  impression  that  this  is  a case  of 
hypersplenism  or  Banti’s  syndrome.” 

Her  condition  became  progressively  worse  and  was 
associated  with  daily  temperature  elevations  of  103- 
104°,  in  spite  of  antibiotics  and  liver  treatment.  On 
the  tenth  hospital  day  her  red  count  had  fallen  to  2.1 
million,  the  Hgb.  39%,  the  wbc.  3,350,  45%  polys, 
45%  lymphos,  5%  eosinophils,  5%  monocytes,  plate- 
lets 52,000.  She  was  given  250  cc.  transfusion  twice 
daily  five  days  with  appreciable  effect  on  the  red 
count.  No  evidence  of  hemolysis  could  be  determined. 


An  adrenalin  test3  for  primary  hypersplenism  was 
negative  as  follows : 


Rbc. 

Wbc. 

Hgb. 

Platelets 

Control 

5"  (after  0.5  cc. 

2.31 

1500 

44 

51,000 

adrenalin  sc.) 

2.52 

4850 

48 

52,000 

10" 

2.50 

2850 

48 

20" 

2.43 

1950 

46 

Damashek1  feels  that  this  test  had  failed  in  his 
hands  to  show  well-defined  or  conclusive  results. 

One  consultant  felt  a therapeutic  irradiation  of  the 
spleen  might  help  in  the  diagnostic  separation  of  hy- 
persplenism from  Banti’s  syndrome.  One  dose  was 
attempted  the  day  before  the  patient  succumbed. 
However,  the  patient’s  condition  rapidly  worsened 
and  her  temperature  rose  to  106°  prior  to  death  on 
the  22nd  hospital  day. 

The  discharge  diagnoses  were  pancytopenia,  cause 
unknown,  and  terminal  bronchopneumonia. 

An  autopsy  performed  by  Dr.  Franklin  F.  Fer- 
guson of  the  Maine  General  Hospital  revealed  the 
following  gross  anatomic  diagnoses  : 

(1)  Bilateral  basal  pneumonia,  pleural  effusion 
and  pleuritis. 

(2)  Hepatomegaly  and  marked  splenomegaly 
with  infarction. 

(3)  Hyperplasia  of  marrow  substance  of  verte- 
brae and  sternum. 

(4)  Chronic  cystitis  and  leiomyoma  of  the  uterus. 

An  important  abnormality  was  noted  on  attempting 

to  obtain  a section  of  vertebral  marrow.  The  patholo- 


gist found  that  the  bone  was  markedly  thinned  out, 
and  that  the  marrow  substance  seems  to  have  almost 
replaced  the  entire  vertebrae.  A similar  replacement 
was  found  in  the  sternum. 

The  microscopic  examination  of  sections  of  the 
spleen,  lymph  nodes  and  bone  marrow  were  most 
revealing : 

Spleen : The  red  pulp  is  congested  with  red  cells 
and  contains  numerous  fibrin  strands  with  some  pro- 
liferation of  fibroblasts.  The  Malpighian  corpuscles 
are  poorly  defined.  In  some  sections  infarction  with 
necrosis  and  fibrin  deposition  can  be  seen,  but  the 
only  cellular  elements  are  red  blood  cells,  and  occa- 
sional lymphocytes.  Fat  stains  show  occasional  fat 
laden  macrophages. 

Lymph  nodes : All  the  lymph  nodes  present  essen- 
tially the  same  picture  appearing  somewhat  edem- 
atous, and  showing  relatively  few  lymphocytes. 
There  are  large  numbers  of  cells  resembling  macro- 
phages, in  which  the  cytoplasm  is  pale,  and  the  nucleus 
eccentric  in  position.  In  most  instances  such  cells 
have  phagocytosed  red  blood  cells,  and  a few  have 
phagocytosed  leukocytes.  Special  fat  stains  of  the 
nodes  show  some  of  these  cells  to  contain  fat 
globules. 

Bone  marrow : The  sections  show  a fairly  abun- 
dant cellular  marrow  in  which  there  is  evidence  of 
both  myeloid  and  erythroid  activity  as  well  as  quite 
numerous  red  blood  cells.  The  most  distinctive  fea- 
ture, however,  is  the  presence  of  large  cells  from 
20-40  microns  in  diameter,  round  or  oval  and  usually 
possessing  a small  eccentrically  placed  nucleus,  the 
cytoplasm  of  which  stains  very  faintly  with  eosin,  in 
which  some  small  vaccuoles  and  many  fibrils  can  be 
made  out,  which  are  thought  to  resemble  Gaucher’s 
cells. 

Although  the  Gaucher’s  cells  are  not  found  in  the 
spleen  in  this  case,  there  is  evidence  of  hypersplenism 
in  the  marked  erythrophagocytosis  which  appears  to 
be  the  mechanism  of  the  anemia. 

Comment 

According  to  Wintrobe,2  Gaucher’s  disease  is  a rare 
chronic  familial  disorder  characterized  clinically  by 
splenomegaly,  skin  pigmentation,  pinguenculae  of  the 
sclera  and  bone  lesions. 

The  pathenogenesis  is  considered  to  be  a disorder 
of  lipoid  metabolism,  in  which  there  is  a deviation  of 
the  intracellular  metabolism  of  the  reticulum  cells  and 
histocytes,  so  that  a cerebrosidekerasin  is  formed  and 
stored  there  in  an  abnormal  degree.4  Many  of  the 
symptoms  are  due  to  the  enlargement  of  the  organs 
of  the  reticuloendothelial  system,  and  encroachment 
on  the  blood  forming  tissue  and  bone  structure. 

Groen5  reports  89  cases  occurring  in  31  families. 
He  concludes  that  the  mutation  of  Gaucher’s  disease 
once  established,  is  transmitted  as  a single  dominant 
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MEDICAL  CONFERENCE 

Edited  by  Francis  J.  Welch,  M.  D.,  Portland,  Maine 
1.  Presented  by:  Gisela  K.  Davidson,  M.  D. 
Subject:  Periarteritic  Nodosa 


A 44-year-old  married  housewife  with  a history  of 
pain  and  swelling  of  knees  in  1948.  Tonsillectomy 
performed  in  January,  1949,  with  disappearance  of 
joint  pain.  Laryngitis,  cough  and  hemoptysis  started 
in  January,  1950,  after  the  patient  had  remained  well 
in  the  interim.  X-ray  showed  a soft,  exudative  lesion 
in  the  left  apex  and  upper  lobe.  Patient  was  given 
streptomycin  from  March  1,  1950,  to  April,  1950, 
receiving  a total  of  42  grams,  a full  course. 

Repeated  supta  examination  and  gastric  washings 
while  in  a tuberculosis  sanatorium,  but  was  discharged 
when  she  developed  generalizing  aching  numbness  of 
fingers  and  toes,  and  conjunctivitis. 

Admitted  to  the  New  England  Medical  Center 
where  urine  showed  a low  specific  gravity  with  many 
red  cells,  hyaline  casts  and  albumin. 

Blood  revealed  hemoglobin  62%  ; RBC.  4,000,000  ; 
WBC.  13,000-17,000;  high  polymorphonuclear  count 
with  2 to  7 eosinophils.  Total  protein  6.4  gram  %. 
Sedimentation  rate  high  on  all  occasions.  She  showed 
extensive  neurological  findings.  Petechiae  of  finger 
tips.  Muscle  biopsy  revealed  periarteritic  nodosa. 
X-ray  of  lung  still  consistent  with  tuberculosis. 


Patient  expired  and  the  pathological  report  stated 
that  lung  lesions  were  typical  of  periarteritic  nodosa. 
Prior  to  death  she  was  placed  on  ACTH  50  mg. 
every  8 hours  with  clinical  improvement.  Tempera- 
ture decreased,  gain  in  weight,  urine  improved,  appe- 
tite increased.  Returned  to  Maine,  when  she  began  a 
downhill  course  in  spite  of  ACTE1. 

General  statements:  75%  are  male;  spontaneous 
remissions  are  frequent  with  10%  “recovery.”  Grad- 
ual onset,  low  fever,  malaise  and  weakness.  Symp- 
toms depend  on  arteries  involved  : small  and  medium- 
sized arteries  involved  with  inflammatory  reaction 
around  vessels.  Kidney  involved  in  highest  percent- 
age of  cases,  then  heart,  then  the  spleen  and  liver.  If 
skin  in  primarily  involved  the  outlook  is  better  with 
a 30%  remission. 

Etiology  is  unknown,  some  people  consider  it  a 
hypersensitivity  associated  with  collagen  disease.  Can 
reproduce  the  lesion  in  a rabbit  by  injecting  horse 
serum.  Similar  pathology  found  in  typhus  and  rock 
mountain  spotted  fever. 

Symptoms  and  signs  less  than  X-ray  findings,  in 
case  of  X-ray  of  chest. 


2.  Presented  by:  C.  Lawrence  IIolt,  M.  D. 
Subject:  Infectious  Mononucleosis 


Cases  of  infectious  mononucleosis  vary  so  in  their 
symptomatology,  clinical,  hematological  and  immuno- 
logical courses  that  the  presentation  of  a few  cases 
seems  in  order. 

1.  The  first  case  is  that  of  a 12-year-old  girl  with 
a history  of  onset  of  severe  sore  throat  accompanied 
by  fever,  malaise  and  adenopathy.  Eight  days  pre- 
viously she  had  had  a mild  sore  throat  of  forty-eight 
hours’  duration.  The  WBC.  count  was  elevated  and 
atypical  lymphocytes  were  seen.  Three  weeks  after 
onset  of  first  sore  throat  patient  developed  swelling 
and  tenderness  of  the  liver  which  persisted  for  a 
two-week  period  and  was  accompanied  by  abnormal 
thymol  turbidity  tests  and  elevated  one  minute  Wat- 
son direct  reacting  serum  bilirubin,  but  no  clinical 
jaundice  was  present.  At  no  time  was  the  spleen 
palpable.  The  heterophile  agglutination  did  not  be- 
come positive  until  the  fourth  week  of  the  illness. 

2.  A thirteen-year-old  boy  gave  a history  of  sud- 


den onset  of  chills,  fever,  malaise  and  vomiting.  He 
was  admitted  to  the  hospital  six  to  eight  hours  after 
onset  of  symptoms  at  which  time  examination  re- 
vealed marked  stiffness  of  the  neck,  inability  to  flex 
chin  on  chest  and  positive  Kernig.  Temperature  was 
104°  orally.  A tentative  diagnosis  of  anterior  polio- 
myelitis was  made.  Spinal  fluid  was  found  to  be  nor- 
mal in  all  respects  except  for  a slightly  elevated 
pressure. 

A lumbar  puncture  forty-eight  hours  after  admis- 
sion revealed  normal  pressure  and  normal  chemistry, 
although  evidence  of  meningeal  irritation  persisted 
for  four  days.  On  the  third  day  definite  but  small 
glands  appeared  in  the  neck  and  both  axillae  and  the 
abdomen  was  somewhat  tense  and  tender,  and  it  was 
considered  that  multiple  mesenteric  nodes  were  in- 
volved. One  week  after  onset  of  present  illness  pa- 
tient developed  a mild  sore  throat.  Atypical  lympho- 
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EDITORIAL 

The  97th  Annual  Session  of  the  Maine  Medical  Association 

Scientific  Program 


The  97th  Annual  Session  of  the  Maine  Medical 
Association  will  be  held  at  the  Poland  Spring  House, 
Poland  Spring,  Maine,  June  17,  18  and  19,  1951. 

Dr.  Franklin  F.  Ferguson  of  Portland,  Chairman 
of  the  Scientific  Committee,  has  a really  fine  program 
scheduled  for  this  event.  Out-of-State  speakers  will 
include  Dr.  John  W.  Cline,  President-elect  of  the 
American  Medical  Association,  Dr.  H.  Bristol  Nel- 
son, Obstetrician,  Boston  Lying-In  Hospital,  Dr.  E. 
S.  Judd,  Surgeon,  Mayo  Clinic,  and  Dr.  Edward  L. 
Howes,  Surgeon,  Columbia  University  College  of 
Physicians  and  Surgeons,  Drs.  Charles  F.  Branch, 
William  D.  Cox  and  Ross  W.  Greene,  of  the  Central 
Maine  General  Hospital,  Dr.  Forrest  B.  Ames  of 


Bangor,  and  Dr.  Howard  L.  Apollonio  of  Camden 
will  be  included  on  the  member  speaker  list. 

The  Medico-Legal  Society  will  be  in  charge  of  the 
program,  Tuesday  afternoon,  June  19. 

There  will  be  group  conferences,  which  will  be 
conducted  by  Specialists  for  the  particular  benefit  of 
the  general  practitioner  — in  fact,  the  entire  program 
is  planned  to  help  the  general  practitioner. 

This  is  a very  brief  sketch  of  what  the  program 
will  be.  The  Program-in-Brief  will  be  published  in 
the  May  issue  of  the  Journal  and  the  complete  pro- 
gram in  June,  and  a copy  of  the  program  will  be 
mailed  to  each  member  of  the  Association  prior  to  the 
meeting.  Watch  for  it  and  make  your  reservation 
NOW. 


House  of  Delegates 


The  House  of  Delegates  will  meet  Sunday  and 
Monday  afternoon,  June  17  and  18,  during  the  an- 
nual session.  There  are  important  matters  coming  up 
for  discussion  at  this  meeting.  It  is  important  that 
every  delegate  be  there  — so  if  you  are  a delegate, 


mark  these  two  dates  on  your  calendar  now.  All 
members  of  the  Association  are  invited  to  attend  these 
meetings  and  it  is  hoped  that  a goodly  number  will  be 
present. 


Woman's  Auxiliary  to  the  Maine  Medical 
Association 


Mrs.  Edward  W.  Holland,  President  of  the 
Woman’s  Auxiliary,  has  put  in  a very  active  and  suc- 
cessful year.  Her  program  for  members  of  the  Aux- 
iliary and  prospective  members  will  be  published  in 
conjunction  with  the  program  for  the  annual  session. 


(This  for  the  lady  in  your  house  — Plan  to  be  pres- 
ent at  the  97th  annual  session  of  the  Maine  Medical 
Association  and  bring  your  doctor  husband  with 
you.) 


Remember 


The  dates  — June  17, 18  and  19. 

The  program  — in  Brief  in  the  May  issue  of  the 
Journal:  complete  in  the  June  issue  of  the  Jour- 
nal : by  mail  in  an  envelope  specially  marked  so  you 
can’t  miss  it. 


The  House  of  Delegates  — Sunday  and  Monday 
afternoon,  June  17  and  18. 

To  make  your  reservations  at  the  Poland  Spring 
House  today. 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 
Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  George  I.  Higgins,  M.  D.,  Newport 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  John  A.  Caswell,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Hancock 

The  255th  meeting  of  the  Hancock  County  Medical  Society 
was  held  at  the  Hancock  House,  Ellsworth,  Maine,  on  March 
14th. 

The  meeting  was  opened  at  8.00  P.  M.  with  fourteen  mem- 
bers present.  The  minutes  of  the  last  meeting  were  read  and 
approved. 

Dr.  Donald  Shotten  of  the  New  England  Medical  Center, 
gave  a very  comprehensive  talk  on  Chemotherapy  of  Malig- 
nant Diseases.  The  formal  talk  was  followed  by  an  informal 
discussion  of  the  subject. 

Joseph  H.  Hanson,  M.  D., 
Secretary. 


Kennebec 

A regular  meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Augusta  House,  Augusta,  Maine,  on 
February  15,  1951.  There  were  twenty-six  members  and 
guests  present. 

In  a brief  business  session  the  record  of  the  last  meeting 
was  read  and  approved.  Dr.  Francis  H.  Sleeper,  Vice  Presi- 
dent, presided  in  the  absence  of  President  Harlow. 

Brig.  Gen.  Spaulding  Bisbee  spoke  on  Civil  Defense,  fol- 
lowed by  remarks  by  his  State  Staff  members,  Dr.  Charles  W. 
Steele  of  Lewiston,  and  Dr.  Clark  F.  Miller  of  Auburn.  Gen. 
Bisbee  told  the  group  that  Washington  thinking  has  reached 
the  point  where  it  is  not  a question  of  will  the  Russians  attack, 
but  when.  Civil  Defense  is  getting  ready ; a matter  of  mutual 
state  and  regional  organizations. 

Dr.  Miller  told  us  that  there  is  no  defense  if  you  are  ex- 
posed to  the  blast.  He  outlined  various  radiation  injuries  and 
means  of  treatment. 

Dr.  Steele  gave  a comprehensive  outline  of  the  defense 
scheme  of  action  from  the  first  aid  station  up  through  the 
administrative  set-up. 

A.  H.  Morrell,  M.  D., 

Secretary. 


Washington 

A regular  meeting  of  the  Washington  County  Medical  So- 
ciety in  conjunction  with  the  St.  Croix  Medical  Society  was 
held  Tuesday,  April  3,  1951,  at  the  Queen  Hotel,  St.  Stephen, 
N.  B.,  with  eighteen  members  and  guests  present. 

Dr.  Herbert  S.  Everett  of  St.  Stephen,  President  of  the 
Washington  County  Medical  Society,  presided  at  a business 
meeting.  In  the  absence  of  Dr.  Norman  Cobb,  Dr.  Oscar  F. 
Larson  of  Machias  was  elected  delegate  to  the  Maine  Medical 
Associaiton  and  Dr.  Robert  B.  MacBride  of  Lubec,  1st  alter- 
nate. The  Blue  Cross-Blue  Shield  plan  was  brought  up  for 
discussion  and  it  was  voted  to  instruct  our  delegate  to  vote  in 
favor  of  having  the  whole  matter  brought  up  before  the  Maine 
Medical  Association  meeting  in  June.  The  report  of  the  activi- 
ties of  the  Civil  Defense  Chiarman,  Dr.  O.  F.  Larson  of 
Machias  was  read  and  accepted. 

Dr.  Everett  invited  the  Washington  County  Medical  So- 
ciety to  be  guests  of  the  New  Brunswick  Medical  Association 
at  their  meeting  in  St.  Andrews  in  September. 

Following  an  excellent  dinner,  Dr.  Esmond  Stiles,  of  the 
St.  Croix  Medical  Society  introduced  Dr.  S.  Jameson  Martin, 
assistant  surgeon,  Montreal  General  Hospital,  who  spoke  on 
Cancer  of  the  Breast.  Dr.  Martin  covered  the  subject  from 
the  viewpoint  of  the  general  practitioner,  emphasizing  diag- 
nosis and  bringing  out  various  points  by  means  of  slides.  Dr. 
Martin  said  that  early  diagnosis  and  early  treatment  as  yet 
offered  the  only  permanent  cures.  He  spoke  against  the  use 
of  mastectomies  for  treatment  of  chronic  cystic  mastitis  and 
also  against  radical  mastectomies  if  the  frozen  section  was  in 
doubt.  This  was  followed  by  considerable  discussion. 

It  was  voted  to  hold  the  next  meeting  in  Lubec,  Wednesday, 
June  13. 

Karl  V.  Larsen,  M.  D., 
Secretary. 
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Detail  of  the  Labyrinthine  Structure 


"The  prophylactic  value  of  Dramamine  was  conclusively  demon- 
strated among  170  passengers  who  volunteered  the  information 
that  they  were  unusually  susceptible  to  motion  sickness. . . . There  was 
complete  relief  (freedom  from  any  signs  or  symptoms  of  airsickness) 
in  152  cases  or  89.5  per  cent;  . . . .” 

— Tuttle,  A.  D.:  Special  Breakdown  of 
Case  Histories,  presented  at  the  Airlines 
Medical  Directors  Association  Meeting, 
New  York,  N.  Y.,  Aug.  28,  1 949. 


Brand  of  Dimenhydrinate 

For  the  prevention  or  treatment  of  motion  sickness  caused  by  auto- 
mobiles, streetcars,  ships,  planes,  trains  and  other  vehicles. 


Supplied  in  50  mg.  tablets  and  in  liquid  form. 
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WOMAN'S  AUXILIARY  TO  THE  MAINE  MEDICAL  ASSOCIATION 

Annual  Meeting  Woman's  Auxiliary  to  A.  M.  A. 


A few  more  months,  and  the  members  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  will  be  arriv- 
ing in  Atlantic  City,  New  Jersey,  for  their  Annual  Conven- 
tion, June  11-14. 


Have  you  made  your  reservations  ? If  not,  send  your  re- 
quest at  once  to  Dr.  Robert  A.  Bradley,  Chairman,  A.  M.  A. 
Housing  Bureau,  16  Central  Pier,  Atlantic  City,  New  Jersey. 


NEWS  AND  NOTES 


State  of  Maine 

Board  of  Registration  of  Medicine 

Adam  P.  Leighton,  M.  D.,  192  State  Street,  Portland,  Maine, 
Secretary. 

List  of  physicans  licensed  in  the  State  of  Maine,  March  14, 

1951. 

T hro ugh  Examine tion 

Dr.  J.  C.  Guynemer  Cyr,  Grand  Falls,  N.  B. 

Dr.  Roger  L.  Dionne,  The  Presbyterian  Hospital,  New  York 
City,  N.  Y. 

Dr.  Richard  V.  Duffey,  Eastern  Maine  General  Hospital, 
Bangor,  Me. 

Dr.  Raymond  D.  Higgins,  Maine  General  Hospital,  Portland, 
Me. 

Dr.  Eric  B.  Howell,  2060  Belvoir  Blvd.,  Cleveland  21,  Ohio. 

Dr.  Robert  B.  Stewart,  III,  Maine  General  Hospital,  Port- 
land, Me. 

Through  Reciprocity 

Dr.  Edward  T.  Brewer,  St.  Mary’s  General  Hospital,  Lewis- 
ton, Me. 

Dr.  William  R.  Bunge,  205-4th  Street,  Laurel,  Md. 

Dr.  Robert  W.  Kaschub,  The  Brown  Company,  Berlin,  N.  H. 

Dr.  Oakley  A.  Melendy,  311  West  Street,  Gardiner,  Me. 

Dr.  Edward  King  Morse,  53  Washington  Street,  Meriden, 
Conn. 

Dr.  Jack  S.  Parker,  Eastern  Maine  General  Hospital,  Bangor, 
Me. 

Dr.  Edward  S.  Sherwood,  5 Bramhall  Place,  Portland,  Me. 

Dr.  James  T.  Slattery,  5301  N.  Broadway,  Chicago,  111. 

Dr.  Alden  W.  Squires,  Box  52,  Veterans  Adm.  Center,  Togus, 
Me. 

Dr.  Wilfred  T.  Small,  164  Brush  Hill  Road,  Milton  87,  Mass. 


The  American  Goiter  Association 

The  1951  meeting  of  the  American  Goiter  Association  will 
be  held  in  the  Deshler-Wallick  Hotel,  Columbus,  Ohio,  May 
24,  25,  and  26. 

The  program  for  the  three-day  meeting  will  consist  of 
papers  dealing  with  goiter  and  other  diseases  of  the  thyroid 
gland,  dry  clinics  and  demonstrations. 

George  C.  Shivers,  M.  D.,  Corresponding  Secretary, 
Colorado  Springs,  Colorado. 


New  England  Pediatric  Society 

There  will  be  a meeting  of  the  New  England  Pediatric 
Society  at  the  Maine  General  Hospital,  Portland,  Maine, 
May  16th. 

12.00  to  1.00  P.  M. 

Clinical  Pathological  Conference. 

2.00  to  4.30  P.  M. 

Presentation  of  interesting  cases. 

Evening  meeting,  Portland  Country  Club,  at  5.00  P.  M., 
includes  Social  Hour  and  Dinner. 


Anyone  desiring  to  attend  the  evening  meeting  must  make 
reservations  with  Dr.  Alice  A.  S.  Whittier,  143  Neal  St., 
Portland,  Maine,  not  later  than  May  12th. 

Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 

Clinic  Schedule — 1951 

Orthopedic  Clinics 

Portland  — Maine  General  Hospital,  9.00-11.00  a.  m. : Jan. 
8,  Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 

13,  Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Leiviston  — Central  Maine  General  Hospital,  9.00-11.00 
a.  m. : Jan.  19,  Feb.  16,  Mar.  16,  April  20,  May  18,  June  15, 
July  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumford  — Community  Hospital,  1.30-3.00  p.  m. : Mar. 

14,  June  20,  Sept.  19,  Dec.  19. 

IVaterville  — Thayer  Hospital,  1.30-3.00  p.  m. : Feb.  15, 
April  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Rockland  — Knox  County  Hospital,  1.30-3.00  p.  in. : Feb. 
8,  May  17,  Aug.  16,  Nov.  15. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
11,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Presque  Isle  — Northern  Maine  Sanatorium,  9.00-11.00 
a.  m. — 1.00-3.00  p.  m. : Jan.  9,  Mar.  7,  May  8,  July  11,  Sept. 
11,  Nov.  7. 

Houlton  — Aroostook  General  Hospital,  9.00-11.00  a.  m. : 
Mar.  6,  July  10,  Nov.  6. 

Fort  Kent  — Normal  School,  10.00-1.00  p.  m.:  Jan.  10, 
May  9,  Sept.  12. 

Bangor  — Eastern  Maine  General  Hospital,  1.30-3.00  p.  m. : 
Jan.  25,  Mar.  29,  May  24,  July  26,  Sept.  27,  Nov.  29. 

Cardiac  Clinics 

Portland  — Maine  General  Hospital,  9.00-12.00  a.  m. : 
Will  be  held  every  Friday  with  the  exception  of  holidays. 

Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
m. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
27,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

IVaterville  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
June  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

IVaterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
Mar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
2,  Nov.  6,  Dec.  4. 

Presque  Isle  — Northern  Maine  Sanatorium,  1.30  p.  m. : 
Jan.  24,  Mar.  28,  May  23,  July  25,  Sept.  26,  Nov.  28. 

By  appointment  only. 
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Hypersplenism — Continued  from  page  125 


hereditary  trait.  Thus  some  suffer  from  the  trait 
rather  than  the  disease  and  transmit  the  disease  to 
50%  of  their  offspring  and  function  as  carriers. 

The  condition  usually  appears  early  in  life,  al- 
though it  may  not  be  discovered  until  adult  life.  In 
56%  of  71  cases,  the  condition  was  recognized  before 
the  eighth  year.3  However,  some  like  this  case  have 
been  observed  in  late  adult  life.  Groen  and  Garrer6 
report  58  years  as  their  oldest. 

Splenomegaly  and  anemia  are  the  outstanding  fea- 
tures. Epistaxis,  bleeding  gums  or  purpura  may  be 
seen.  The  brownish  pigmentation  with  leaden  hue  of 
the  head,  neck,  arms  and  lower  legs  may  be  found  in 
up  to  75%  of  the  cases.  Except  for  terminal  stages 
and  infancy,  cachexia  is  slight  or  absent.  There  may 
be  mild  hepatomegaly.  Lymphadenopathy  is  confined 
to  deep  nodes.  Wedge-shaped  pinjueculae  of  the 
sclera  are  found  especially  in  those  who  survive  to  a 
late  age.  The  blood  shows  a normocytic  anemia  of 
moderate  degree  with  little  or  no  evidence  of  other 
blood  regeneration.  Leukopenia  is  common  and 
thrombocytopenia  slight.  There  is  no  evidence  of 
increased  blood  destruction.  The  blood  fats,  choles- 
terol and  lecithin  are  normal. 

The  diagnosis  is  confirmed  by  the  recovery  of  typi- 
cal Gaucher’s  cells  from  microscopic  examination  of 
sternal  bone  marrow  or  splenic  puncture. 

The  prognosis  in  infants  is  poor,  but  in  adult  life, 


patients  have  lived  as  long  as  40  years  after  the  diag- 
nosis was  first  made. 

The  treatment  is  purely  supportative  by  use  of 
transfusions,  antibiotics  and  hematinics.  Although 
(he  final  test  of  hypersplenism  is  in  the  therapeutic 
improvement  of  the  blood  picture  following  splenec- 
tomy, the  effectiveness  of  splenectomy  in  this  condi- 
tion would  still  appear  problematical  in  regards  to  the 
recovery  of  the  patient.  Whether  it  would  have  had 
a favorable  effect  in  this  case  is  certainly  dubious. 
The  hazards  of  surgery  were  always  too  great  in  this 
seriously  ill  patient  to  ever  consider  it. 

Conclusion 

An  unusual  case  of  splenic  pancytopenia,  secondary 
to  Gaucher’s  disease  is  presented  with  autopsy  find- 
ings. Bone  marrow  aspiration  may  lead  to  the  ante- 
mortem diagnosis. 
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Medical  Conference : 

Continued  from  page  126 

cytes  were  not  seen  in  the  blood  smear,  although  there 
was  a relative  lymphocytosis.  The  heterophile  agglu- 
tinations were  not  elevated  until  approximately  five 
weeks  after  onset  of  present  illness. 

3.  A twenty-year-old  girl  with  history  of  severe 
sore  throat  and  feverishness  of  forty-eight  hours’ 
duration  showed  on  physical  examination,  multiple 
glandular  enlargement  of  the  neck  and  axillae.  Blood 
smear  revealed  atypical  lymphocytes  characteristic  of 
mononucleosis.  The  pharynx  was  diffusely  injected 
and  swollen  so  that  a question  of  peritonsillar  abscess 
was  raised.  Small  but  definite  ulcerations  were  ob- 
served in  the  buccal  mucous  membranes  and  posterior 
pharynx.  The  heterophile  agglutination  was  abnor- 
mally elevated  on  the  third  day  of  the  illness.  Treat- 
ment of  penicillin  over  a ten-day  period  was  of  no 
avail  and  patient  was  admitted  to  the  hospital  where 
streptomycin  was  given.  Within  forty-eight  hours 
there  had  been  a marked  improvement  in  the  throat. 

4.  A thirty-year-old  married  woman  complained 
of  arthralgia,  swollen  joints  and  mild  sore  throat. 
Blood  examination  revealed  the  presence  of  large 
mononucleated  cells  suggestive  of  lymphoblasts  or 
monoblasts.  Subsequent  smears,  however,  revealed 
the  cells  to  be  suggestive  of  atypical  lymphocytes  of 
Downey’s  “Type  III.”  On  the  fourth  or  fifth  day 
of  illness  patient  developed  a swollen,  tender  liver 
which  remained  swollen  for  a period  of  over  a month, 
with  abnormal  liver  function  tests.  At  no  time  was 
the  spleen  enlarged.  Heterophile  agglutinations  have 
not  been  present  at  any  time. 

The  final  point  of  interest  is  that  the  heterophile 
agglutinations  must  be  done  on  serum  absorbed  on 
guinea  pig  kidney  for  in  this  way  differentation  can 
be  made  from  the  heterophile  antibody  present  in 
serum  sickness.  Agglutination  titer  in  excess  of  1/56 
are  generally  considered  to  be  of  significance.  Of 
more  importance,  however,  is  a changing  titer. 


Over  25  million  persons  suffer  from  some  dis- 
abling or  nondisabling  chronic  ailment.  Measured  in 
any  terms  the  chronic  diseases  are  a staggering  na- 
tional burden,  a major  source  of  insecurity  and  of 
loss  of  national  income.  The  most  important  of  the 
chronic  diseases  are  heart  diseases,  arteriosclerosis, 
high  blood  pressure,  nervous  and  mental  diseases, 
arthritis,  kidney  disease,  tuberculosis,  cancer,  dia- 
betes, and  asthma.  Although  the  incidence  of  chronic 
disease  increases  with  age  and  the  progressive  aging 
of  our  population  is  one  of  the  factors  responsible 
for  the  growing  importance  of  the  problem,  it  is  im- 
portant to  remember  that  chronic  illness  occurs  at 
all  ages. — Vlado  A.  Getting,  M.  D.,  Dr.  P.  H.,  Am. 
J . Pub.  Health,  October,  1950. 
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THE  PLACE  OF  SURGERY  IN  PULMONARY  TUBERCULOSIS* 

Lloyd  Brown,  M.  D.,  F.  A.  C.  S.,  Bangor,  Maine 


About  twenty  years  ago,  when  the  operation  of 
xtrapleural  thoracoplasty  was  becoming  popular,  its 
>roponents  were  very  enthusiastic.  They  felt  that 
hey  had  found  the  answer  to  the  control  of  tuber- 
ulosis.  Previous  to  this,  bed  rest  and  pneumothorax 
lad  been  found  to  work  well  in  the  early  cases, 
rhoracoplasty  was  now  available  to  control  the  ad- 
vanced cases.  There  were  even  those  who  were  so 
jptimistic  as  to  wonder  what  would  be  done  with  the 
arge,  expensive  buildings  which  had  been  con- 
structed to  care  for  tuberculosis  patients. 

Today,  the  sanatoria  are  still  full,  and  the  waiting 
ists  are  as  long  as  ever.  There  are  many  reasons  for 
his.  The  time  allowed  does  not  permit  a discussion 
)f  the  health  control  aspects  of  the  problem.  From 
he  surgical  point  of  view,  thoracoplasty  alone  has  not 
urned  out  to  be  adequate  to  control  the  many  differ- 
:nt  problems  which  arise. 

My  purpose  today  is  to  discuss  wherein  thoraco- 
plasty has  succeeded,  wherein  it  has  failed,  and  what 
lew  developments  have  arisen  to  supplement  the  work 
if  that  very  useful  procedure. 

The  development  of  surgery  of  the  chest  in  fields 
mtside  of  tuberculosis,  stimulated  by  the  recent  con- 
dict,  has  been  rapid.  The  application  of  these  devel- 
opments to  tuberculosis  has  been  retarded  by  the 
over-present  difficulty  that  the  tuberculous  individual 
loes  not  tolerate  an  extensive  surgical  procedure  well, 

* Read  at  the  96th  Annual  Session  of  the  Maine  Medical 
Association,  June,  1950. 


and  tissue  infected  by  the  tubercle  bacillus  does  not 
heal  kindly.  Far  too  often,  an  operation  caused  a 
flare-up  of  the  disease,  or  result  in  persistent  sinuses, 
and  the  patient  was  worse  off  than  before. 

The  development  of  an  antibiotic,  streptomycin, 
effective  against  the  tubercle  bacillus,  and  more  re- 
cently a drug  which  enhances  the  effect  of  strepto- 
mycin, para-amino-salicylic  acid,  is  making  a great 
difference  in  the  approach  to  this  disease  and  in  the 
results  obtained  in  its  treatment. 

Before  beginning  a discussion  of  the  surgical  pro- 
cedures, I am  going  to  undertake  a brief  discussion  of 
the  new  anti-tuberculosis  drugs.  A knowledge  of 
these  is  important,  for  they  have  definite  capabilities 
and  definite  limitations.  Misuse  of  them  at  one  time 
may  nullify  their  usefulness  and  deprive  a patient  of 
their  benefits  later. 

Unlike  the  other  antibiotics,  such  as  penicillin  in 
the  treatment  of  pneumococcal  pneumonia,  strepto- 
mycin does  not  cause  a dramatic  clearing  of  the  dis- 
ease and  rapid  cure.  However,  it  does  inhibit  its  pro- 
gression, and  particularly  in  fresh  lesions,  causes 
regression  of  the  lesions. 

It  is,  therefore,  most  effective  in  early  exudative 
lesions,  in  early  miliary  tuberculosis  and  in  tracheo- 
bronchial infections. 

In  this  type  of  lesion,  it  may  actually  control  the 
disease  satisfactorily.  In  our  work  at  the  Central 
Maine  Sanatorium,  there  has  been  a marked  decrease 
in  the  number  of  collapse  procedures,  particularly 


134 

pneumothorax  and  pneumoperitoneum,  since  the  use 
of  this  and  the  other  drugs  has  become  common. 

In  the  more  advanced  types  of  disease,  however, 
where  there  is  much  scarring,  thick-walled  cavity 
formation  and  destruction  of  lung  tissue,  the  clinical 
result  may  be  very  satisfactory  temporarily.  Tem- 
peratures will  become  normal,  appetites  improve, 
weight  increase,  sputum  decrease,  and  even  become 
negative,  and  lesions  on  the  X-ray  film  become  stable. 
However,  all  of  these  effects  tend  to  disappear  after 
administration  of  the  drug  is  ceased.  It  can  be  said, 
then,  that  where  there  is  marked  anatomical  damage, 
there  is  little  permanent  effect. 

Another  limiting  factor  in  the  use  of  streptomycin 
is  the  phenomenon  of  drug  fastness,  which  may  de- 
velop in  a few  weeks.  Due  to  the  slow  nature  of  the 
response  to  the  drug,  the  courses  of  drug  therapy  are 
necessarily  long.  The  longer  the  course  of  treatment, 
the  more  frequent  the  incidence  of  drug  fastness. 
This  occurrence  can  be  avoided,  to  a certain  extent, 
by  reducing  the  dose,  giving  shorter  courses,  and  by 
giving  the  drug  in  intermittent  doses.  The  adminis- 
tration of  para-amino-salicylic  acid  concomitantly 
with  streptomycin  also  helps,  as  will  be  shown  later. 

Streptomycin,  also,  has  a very  definite  toxic  effect, 
particularly  if  given  in  large  doses,  over  a long  period 
of  time.  The  occurrence  of  serious  eighth  nerve  dam- 
age is  reported.  This  may  be  a permanent  injury.  I 
can  well  remember  an  Army  nurse  whom  I saw,  who 
had  received  a long  course  early  in  the  experience 
with  the  drug.  She  had  been  an  excellent  scrub  nurse 
before  contracting  tuberculosis,  but  at  the  time  I saw 
her,  she  could  hardly  walk,  unassisted,  because  of 
severe  ataxia. 

Here,  also,  small  doses  in  shorter  courses  has 
helped.  The  development  of  dihydro-streptomycin 
has  been  a great  improvement  for  this  drug  seems  to 
be  just  as  effective  against  the  tubercle  bacillus,  and 
is  much  less  toxic. 

The  search  for  an  effective  chemotherapeutic  agent 
seems  at  last  to  be  bearing  fruit.  Para-amino-salicylic 
acid  has  recently  come  onto  the  market.  It  has  a 
definite  anti-tuberculosis  effect  alone,  and,  when 
given  in  conjunction  with  streptomycin,  not  only  is 
the  combined  effect  of  the  two  drugs  greater  than  of 
either  alone,  but  also  the  streptomycin  fastness  occurs 
less  frequently.  This  drug  does  cause  gastrointestinal 
disturbances  frequently,  which  limits  its  use  in  some 
patients. 

With  these  characteristics  in  mind,  it  can  easily 
be  seen  how  important  it  is  that  the  use  of  the  drugs 
be  regulated,  in  accordance  with  the  overall  plan  for 
the  treatment  of  an  individual  case.  It  is  tragic  for 
the  usefulness  of  the  therapeutic  measure  to  be  ex- 
pended on  a lesion  which  is  not  susceptible  to  it,  and 
then  not  to  have  it  available  as  a protection  at  the  time 
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of  a surgical  procedure,  which  could  control  the  dis; 
ease. 

In  surgery,  these  drugs  are  now  used  in  severa 
ways. 

In  thoracoplasties,  in  favorable  patients,  the  drug 
are  withheld,  unless  there  be  evidence  of  spread,  afte 
operation.  If  such  should  occur,  the  drugs  are  giver 
with  excellent  results,  and  rapid  resolution  in  mam 
cases.  In  poor  risk  patients,  the  drugs  are  given  be 
fore  operation  to  improve  the  condition.  It  is  possibli 
in  this  way  to  render  patients  fit  for  surgery  in  ; . 
matter  of  weeks  or  a few  months,  who  would  ordi 
narily  have  needed  six  months  or  more  of  prepara- 
tion, or,  who  might  never  have  been  fit  for  surgery. 

In  other  types  of  surgery,  particularly  those  ir 
which  tissue  infected  with  the  tubercle  bacillus  has 
actually  been  entered,  the  use  of  these  drugs  permits1 
prompt  healing  and  prevents  spreading  and  exacerba- 
tions of  contra-lateral  disease.  Bilateral  disease,  with! 
the  danger  of  breakdown  on  the  contra-lateral  side.! 
has  always  been  a serious  problem.  These  drugs  im- 
prove greatly  the  outlook  for  these  individuals. 

In  the  subsequent  discussion  when  streptomycin  is  J 
mentioned  it  is  used  in  combination  with  paraamino 
salicylic  acid  in  all  cases. 

Major  surgical  procedures  for  tuberculosis  are  of 
two  general  types.  In  the  first  place,  there  are  those 
where  the  effect  on  the  lung  and  on  the  disease  is  in- 
direct. The  object  is  to  collapse  the  diseased  lung  and 
close  a cavity. 

In  this  category  are  extrapleural  thoracoplasty, 
phrenic  nerve  crush,  extrapleural  pneumothorax, 
paraffin  packs,  and  similar  procedures.  Of  these, 
thoracoplasty  is,  by  far,  the  most  frequently  used,: 
and  the  most  effective.  These,  with  the  exception  of 
extrapleural  pneumothorax,  provide  permanent  col- 
lapse of  the  diseased  areas. 

In  the  second  place,  there  are  the  operations  which 
are  performed  directly  upon  the  lung  itself,  in  an 
effort  to  remove  the  disease  or  obliterate  the  cavity 
directly.  In  this  category  are  pneumonectomy,  lobec- 
tomy. Monaldi  drainage,  and  cavernostomy  or  open 
drainage  of  cavities. 

It  is  in  the  latter  group  that  drug  therapy  has  be- 
come particularly  important.  In  fact,  it  has  made 
possible  some  operations  which,  previous  to  its  dis- 
covery, were  fraught  with  so  many  dangers  as  to 
make  them  little  used. 

Phrenic  nerve  crush  is  performed  to  cause  paraly- 
sis of  the  diaphragm.  It  allows  the  diaphragm  to  as- 
cend into  the  thorax,  thereby  releasing  tension  on  the 
lung,  and,  in  a small  number  of  cases,  allowing  col- 
lapse of  cavities.  It  bas  some  place  as  an  adjunct  to 
other  types  of  therapy,  particularly  pneumoperito- 
neum. It  is  occasionally  successful  in  treating  lower 
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lobe  cavities,  but  it  is  generally  felt  that  its  usefulness 
is  very  limited. 

Extrapleural  thoracoplasty  remains  the  most  use- 
ful, and  the  most  widely  used  single  operation,  in  the 
treatment  of  tuberculosis.  As  it  has  been  refined  and 
developed  at  the  present  time,  the  operation  carries  a 
low  mortality,  about  four  percent,  and  the  occurrence 
of  spread  and  reactivation  is  minimal. 

At  the  present  time,  multiple  stages  are  done,  usu- 
ally beginning  with  the  upper  three  ribs,  which  are 
removed  sub-periosteally,  progressing  downward  in 
groups,  of  two,  three  or  four  ribs,  depending  on  the 
condition  of  the  patient.  Often,  anterior  stages  are 
added  to  the  posterior,  when  it  becomes  necessary  to 
remove  the  anterior  rib  ends  and  costal  cartilages  to 
collapse  completely  some  difficult  cavities. 

Thoracoplasties  were  first  done,  after  an  attempted 
pneumothorax  was  unsuccessful.  More  recently,  pa- 
tients, the  character  of  whose  disease  indicates  that 
pneumothorax  will  not  be  successful,  have  been  sub- 
jected to  primary  thoracoplasty,  with  good  results,  and 
a great  saving  of  time. 

Results  from  all  of  these  procedures,  particularly 
when  streptomycin  has  been  added  to  take  care  of  any 
complications,  are  very  encouraging.  Reuben  and 
Klopstock  report  a series  in  which  the  results,  after 
from  two  to  six  years,  in  141  patients,  showed  61.3 
per  cent  clinically  well ; 22.7  per  cent  had  active  dis- 
ease. These  figures  correspond  with  those  from  other 
clinics,  and  are  approximately  what  we  have  found 
at  the  Central  Maine  Sanitarium.  To  obtain  a more 
accurate  picture  of  the  results  and  to  determine  where 
the  failures  occurred,  these  authors  divided  their 
cases,  according  to  the  type  of  disease  present. 

In  the  fibrocaseous  group,  in  which  cavitary  disease 
was  present,  but  where  there  was  obviously  good  re- 
sistance on  the  part  of  the  patient,  and  in  whom  the 
process  had  not  extended  so  far  as  to  cause  marked 
fibrosis  and  extremely  thick-walled  cavities,  their  re- 
sults in  the  early  follow-ups  of  less  than  two  years, 
showed  88.6  per  cent  successes,  9.3  per  cent  failures, 
and  two  deaths. 

The  late  results  showed  80  per  cent  arrested,  12 
per  cent  active  tuberculosis,  and  six  deaths.  This  is 
the  most  favorable  group,  and  one  for  which  the 
procedure  should  be  primarily  used. 

Where  there  is  marked  scarring,  thick-walled  cavi- 
ites,  reduction  of  pulmonary  function,  progressive 
disease  and  poor  resistance,  tension  cavities,  and 
tuberculosis  combined  with  bronchiectasis  and  unex- 
pandable  lung,  the  results  were  less  good. 

It  is  in  these  groups  that  some  other  method  of 
treatment  is  obviously  necessary. 

It  is  for  this  gorup,  then,  that  procedures  like 
extrapleural  pneumothorax,  followed  by  paraffin-oil 


or  lucite  balls,  Monaldi  drainage,  and  open  drainage 
of  the  cavity,  have  been  developed. 

Extrapleural  pneumothorax  does  have  a definite 
place.  In  this  procedure,  the  space  between  the  endo- 
thoracic  fascia  and  the  chest  wall  is  developed,  so  as 
to  permit  collapse  of  the  tuberculous  area  with  a mini- 
mal collapse  of  surrounding  good  lung  tissue.  This 
procedure  has  been  found  useful,  particularly  in 
cases  where  there  is  a necessity  for  preserving  all 
possible,  good  lung  tissue,  so  as  to  prevent  the  un- 
fortunate result  of  too  enthusiastic  collapse  therapy, 
a pulmonary  cripple.  It  has  also  been  used  in  grow- 
ing children  to  prevent  the  deformity  which  would 
follow  a thoracoplasty.  However,  dangers  of  in- 
fection in  the  extrapleural  space  and  the  difficulty  of 
maintaining  the  extrapleural  space  have  made  this 
procedure  less  popular.  The  introduction  of  foreign 
bodies  into  the  extrapleural  space,  in  an  attempt  to 
secure  a permanent  type  of  collapse,  has  also  met 
with  complications.  Paraffin  and  oil  have  been  intro- 
duced into  the  space,  but  these  procedures  are  fre- 
quently complicated  by  infection.  Occasionally,  per- 
foration into  the  pleural  cavity  and  bronchopleural 
fistula  will  result. 

Recently,  an  attempt  was  made  to  maintain  collapse 
by  introducing  lucite  balls  into  the  extrapleural  space. 
This,  also,  was  found  to  be  complicated  by  marked 
fibrosis  and  reaction  to  the  material.  Attempts  to  re- 
move the  lucite  balls  at  a later  date  have  been  perilous 
and  the  procedure  has  now  been  condemned,  even  by 
those  who  originally  introduced  it.  My  experience 
with  this  procedure  has  been  limited  to  one  case,  in 
which  the  lucite  balls  actually  eroded  through  the 
pleura  into  the  lung,  resulting  in  a very  unsatisfac- 
tory situation. 

Monaldi  drainage  and  even  cavernostomy,  open 
drainage  of  tuberculosis  cavities,  have  recently  become 
more  popular.  Originally,  these  were  done  in  des- 
perate cases  where  the  risk  of  a permanent  fistula 
was  accepted.  But  now,  streptomycin  reduces  the 
incidence  of  these  complications.  They  are  used  in 
cases  where  there  is  a large,  so-called  tension  cavity. 
The  problem,  here,  is  one  of  disease  in  the  bronchus, 
leading  to  a cavity,  which  partially  obstructs  the 
passage  of  air  to  and  from  the  cavity.  Air  is  allowed 
to  go  in,  but  with  the  shrinkage  in  calibre  of  the 
bronchus  during  expiration,  air  is  not  allowed  to  pass 
out. 

Measurements  of  the  pressure  within  these  cavi- 
ties show  positive  readings.  Thoracoplasty  over  such 
a cavity  usually  fails  to  collapse  the  cavity,  for  the 
cavity  just  migrates  downward  toward  the  undis- 
eased lung. 

Monaldi  drainage  consists  of  inserting  a catheter 
through  a trochar  into  this  cavity  and  decompressing 
the  cavity.  With  a catheter  in  place,  suction  is  ap- 
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plied,  and  in  favorable  cases,  the  diameter  of  the 
cavity  shrinks.  A thoracoplasty  can  then  he  per- 
formed over  the  cavity  to  maintain  collapse.  In  cer- 
tain cases,  also,  actually  opening  the  cavity  and  per- 
mitting drainage  to  the  outside,  results  in  satisfactory 
closure. 

With  the  success  of  pulmonary  resection  that  re- 
sulted when  the  technic  was  applied  to  suppurative 
disease  and  to  cancer,  it  is  not  surprising  that  at- 
tempts were  soon  made  to  remove  tuberculous  tissue 
in  a similar  manner.  The  early  attempts  were  plagued 
by  complications : failure  of  the  bronchus  to  heal 
with  resulting  bronchopleural  fistulas  and  tuberculous 
empyemas,  spreads,  and  exacerbations  of  the  dis- 
ease. However,  with  more  experience  even  before 
the  time  of  streptomycin,  it  had  been  found  that  the 
operations  have  a definite  place  and  since  the  advent 
of  streptomycin,  complications  have  been  distinctly 
fewer  in  number. 

Although  there  is  still  considerable  controversy  as 
to  the  exact  indications  for  pulmonary  resection, 
certain  indications  are  becoming  well  recognized : 

1.  Failure  of  an  adequate  thoracoplasty  to  cause 
cavity  closure  and  sputum  conversion. 

2.  Stenosis  of  a main  bronchus  or  lobar  branch 
bronchus.  In  some  cases,  stenosis  may  be  due  to 
acute  inflammatory  reaction  and  edema,  resulting 
from  bronchial  tuberculosis.  In  this  type  of  case, 
streptomycin  therapy  may  relieve  the  swelling  and 
edema  and  relieve  the  stenosis.  In  such  a case,  re- 
section may  not  be  indicated.  However,  in  a scarred, 
stenotic  bronchus,  there  is  little  question  that  resec- 
tion is  the  procedure  of  choice. 

3.  Destroyed  lung,  where  there  is  cavitary  disease 
and  infected  bronchiectasis,  or  bronchiectasis  sec- 
ondary to  tuberculosis.  Recurrent  hemoptysis,  in 
such  a case,  is  also  an  indication  for  resection. 

4.  Tuberculomas.  Many  tuberculomas  are  ac- 
tually cavities  filled  with  inspissated  material.  Some- 
times, it  is  impossible  to  make  the  differential  diag- 
nosis between  tuberculoma  and  tumor.  In  any  such 
case,  resection  is  indicated.  These  indications  are 
fairly  well  accepted.  There  is  some  argument  con- 
cerning the  following  indications,  but  resections  are 
frequently  done. 

5.  Cavities  in  the  basal  portion  of  the  lower  lobe, 
where  active  disease  is  limited  to  the  lower  lobe  or 
middle  lobe.  Pneumothorax  is  not  successful,  in  col- 
lapsing lower  lobe  cavities  in  too  large  a number  of 
cases. 

Pneumoperitoneum  and  phrenic  crush  have  often 
failed.  It  is  worthwhile,  perhaps,  to  try  these  two 
latter  measures  before  actual  resection  is  attempted, 
but  frequently  resection  is  the  final  resort. 

6.  Tension  cavities.  As  mentioned,  these  do  not 
respond  to  thoracoplasty.  When  tension  is  due  to 
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broncho-stenosis,  resection  is  indicated.  Where  it  is 
due  to  acute  inflammatory  reaction,  streptomycin 
should  be  used.  A Monaldi  drainage  may  be  the 
answer. 

7.  Extensive  unilateral  disease.  This  is  a particu- 
larly controversial  subject.  If  the  disease  were  lim- 
ited to  those  areas  where  it  appeared  on  the  X-ray, 
complete  extirpation  of  such  a lesion  would  rid  the 
patient  of  the  disease  process.  This  would  certainly 
be,  an  ideal  solution.  However,  pulmonary  tuber- 
culosis is  a widespread  disease,  involving  in  all  prob- 
ability, far  more  actual  lung  tissue  than  can  be  seen  on 
the  X-ray.  Therefore,  resection  of  the  visible  ‘disease 
does  not  remove  it  from  the  body.  Furthermore,  the 
diseased  lung  remaining  after  resection,  is  put  to 
greater  strain,  and,  therefore,  is  more  likely  to  break 
down.  With  resection  before  the  protection  of  strep- 1 
tomycin  was  available,  and  before  the  dangers  of 
over-expansion  of  the  remaining  lung  were  fully  ap- 
preciated, the  results  were  rather  discouraging.  A 
seriously  high  recurrence  rate  was  reported,  and  even 
the  initial  results  were  not  sufficiently  good  to  be  very 
satisfactory. 

However,  with  streptomycin  as  a protection,  and 
with  the  current  policy,  which  is  now  pretty  generally; 
accepted,  of  performing  a thoracoplasty  to  prevent 
over-distention  of  the  remaining  lung  tissue,  results 
are  improving  rapidly.  It  is  now  felt  that  following; 
a pneumonectomy,  thoracoplasty  should  be  done  to 
obliterate,  to  a large  extent,  the  empty  pleural  cavity 
and  prevent  mediastinal  shift. 

In  an  upper  lobe  lobectomy,  a partial  thoracoplasty 
should  be  done  to  prevent  expansion  of  the  remaining 
lower  lobe,  while  in  a lower  lobe  lobectomy,  a phrenic 
nerve  section  is  performed  to  allow  the  diaphragm  to 
come  up  and  accomplish  the  same  purpose. 

Of  course,  the  follow-up  for  pulmonary  resection 
is  still  too  short  to  allow  final  judgment.  However, 
recent  reports  are  encouraging.  Gale,  Dickey,  and 
Currai,  for  instance,  report  83.75  per  cent  negative 
sputums,  following  a rather  short  period  of  follow- 
up- 

Operations  in  this  group  were  performed  for  indi- 
cations much  as  I have  suggested.  These  were  cases 
which  previously  would  have  never  been  controlled. 

At  the  present  time,  to  sum  up  briefly,  the  feeling 
is  that  in  cases  where  thoracoplasty  has  failed,  or 
where  experience  has  taught  that  thoracoplasty  is 
very  likely  to  fail,  pulmonary  resection  is  indicated, 
provided  the  rest  of  the  lung  is  in  satisfactory 
condition. 

It  has  been  felt  by  most  people  that  resection  is 
unwise  in  the  presence  of  contralateral  disease.  How- 
ever, there  are  some,  particularly  Overbolt,  who  feel 
that  with  streptomycin  as  a protective  mechanism,  it 
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MASSIVE  HEPATIC  INVOLVEMENT  BY  METASTATIC  CARCINOMA  WITH  A 
NEGATIVE  CEPHALIN-CHOLESTEROL  FLOCCULATION  REACTION 

A Case  Report* 

Edward  Wasserman,  M.  D.** 


It  has  previously  been  recognized  that  certain  of 
the  liver  function  tests  may  be  unimpaired  in  some 
pathological  conditions  of  this  organ.  The  purpose  of 
this  report  is  to  document  further  evidence  of  this 
frequently  forgotten  fact. 

Case  Report 

A 72-year-old  white  male  entered  the  Boston  City 
Hospital  complaining  of  enlargement  of  his  abdomen 
and  swelling  of  the  legs  for  the  past  five  months. 

The  patient  had  been  apparently  well  until  six 
months  before  admission  when  he  lost  his  appetite 
and  began  to  fail  in  weight  and  strength.  Five 
months  before  entry  he  noted  that  his  abdomen  was 
progressively  increasing  in  size  and  that  his  ankles 
were  swollen.  For  two  weeks  prior  to  hospitalization, 
he  noted  fresh  blood  in  his  stools.  There  was  no  ab- 
dominal pain,  nausea  or  vomiting.  The  patient  denied 
any  change  in  bowel  habit. 

The  past  history  revealed  a two-week  episode  of 
fever  and  jaundice  forty-five  years  previously.  The 
patient  had  been  a severe  chronic  alcoholic  for  many 
years. 

Physical  examination  revealed  a thin,  emaciated 
elderly  man  who  was  rational  and  cooperative.  His 
temperature  was  98°  F.,  pulse  90,  respirations  15,  and 
blood  pressure  140/90.  The  skin  was  dry,  inelastic 
and  slightly  icteric.  The  sclerae  were  yellow,  the 
pupils  equal  and  regular,  and  the  fundi  normal.  The 
ears,  nose  and  throat  were  negative.  The  trachea  was 
in  the  midline  and  there  was  no  cervical  lympha- 
denopathy.  A few  basal  rales  were  present  bilaterally. 
The  diaphragms  were  elevated  bilaterally.  The  heart 
was  percussed  8.5  centimeters  to  the  left  of  the  mid- 
sternal  line ; the  rhythm  was  regular,  and  the  sounds 
of  good  quality.  The  aortic  second  sound  was  greater 
than  the  pulmonic  second  sound.  There  were  no  mur- 
murs. The  abdomen  was  greatly  distended,  with  a 
venous  pattern  present.  A fluid  wave  and  shifting 
dullness  were  elicited.  The  liver  was  firm,  nodular 
and  enlarged  to  9 cm.  below  the  right  costal  margin. 
The  spleen  was  not  felt.  Rectal  examination  was 
negative  except  for  external  hemorrhoids.  There  was 
3 plus  edema  of  the  ankles.  Neurological  examina- 
tion was  negative. 

* From  the  Fifth  and  Sixth  Medical  Services  (Boston 
University)  of  the  Boston  City  Hospital. 

**  Resident,  Fifth  and  Sixth  Medical  Services  (Boston 
University)  of  the  Boston  City  Hospital. 


Laboratory  data : White  blood  cell  count  was  9,100 
with  86  per  cent  polys ; Hemoglobin  14  grams ; 
Icterus  index  25  ; Urea  nitrogen  12  mgm.%  ; Total 
protein  6.9  grams  and  Cephalin-cholesterol  floccula- 
tion negative  on  two  occasions.  Prothrombin  time 
was  39  per  cent,  and  after  10  milligrams  of  Synka- 
vite  rose  to  42  per  cent.  A single  stool  specimen  was 
clay-colored  and  guaiac  positive.  Urinalyses  were 
generally  negative  and  showed  only  the  intermittent 
presence  of  bile.  Urine  urobilinogen  was  positive  in 
dilutions  of  from  1 :32  and  1 :640  on  repeated  tests. 
A chest  plate  showed  the  heart  to  be  prominent  in 
the  region  of  the  left  ventricle,  the  aorta  tortuous  and 
sclerotic,  and  a moderate  degree  of  emphysema.  A 
G.I.  X-ray  series  revealed  a large  diaphragmatic 
hiatus  hernia  ; the  stomach  and  duodenum  were  other- 
wise normal. 

The  patient  was  placed  on  a high  carbohydrate, 
high  protein  diet  and  given  routine  supportive  ther- 
apy. An  abdominal  paracentesis  on  the  second  hos- 
pital day  yielded  6.  liters  of  yellow,  blood-tinged 
fluid.  Cell  block  revealed  no  malignant  cells.  Fol- 
lowing the  tap,  there  was  persistent  drainage  of  con- 
siderable sanguinous  fluid.  The  patient  became  pro- 
gressively weaker,  appeared  even  more  emaciated,  and 
by  the  fourth  hospital  day  he  was  semi-comatose. 
He  expired  one  week  after  entry. 

At  autopsy,  massive  involvement  of  the  liver  by 
tumor  tissue  was  found.  This  organ  weighed  6000 
grams  and  was  covered  with  numerous  small  and 
large  nodules  of  mottled  yellow-pinkish-gray  tissue 
with  central  umbilication  beneath  the  capsule.  On 
section,  the  parenchyma  was  replaecd  almost  com- 
pletely by  this  tumor  tissue  which  comprised  about 
90-95  per  cent  of  the  bulk  of  the  liver.  Microscopic 
examination  revealed  replacement  of  liver  paren- 
chyma by  masses  of  columnar  cells  with  round  to  oval 
nuclei,  these  cells  being  arranged  in  cords  or  tending 
to  form  acini.  There  were  occasional  mitotic  figures 
and  blood  vessel  invasion.  Adjacent  to  the  tumor 
masses  were  wide  bands  of  hemorrhage  and  disap- 
pearance of  liver  cells,  leaving  only  the  reticular 
framework  of  the  lobules. 

The  primary  site  was  found  in  the  cecum  in  which 
a small  polypoid  lesion  (3  cm.  in  diameter)  was  dis- 
covered which  had  spread  locally  to  the  adjacent 
bowel  wall  and  proximal  portion  of  the  appendix. 
On  microscopic  examination,  densely  packed  cords 
of  tumor  cells  were  seen  to  be  forming  acini  in  some 
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areas  with  regular  round  to  oval  small  nuclei  and  a 
few  mitotic  figures.  These  cells  were  remarkably 
regular  with  little  anaplasia  and  occasional  cilia  for- 
mation by  some  cells.  Several  small  blood  vessels 
were  plugged  with  tumor  cells. 

Discussion 

Although  this  patient  was  jaundiced  and  clinically 
had  a huge,  nodular  liver,  the  cephalin-cholesterol 
flocculation  test  was  completely  negative  on  two 
different  occasions.  At  the  same  time,  the  prothrom- 
bin-time was  low  with  a poor  response  to  parenteral 
vitamin  K and  the  urine-urobilinogen  values  were 
elevated.  As  recorded  in  the  post-mortem  examina- 
tion, there  was  massive  involvement  of  the  liver  by 
metastatic  tumor.  The  normal  parenchyma  was  re- 
placed almost  completely  by  the  tumor  tissue  which 
comprised  about  90-95  per  cent  of  the  bulk  of  the 
liver.  The  average  weight  of  the  liver  in  the  male 
is  usually  considered  to  be  about  1400  to  1600  grams.1 
In  this  case,  the  organ  weighed  6000  grams.  Because 
of  its  multiple  functions,  large  size,  enormous  re- 
serve capacity,  and  remarkable  regenerative  capacity, 
it  has  been  estimated  that  at  least  75  per  cent  of  the 
liver  must  be  destroyed,  functionally  or  anatomically, 
before  gross  impairment  of  its  functions  occurs.2 
McMaster  and  Rous  were  able  to  abolish  the  excre- 
tory function  of  more  than  95  per  cent  of  the  liver 
tissue  of  the  dog  without  bilirubin  excretion  being 
impaired  sufficiently  to  cause  jaundice.3  Therefore, 
it  is  occasionally  impossible  to  detect  evidences  of 
dysfunction  even  in  the  presence  of  advanced  ana- 
tomical damage,  the  result  of  either  primary  liver 
disease  or  secondary  to  lesions  of  the  gallbladder  and 
extrahepatic  ducts.  This  is  especially  true  of  chronic 
diseases  such  as  cirrhosis  and  carcinoma,  which,  be- 
cause of  their  slow  progress,  are  associated  with 
compensatory  regeneration  with  little  or  no  impair- 
ment of  functions.  In  acute  hepatic  disease,  however, 
and  especially  in  hepatocellular  necrosis,  the  func- 
tional tests  yield  more  satisfactory  results.2  For 
these  reasons  and  because  of  its  multiple  functions, 
no  one  test  for  functional  capacity  has  been  found 
satisfactory.  It  is  stated  also  by  Bockus4  that  liver 
function  is  impaired  surprisingly  little  despite  a con- 
siderable amount  of  malignant  involvement.  The 
associated  cirrhosis  and  obstruction  of  the  bile  ducts 
are  largely  responsible  for  positive  reactions  to  tests 
of  liver  function. 
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In  the  present  case,  the  cephalin-cholesterol  floccu- 
lation test  was  twice  negative  in  spite  of  a tremendous 
liver  which  showed  almost  no  normal  parenchyma 
remaining.  During  the  course  of  some  immunologic 
studies,  Hanger5  noticed  that  cephalin-cholesterol 
suspensions  were  flocculated  by  serum  from  patients 
with  liver  disease.  He  was  aware  that  carcinomatosis 
of  the  liver,  both  primary  and  metastatic,  was  fre- 
quently accompanied  by  a negative  reaction  to  this 
test.  In  rapidly  subsiding  hepatitis  when  jaundice  is 
still  present,  and  with  extensive  cirrhosis  or  carcin- 
oma when  the  hepatic  lesion  is  not  in  an  active  phase, 
this  reaction  may  be  negative  as  in  the  present  case.6 

Other  points  in  this  case  deserving  of  comment 
are  the  prolonged  history  of  alcoholism  which,  to-  1 
gether  with  a lack  of  gastrointestinal  symptoms  other 
than  recent  melena  and  a negative  ascitic  fluid  cell 
block,  made  cirrhosis  a likely  possibility  before 
autopsy.  The  site  of  primary  malignant  involvement, 
the  cecum,  was  so  minute  that  it  could  easily  have 
been  missed  without  a thorough  search  at  post- 
mortem examination. 

Summary 

1.  A case  of  massive  metastatic  involvement  of  the 
liver  is  reported  in  which  this  tremendous  organ 
weighed  6000  grams. 

2.  Cephalin-cholesterol  flocculation  tests,  performed 
on  two  dififerent  occasions,  were  completely  nega- 
tive. 

3.  The  site  of  the  primary  malignant  involvement 
occurred  in  the  cecum.  The  minute  size  of  this 
lesion  explains  the  paucity  of  gastrointestinal  | 
symptoms. 
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The  school  hell  must  ring  each  term  for  butcher 
and  baker,  for  doctor  and  lawyer.  He  who  does  not 
constantly  enrich  his  mind  with  new  knowledge  may 
find  eventually  that  his  capacity  for  forgetting  will 
leave  little  of  value  behind.  And  no  dog,  however 


old,  need  ever  say  that  he  can  learn  no  new  tricks. 
The  doctor,  wherever  his  path  may  lie,  can  still 
emulate  to  some  degree  Chaucer’s  clerk  of  Oxenford, 
for  “ — gladly  wolde  he  lerne,  and  gladly  teche.” — 
Ed.,  The  ATzu  England  J.  Med.,  November  9,  1950, 
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EMOTIONAL  FACTORS  IN  CHILDHOOD  DISEASES* 

James  Marvin  Baty,  M.  D.** 


When  I was  called  about  ten  days  ago  and  asked 
if  I would  come  to  Poland  Spring  to  fill  in  a blank 
spot  in  the  program  which  was  vacated  at  the  last 
moment,  I thought  that  it  sounded  like  a good  idea, 
never  having  been  here,  and  Dr.  Richards  then  called 
me  and  asked  me  what  pediatric  topic  I would  like 
to  talk  about.  I made  several  suggestions,  such  as 
nephritis,  pyuria  and  rheumatic  fever,  the  use  of 
ACTH,  but  none  of  these  seemed  to  interest  him 
particularly.  Then  I mentioned  the  emotional  factors 
in  childhood  diseases,  and,  over  the  telephone,  he 
seemed  to  perk  up  his  ears  a little  bit  and  he  thought 
that  that  sounded  worthwhile.  He  then  said  to  me : 

“Can  you  make  that  an  interesting  talk?” 

Well,  I was  very  confident  over  the  telephone. 
However,  I am  not  so  confident,  as  I have  approached 
the  task. 

My  purpose  or  effort  will  be  to  tell  you  a little  bit 
about  the  philosophy  of  our  approach  during  the  past 
few  years  to  the  problems  of  children. 

This  began  some  seven  or  eight  years  ago,  when  I 
had  the  opportunity  of  sitting  in  on  some  discussion 
groups  with  Dr.  Aldrich  and  others  who  are  very 
much  interested  in  the  emotional  factors  of  childhood. 
Out  of  that,  at  the  Boston  Floating  Hospital,  we  be- 
gan, first,  a few  years  ago,  with  what  we  called  a 
play  therapy  project. 

That  first  effort  was  simply  to  make  the  hospital 
experience  of  the  sick  child  less  traumatic,  from  the 
psychological  point  of  view,  and  make  him  feel  more 
at  home  and  less  disturbed  by  this  experience. 

We  had  all  had  the  feeling  that  a good  many  chil- 
dren came  to  the  hospital  and  although  we  had  cured 
the  pneumonia,  or  whatever  illness  the  child  had,  the 
child  went  home,  so  frightened  by  tbe  experience  that 
he  was  not  entirely  well. 

At  the  end  of  the  war,  a psychiatrist  who  had  been 
interested  in  the  hospital  sometime  previously,  before 
going  to  the  war,  came  back,  and  in  discussing  these 
problems,  we  began  to  attempt  to  develop  more  active 
projects.  At  first,  this  was  entirely  on  a voluntary 
basis.  At  the  present  time,  it  is  on  a more  substan- 
tial basis,  for  we  have  as  part  of  the  hospital  service, 
not  only  the  psychiatrists  and  psychologists  trained 
in  handling  and  testing  children,  but  psychiatric- 
trained  social  service  workers  and  nursery  school 
teachers  and  supervisors  who  can  help  with  play 

* Read  at  the  96th  Annual  Session  of  the  Maine  Medical 
Association,  June,  1950. 

**  Professor  of  Pediatrics,  Tufts  Medical  School  and 
Physician-in-Chief,  Boston  Floating  Hospital. 


projects,  volunteers  from  the  Red  Cross,  who  have 
some  of  the  older  children,  not  only  when  they  are  in 
the  hospital,  but  when  they  are  home  and  return  for 
painting  and  such  occupational  type  of  procedures. 

Now,  the  efforts  of  this  program  are  to  attempt  to 
evaluate  the  intellectual  status  of  the  child  and  his 
emotional  development,  as  well  as  his  physical  con- 
dition. 

We  have  the  feeling  that  with  the  development  of 
pediatrics  as  a branch  of  scientific  medicine,  we  had 
come  to  understand  clearly  most  disease  processes, 
although  we  weren’t  able  to  cure  all  of  them.  But, 
certainly,  with  the  advent  of  the  newer  techniques  in 
surg-ery  that  were  described  this  morning  and  the 
antibiotics,  and  so  forth,  we  are  able  to  treat,  satis- 
factorily, most  of  tbe  problems  which  we  encounter 
in  a hospital  for  acute  illnesses  in  children. 

However,  a good  many  of  these  children  have 
problems  that  penicillin  or  an  operation  do  not  seem 
to  cure,  and  these  problems  are  apparently  influenced 
by  many  factors,  such  as  their  environment,  family 
relationships,  their  own  personalities,  their  intellec- 
tual abilities ; so  that  we  feel  that  studying  them,  in 
an  attempt  to  understand  their  particular  conditions, 
we  must  be  able  to  evaluate  all  of  these  factors. 

Obviously,  you  cannot  present  material  of  this  type 
in  the  same  way  that  we  can  present  material  in  the 
treatment  of  nephritis,  or  pneumonia,  or  any  other 
condition  of  that  type. 

We  have  very  accurate  statistics  in  our  hospital  as 
to  the  outcome,  and  the  incidence  of  cardiac  complica- 
tions, in  our  patients  with  rheumatic  fever  over  the 
past  twenty  years.  We  have  accurate  statistics  as 
to  the  outcome  of  infants  with  pneumococcus  and 
various  other  types  of  pneumonia,  both  primary  and 
secondary. 

We  can  marshal  a hundred  cases  of  that  sort,  and 
you  can  compare  the  treatment  with  serum,  with 
blood  transfusions,  with  antibiotic  therapy,  and  come 
out  with  some  very  accurate  figures. 

During  the  past  few  years,  as  an  illustration,  we 
have  had  some  26  children  come  to  the  hospital  be- 
cause of  abdominal  pain,  wbo  have  been  very  care- 
fully studied,  in  an  effort  to  find  the  cause  of  their 
pain,  and  in  none  of  this  group  were  we  able  to 
demonstrate  any  evidence  of  abnormality  from  the 
physical  point  of  view. 

In  studying  them  and  utilizing  the  techniques  of 
the  psychologists  and  the  playroom  group,  we  have 
finally  decided  that  in  each  instance,  the  pain  was  not 
on  the  basis  of  physical  disturbance,  but  on  some 
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emotional  disturbance  and  under  treatment,  most  of 
the  children  have  improved. 

However,  the  point  that  I wish  to  make  is  that  we 
can’t  compare  statistically,  a group  of  children  of 
that  sort,  to  a similar  group  of  children  with  pneu- 
monia. 

I have  picked  out  two  or  three  children  ; they  all 
happen  to  be  girls ; they  illustrate  some  of  the  con- 
ditions that  I was  thinking  about. 

One  little  girl  by  the  name  of  Susan  came  to  us 
this  winter  at  the  age  of  nine  years.  She  was  brought 
to  the  hospital  because  of  the  blood  in  her  stools. 
She  was  brought  in  by  her  pediatrician,  who  is  on 
our  staff,  with  a tentative  diagnosis  of  ulcerative 
colitis. 

The  House  Officer,  who  is  a Maine  citizen,  by  the 
way  and  is  coming  back  to  practice  here  next  month, 
after  he  had  taken  the  story,  stopped  me  in  the  corri- 
dor and  said  that  this  child  had  the  most  extraordi- 
nary history  that  he  had  ever  heard  of.  She  had 
begun  at  the  age  of  1)4,  having  diarrhea,  which  per- 
sisted intermittently,  with  various  diagnoses,  such  as 
celiac  disease,  etc.  When  she  was  about  three  years 
old,  she  refused  to  eat,  and  was  so  bad  that  she  was 
put  in  a convalescent  home  for  a period.  When  she 
was  five  years  old,  and  it  was  time  for  her  to  start 
going  to  school,  she  began  vomiting,  and  for  a period 
of  two  years,  every  day,  when  she  went  to  school,  she 
vomited. 

Then,  there  was  a short  period  when  she  had  no 
gastrointestinal  symptoms,  but  about  a year  ago,  she 
had  a small  amount  of  blood  in  the  stools,  which  was 
thought  to  be  due  to  a rectal  fissure,  and  this  was 
treated. 

Then,  two  or  three  months  before  coming  to  the 
hospital,  blood  had  again  been  noted  in  the  stools, 
and  her  pediatrician  had  had  her  proctoscoped, 
among  other  tests,  and  it  was  thought  that  a small 
ulceration  had  been  seen.  She  had  no  more  blood 
in  the  stools  for  a time,  but  just  before  coming  to 
the  hospital  it  recurred,  and  he  brought  her  in  for 
study. 

We  studied  her  very  carefully,  with  the  modern- 
day  techniques.  We  were  interested  in  this  extra- 
ordinary history  revolving  around  the  gastrointestinal 
tract,  but  we  concurred  with  the  tentative  diagnosis 
of  ulcerative  colitis. 

However,  everything  was  perfectly  normal,  includ- 
ing a very  careful  proctoscopic  examination,  and  in 
the  meantime,  while  we  were  doing  these  things,  we 
had  become  acquainted  with  the  child  and  the  par- 
ents, and  with  the  year  and  a half  old  brother,  the 
only  sibling,  and  it  seemed  to  us  that  the  emotional 
factors  in  the  family  set-up  were  important.  During 
the  six  months  since  she  was  in  the  hospital,  Susan 
has  been  getting  along  very  well,  and  so  far  has  had 
no  recurrence  of  her  intestinal  symptoms. 
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We  accomplished  two  things,  from  the  emotional 
point  of  view,  with  this  child.  In  the  first  place,  we 
were  able  for  the  first  time  to  convince  her  parents 
that  she  did  not  have  any  serious  difficulties  involving 
the  gastrointestinal  tract.  I am  sure  that  the  parents 
and  the  doctor  have  felt  that  all  of  her  life,  there  was 
something  wrong  with  her  intestinal  tract,  with  her 
beginning  to  have  diarrhea  at  a year  and  a half,  and 
then  continuing  with  appetite  disturbances  and  vomit- 
ing, finally  the  blood  in  the  stools. 

So  that  from  the  psychotherapeutic  point  of  view, 
we  have  certainly  accomplished  a great  deal  with  this 
child,  and  we  have  reassured  the  physician  and  the 
parents  that  there  was  nothing  abnormal  about  the 
child. 

Secondly  having  the  opportunity  to  discuss  the 
problem  with  the  parents,  and  continuing  the  discus- 
sions since  this  time  and  giving  them  a better  under- 
standing of  Susan  as  a little  girl  and  giving  her  a 
chance  to  grow  and  develop,  without  the  over-protec- 
tion and  over-solicitousness  that  has  been  displayed 
in  the  past  has  helped. 

Another  little  girl  came  in  a couple  of  years  ago, 
and  illustrates  one  of  the  pitfalls.  I shall  not  give 
a detailed  story  on  her,  but  Mary  was  about  seven, 

I think,  when  she  first  came  to  the  hospital.  She  was 
sent  in  specifically  for  psychotherapy.  She  was  not,  I 
as  most  of  the  patients  who  are  sent  in,  there  because 
of  physical  disease.  But,  she  was  sent  in  with  the 
story  that  she  had  always  wet  the  bed  and  wet  hersel  f 
during  the  day,  and  she  had  a most  extraordinary 
story. 

The  family  had  been  separated.  The  child  was  i 
living  with  an  aunt.  The  child  had  been  specifically 
instructed  by  the  aunt,  when  visiting  the  father,  to 
wet  the  bed,  and  make  herself  as  nasty  as  possible, 
so  that  the  father  would  not  want  her  around  the 
place. 

With  that  story,  it  seemed  obvious  that  that  was 
the  cause  of  this  child's  enuresis. 

However,  a simple  physical  examination  revealed 
an  anomaly  at  the  lower  part  of  the  back  and  she  had 
a neurological  bladder,  and  on  further  investigation, 
we  found  that  she  had  pretty  seriously  damaged  kid- 
neys. She  has  been  in  and  out  of  the  hospital  for 
various  operative  procedures,  in  an  attempt  to  repair 
this.  Undoubtedly,  there  were  emotional  factors  en- 
tering into  the  situation,  hut  enuresis  was  not  caused 
by  the  emotional  disturbance. 

As  an  illustration  of  the  children  with  abdominal 
pain,  I should  like  to  tell  you,  briefly,  about  one  of 
my  private  patients,  illustrating  many  things  to  me. 

This  little  girl  is  now  nine  years  old.  I have  known 
her  since  she  was  two  or  three  years  old,  shortly  after 
the  older  brother  died  with  leukemia.  The  time  that 
I first  knew  her  was  when  a third  child  was  horn,  a 


NINETEEN  HUNDRED  AND  FIFTY-ONE— MAY 


141 


little  sister.  The  parents,  obviously,  were  quite  appre- 
hensive, having  recently  lost  a child  with  leukemia. 
However,  they  seemed  to  be  nice  and  pleasant  people. 
The  little  girl  was  a sweet,  nice  girl.  And  the  new 
baby  turned  out  to  he  a nice  little  girl  who,  unfortu- 
nately, at  the  age  of  three  years,  developed  diabetes, 
and  has  been  under  treatment  constantly  for  the  dia- 
betes, since  then.  She  has  done  very  well,  however. 

The  older  sister  has  had  some  minor  adjustment 
problems,  that  we  thought  were  probably  associated 
with  her  sister  having  diabetes,  and  having  a lot  of 
attention.  She  had  had  some  difficulties  in  school, 
and  became  troublesome  at  times,  hut  there  was  noth- 
ing very  serious,  until  last  year,  when  she  began  to 
complain  of  abdominal  pain. 

I saw  her  on  several  occasions  during  the  episodes 
of  abdominal  pain.  I could  never  find  anything 
abnormal,  on  physical  examination.  The  temperature 
was  normal.  The  leukocyte  count,  the  few  times  it 
was  done,  during  these  episodes,  was  normal.  The 
urine  was  normal.  However,  finally,  during  one  of 
these  episodes,  she  showed  a few  pus  cells,  with  a 
rare,  small,  clump,  and  I assumed  that  she  had  py- 
elitis, to  account  for  the  abdominal  pain. 

We  treated  it,  and  pyuria  cleared  up.  She  con- 
tinued, however,  to  have  the  abdominal  pain  and 
things  became  worse. 

She  was  hospitalized  for  study,  and  since  she  was 
in  the  hospital,  and  since  I am  interested  in  these 
factors,  and  knowing  that  there  was  the  family  situa- 
tion of  a smaller  child  with  diabetes,  I asked  our 
psychologist  and  other  workers  to  pay  attention  to 
her.  She  was  not  confined,  and  I asked  them  to  enter 
her  in  the  playroom  and  observe  her,  and  see  if  they 
could  help  her  in  her  adjustment. 

To  my  amazement,  the  psychologist  told  me  two  or 
three  days  later,  she  asked  Anne  to  do  a drawing  test 
which  I am  not  personally  familiar  with,  but  she  said 
that  Anne  drew  a very  funny  house.  They  ask  the 
children  to  draw  a house  and  a man  and  something 
else,  and  from  that,  get  certain  indications  as  to  feel- 
ings and  emotional  adjustments.  Anne’s  house  was 
strange,  in  that  it  had  no  chimney.  The  psychologist 
said  to  me  that  this  was  the  coldest  house  she  had 
ever  seen  a child  draw.  She  wanted  to  know  if  there 
was  anything  wrong  in  the  house.  I said  not  that  I 
knew  of.  The  people  were  neighbors  of  mine,  and  T 
had  known  them,  casually,  all  these  years.  As  far  as  I 
knew,  everything  was  all  right. 


That  afternoon,  the  mother  called  me  and  was 
obviously  quite  upset.  She  said  the  night  before,  she 
had  had  to  leave  her  husband  and  go  to  the  mother’s 
house,  because  he  had  gotten  drunk  and  beat  her  up. 
And  that  was  the  first  time  I had  had  any  inkling  of 
a very  disturbed  family  situation,  in  which  the  father 
was  in  the  habit  of  getting  drunk,  on  occasions,  and 
getting  into  tantrums,  and  the  children  were  fright- 
ened to  death.  During  these  episodes,  and  further 
interviews,  it  became  perfectly  obvious  that  the  dis- 
turbed family  situation  was  the  factor  that  was  dis- 
turbing Anne,  and  her  reflection  of  this  emotional 
turmoil  was  abdominal  pain. 

Since  the  family  situation  has  been  partly  straight- 
ened out,  Anne  has  not  had  a recurrence  of  the 
abdominal  pain. 

As  to  the  other  symptoms  of  adjustment,  and  how 
the  whole  business  can  he  straightened  out,  we  don’t 
know. 

However,  to  me,  that  is  a very  good  illustration  of 
the  fact  that  you  may  have  very  severe  cramp-like, 
abdominal  pain,  apparently  associated  with  emotional 
turmoil. 

Now,  in  conclusion,  I should  like  to  point  out  that 
we  don’t  feel  that  emotional  disturbances  account  for 
all  of  the  complaints  that  we  see  in  children.  I am 
sure  that  those  of  you,  and  I know  there  are  many  in 
this  Maine  Medical  Association  meeting,  who  are 
general  practitioners  in  small  communities  know  their 
families  and  understand  the  people  they  are  taking- 
care  of,  and  know  them  better  than  most  of  us  in  the 
big  cities,  and  particularly  those  of  us  who  specialize, 
and  know  one  segment  of  the  family;  and,  whether 
you  vocalize  that  understanding  or  not,  you  have 
always  understood  the  emotional  problems  in  your 
patients  and  their  importance  in  the  production  of 
symptoms. 

However,  we  feel  that  these  factors  are  important, 
and  that  you  cannot  adequately  treat  people  without 
knowing  them.  Being  a pediatrician,  I am  particu- 
larly interested  in  the  young-age  group,  of  course, 
hut  it  applies  just  as  validly  to  adults,  for  you  cer- 
tainly cannot  treat  people  for  their  pneumonia,  tuber- 
culosis or  cancer,  without  paying  attention  to  the 
emotional  and  intellectual  factors  that  go  to  make  up 
their  whole  lives. 


The  cause  of  the  high  prevalence  of  tuberculosis 
in  mental  hospitals  is  failure  to  recognize  or  seek  out 
cases  of  tuberculosis  among  incoming  patients  who 
then  transmit  the  disease  to  other  patients  during 


residence  in  the  hospital.  The  situation  can  be  im- 
proved only  by  segregating  and  treating  the  tuber- 
culous patients  discovered  by  survey. — Waldo  R. 
Oechsli,  M.  D.,  Pub.  Health  Rep.,  Jan.  7,  1949. 
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MAINE  STATE  POLICE  BUREAU  OF  IDENTIFICATION  * 

Lieut.  Arthur  Freeman  of  the  Maine  State  Police 


I have  been  asked  to  make  a few  remarks  concern- 
ing the  activities  of  the  Maine  State  Police  Bureau 
of  Identification,  particularly  its  services  which  are 
in  many  ways  codrdinated  with  the  work  of  the 
county  attorney  and  the  medical  examiner. 

The  Bureau  was  born  when  General  James  W. 
Hanson,  in  1928,  appointed  a patrolman  to  establish 
a system  of  identification  and  records'.  Through  the 
efforts  of  Captain  Leon  Shepard,  now  retired  from 
active  duty,  the  Bureau  advanced  from  a loose  col- 
lection of  some  5,000  fingerprints  to  a systematic  file 
of  records  which  now  numbers  a half  a million  indi- 
vidual cards,  of  which  approximately  150,000  are 
criminal  histories  pertaining  to  about  75,000  indi- 
viduals who  have  at  one  time  or  another  committed  a 
crime  in  Maine. 

It  was  only  after  ten  years  of  slow  progress  that 
the  1937  State  Legislature  enacted  a law  making  it 
compulsory  to  fingerprint  all  persons  arrested  for  or 
suspected  of  committing  crime,  and  all  unidentified 
deceased  persons;  these  fingerprints  to  be  submitted 
to  the  newly  created  State  Bureau  of  Identification, 
which  was  to  act  as  a central  clearing  house  and  bu- 
reau of  records  available  to  all  law  enforcement  agen- 
cies and  to  work  in  cooperation  with  them.  In  addi- 
tion to  the  records  division,  there  was  also  set  up 
within  the  Identification  Bureau,  a police  laboratory 
and  photographic  unit.  We  are  on  call  twenty-four 
hours  a day,  seven  days  a week,  ready  at  all  times  to 
hasten  to  the  scene  of  a crime  at  the  request  of  the 
county  attorney,  the  sheriff,  or  the  investigating  offi- 
cer, to  photograph  the  scene  and  the  body,  if  any,  in 
its  original  location ; to  assist  in  the  location,  careful 
preservation,  and  subsequent  analysis  and  identifica- 
tion of  evidence ; to  further  photograph  the  proceed- 
ings of  the  post-mortem,  if  necessary ; and  to  pre- 
sent such  photographs  and  evidence  in  court  testi- 
mony when  such  action  develops. 

While  our  laboratory  is  not  equipped  to  perform 
chemical  tests,  we  have  splendid  cooperation  in  such 
cases  not  only  from  the  Federal  Bureau  of  Investi- 
gation, but  also  from  the  Massachusetts  State  Police 
Laboratory,  and  our  several  state  laboratories.  We 
are  definitely  planning  to  install  in  the  near  future 
up-to-date  ballistics  comparison  equipment  which  will 
enable  us  to  give  quicker  service  in  these  cases,  as 
they  are  now  forwarded  to  the  F.  B.  I.  in  Washing- 
ton. 

With  few  exceptions,  any  person,  unless  he  has 


* Read  at  the  Medico-Legal  Conference  at  the  96th  Annual 
Session  of  the  Maine  Medical  Association,  June,  1950. 


died  peacefully  in  bed,  is  presumed  until  otherwise 
proven,  to  have  died  by  violence.  This  is  the  point  at 
which  the  investigating  officer,  the  county  attorney, 
and  the  medical  examiner  must  work  in  conjunction 
and  with  complete  understanding. 

The  police  officer  is  generally  the  first  to  arrive 
at  the  scene.  The  law  specifically  states  that  the  body 
of  any  person  presumed  to  have  met  death  by  crimi- 
nal violence,  suicide,  or  in  any  suspicious  or  unusual 
manner,  if  not  in  danger  of  destruction  or  damage, 
shall  not  be  moved  until  the  arrival  of  the  medical 
examiner,  the  sheriff,  a member  of  the  state  police, 
or  the  county  attorney ; and  until  photographs  have 
been  taken  under  the  supervision  of  the  county  attor- 
ney, the  state  police  or  sheriff,  unless  the  county 
attorney  waives  such  requirements.  It  further  states 
that  after  such  photographs  have  been  made  or  have 
been  waived,  the  medical  examiner  shall  make  exami- 
nation as  follows : he  shall  reduce  to  writing  a de- 
scription of  the  location  and  position  of  the  body  and 
any  facts  that  may  be  deemed  important  in  determin- 
ing the  cause  of  death.  He  may,  if  authorized  by  the 
county  attorney,  make  an  autopsy  in  the  presence  of 
a physician  and  one  other  discreet  person,  sufficient 
to  disclose  such  facts  as  may  be  attainable  to  be  of 
assistance  in  determining  the  cause  of  death.  He  shall 
reduce  to  writing  every  fact  disclosed  by  the  autopsy 
tending  to  show  the  manner  and  cause  of  death.  The 
law  goes  on  to  say  that  after  the  medical  examiner 
has  completed  his  examination,  the  body  may  be  re- 
moved to  a convenient  place,  but  shall  not  be  released 
for  embalming  except  by  order  of  the  county  attorney 
or  sheriff. 

I know  of  at  least  one  case  in  which  the  medical 
examiner  appeared  at  the  scene,  looked  through  the 
door,  and  departed  without  making  any  notes,  or  ex- 
amining the  body,  or  apparently  making  any  effort 
to  determine  the  cause  of  death,  which  according  to 
witnesses,  had  occurred  under  suspicious  circum- 
stances. 

I know  of  another  case  in  which  the  medical  ex- 
aminer after  a hasty  examination,  pronounced  the 
death  accidental  and  the  body  was  released  for  em- 
balming. The  rifle  used  in  the  shooting  was  brought 
into  the  laboratory  and  was  subjected  to  various  tests 
in  an  effort  to  accidentally  explode  it  in  the  manner 
described  by  the  witnesses.  This  proved  impossible 
and  prompted  the  officer  to  re-enact  the  crime,  which, 
incidentally,  would  have  been  impossible  had  photo- 
graphs not  been  taken  before  the  body  was  moved. 
After  the  re-enactment  of  the  crime  the  body  was 
exhumed,  an  autopsy  performed  and  it  was  proved 
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that  the  death  was  not  accidental  but  was  murder, 
and  a confession  to  the  crime  was  obtained. 

Obviously  one  of  the  first  duties  of  the  investi- 
gating officer  at  a violent  death  scene  is  to  establish 
identification.  This  can  be  done  through  personal 
knowledge  of  relatives  or  neighbors,  through  personal 
effects  found  on  the  body,  or  by  any  other  obvious 
means.  In  the  event  it  is  impossible  to  identify  the 
victim  through  any  of  the  obvious  means,  it  should  be 
remembered  that  it  is  not  only  beneficial  but  is  com- 
pulsory to  fingerprint  all  unknown  deceased  persons. 

Several  years  ago  a boat  was  found  drifting  off  the 
shores  of  Vinalhaven.  In  it  was  the  body  of  an  un- 
known man.  Efforts  were  made  to  establish  his  iden- 
tity but  without  results.  His  fingerprints  were  then 
taken  and  forwarded  to  the  Identification  Bureau 
where  by  checking  them  through  the  criminal  file 
we  were  able  to  identify  the  man  as  one  who  had 
asked  for  lodging  in  a city  jail  a short  time  before. 
This  is  by  no  means  the  only  case  in  which  we  have 
been  able  to  establish  the  identity  of  an  unknown  de- 
ceased person  through  fingerprints. 

The  investigating  Officer  depends  on  the  medical 
examiner  to  determine  the  cause  of  death  and  if  he 
finds  that  death  occurred  by  violence,  such  as  gunshot 
wounds,  poison,  stabbing,  etc.,  this  information  gives 
the  officer  the  clues  on  which  to  start  his  investiga- 
tion. He  also  depends  on  the  medical  examiner  to  tell 
him  the  course  of  a bullet  through  a body;  whether 
a bruise  or  cut  was  caused  by  a blunt  or  sharp  instru- 
ment; whether  a cut  was  caused  by  a knife,  an  ice 
pick,  or  some  other  sharp  weapon;  the  width  and 
length  of  a wound ; and  the  depth  of  penetration 
into  the  body ; if  a case  of  poison  whether  there  are 
traces  on  the  victim’s  mouth  or  hands ; and  to  de- 
termine as  nearly  as  possible  how  long  the  victim  has 
been  dead. 


In  presenting  evidence  in  court  it  is  always  neces- 
sary to  establish  continuity  of  possession.  For  this 
reason  the  fewer  persons  involved  the  more  efficient 
and  economical  for  the  state.  I recall  one  case  in 
which  I was  called  as  a witness  to  identify  certain 
shells  found  at  the  scene  of  a shooting.  The  previous 
witness,  one  of  the  investigating  officers,  had  testified 
from  a blank  notebook  that  he  had  picked  up  the 
shells  at  the  scene  and  turned  them  over  to  me.  Of 
course  when  the  defense  counsel  asked  for  the  offi- 
cer’s notes  and  was  handed  the  blank  pages,  the  wit- 
ness’s testimony  was  disregarded.  It  was  then  neces- 
sary for  me  to  contradict  him  to  the  effect  that  the 
shells  had  been  delivered  to  me  by  the  sheriff,  who 
had  himself  picked  them  up  at  the  scene.  I use  this 
instance  to  point  out  that  an  investigating  officer 
should  always  mark  evidence  in  some  way  to  posi- 
tively identify  it  in  the  future;  he  should  keep  accu- 
rate notes  of  all  his  activities  in  the  case;  and  if  han- 
dling evidence,  he  should  deliver  it  at  once  and  per- 
sonally to  the  technician  or  proper  authority.  In 
other  words,  if  I recover  some  shells  at  a scene  and 
hand  them  over  to  the  sergeant  with  instructions  to 
deliver  them,  the  sergeant  hands  them  over  to  a 
trooper,  who  in  turn  hands  the  shells  over  to  another 
trooper,  it  is  necessary  for  every  one  of  these  per- 
sons to  appear  in  court  to  identify  the  shells  and 
establish  the  line  of  possession. 

We  all  learn  by  experience.  It  may  be  the  best 
teacher  but  it  sometimes  proves  to  be  a hard  master. 

Finally,  I’d  like  to  stress  the  point  that  the  whole 
science  of  crime  investigation  depends  upon  coopera- 
tion ; cooperation  between  the  police  officer,  the  sher- 
iff, the  medical  examiner,  the  county  attorney,  and 
the  laboratory  technicians.  Without  this  cooperation 
we  inevitably  end  up  with  inefficiency,  delay  in  prose- 
cution, mishandling  of  evidence,  and  unsolved  crimes. 


Physical  signs  may  be  absent  with  early  activity 
or  with  indolent  or  deep-seated  tuberculous  lesions. 
Tumors,  cysts,  and  deep-seated  abscesses  may  give 
no  significant  physical  signs.  Roentgen  examination 
usually  discloses  more  extensive  disease  than  has  been 
expected  from  other  methods  of  examination.  It  is 
the  only  method  by  which  the  diagnosis  of  miliary 
tuberculosis  can  be  made,  since  these  tiny  parenchy- 
mal lesions  produce  no  distinctive  clinical  signs. 

Sputum  tests,  a positive  tuberculin  test,  gastric 
washings,  and  serial  X-rays  studies  will  usually  estab- 
lish or  exclude  the  diagnosis.  One  should  never 
make  the  diagnosis  from  roentgenologic  findings 
alone,  no  matter  how  “typical”  the  shadows  appear. — 
Am.  Acad.  General  Prac.,  F.  Kenneth  Albrecht, 
M.  D.,  April,  1950. 


The  patient  with  tuberculosis  must  cure  himself. 
The  final  conquest  or  destruction  of  the  tubercle 
bacilli  is  a victory  of  the  body  itself.  Physicians 
guide  and  assist  the  resisting  forces  of  the  diseased 
body  against  the  rapid  multiplication  and  spread  of 
the  invading  germs.  The  general  measures  of  rest 
and  good  nutrition  remain  basic  in  the  treatment. — 
Calif.  Med.,  John  IT.  Skavlem,  M.  D.,  December, 
1950. 


Every  mother  of  a family,  and  every  doctor  in 
practice,  firmly  believes  that  the  best  bulwark  against 
infection  is  good  wholesome  food.  The  association 
of  tuberculosis  with  poverty  and  malnutrition  is  par- 
ticularly noteworthy. — Editorial,  Lancet,  December 
24,  1949. 
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CLINICO-PATHOLOGICAL  EXERCISE 
Case  presented  at  Maine  General  Hospital,  Portland,  Maine 


Edited  by  Joseph  E.  Porter,  M.  D. 


This  48-year-old  male  was  admitted  to  the  hos- 
pital for  the  first  time  in  August,  1946,  complaining 
of  weakness  and  anorexia.  For  nearly  3 years  he  had 
also  noted  enlarged  glands  in  his  neck  and  groins. 
Approximately  12  months  prior  to  admission  a gland 
was  removed  from  his  neck,  and  reported  as  sarcoid. 
About  2Jd  years  previously  he  was  examined  by  an 
ophthalmologist  for  visual  difficulties.  Sixteen  years 
before  he  had  a repair  of  a hernia.  During  the  past 
month  his  appetite  had  become  progressively  poorer 
and  weakness  had  increased. 

Physical  examination  revealed  a thin  male.  Chest 
was  clear,  heart  rate  70,  rhythm  regular,  no  mur- 
murs; blood  pressure  88/60.  Abdomen  was  slightly 
distended,  and  there  were  palpable  glands  the  size  of 
a walnut  on  the  left  side.  There  were  also  small 
glands  palpable  in  the  neck  and  axillae.  Temperature 
was  98.6°  on  admisison;  during  his  hospital  stay  it 
spiked  to  101°.  The  pulse  averaged  around  70  and 
respirations  20. 

X-ray  : “Chest — lungs  are  clear ; the  hilar  markings 
are  within  normal  limits;  the  cardiac  outline  is  nor- 
mal ; diaphragms  are  normal.  Impression : Normal 
chest.  The  kidney  outlines  on  both  sides  are  obscured 
hy  gas  ; there  is  considerable  gaseous  distension  of  the 
cecum,  but  no  shadows  suggesting  stones.  G.I.  series  : 
The  esophagus  is  normal ; the  stomach  is  low  in  posi- 
tion, outline  regular;  peristalsis  normal;  no  defects. 
Duodenum  filled  without  delay ; it  shows  no  evidence 
of  tenderness,  irritability,  or  defects.  At  the  end  of 
6 hours  barium  is  distributed  throughout  the  jejunum 
and  ileum ; there  is  no  residue  in  the  stomach.  Im- 
pression : Normal  upper  gastrointestinal  tract.  Ba- 
rium enema : The  whole  colon  filled  normally  and 
well,  and  shows  no  evidence  of  defects,  other  than 
for  quite  a dilated  cecum  in  the  pre-evacuation  film, 
but  in  the  post-evacuation  film  the  size  of  the  cecum 
has  returned  to  normal.  The  mucous  membrane  pat- 
tern throughout  the  rest  of  the  bowel  is  normal.” 

Laboratory  date:  Hemoglobin  64%,  9.2  gms. ; 

RBC.  3.2  million,  WBC.  11,250;  86%  neutrophils, 
3%  eosinophils,  11%  lymphocytes;  platelets  appeared 
normal.  Gastric  analysis  showed  free  ITCl.  Three 
stool  examinations  were  done,  two  of  which  con- 
tained blood ; one  was  described  as  being  soft  and 
brown,  and  others  clay-colored.  Total  protein  was 
5.46  gms.%,  albumin  2.93  gms.%,  globulin  2.53 
gms.%.  Urine:  Specific  gravity  1.016;  albumin 

negative ; sugar  green  ; no  acetone  or  bile ; occasional 


WBC.  Heterophil  antibody  negative.  Widal  was 
negative. 

He  was  admitted  to  another  hospital,  November 
25,  1946,  with  a history  of  exhaustion,  diarrhea,  and 
abdominal  pain.  Physical  examination  described  him 
as  being  very  thin ; no  abdominal  fluid  was  present, 
and  no  glands  were  felt  in  the  abdomen.  X-ray  at 
this  time : “Abdomen  — there  is  a moderate  amount 
of  gas  in  the  large  bowel,  none  in  the  small  bowel ; no 
evidences  of  stones.  Barium  enema:  There  is  con- 
siderable fuzziness  in  the  margin  of  the  whole  colon ; 
no  evidence  of  obstruction  seen,  and  cecum  not  able 
to  be  filled.”  Dec.  27:  Barium  enema:  “Colon  fills 
normally  and  well,  including  the  cecum ; barium  ex- 
pressed into  tbe  terminal  ileum;  the  fuzziness  of  the 
wall  of  the  large  bowel  described  in  the  previous  film 
is  not  as  marked  at  this  time;  I therefore  believe  that 
probably  it  was  due  to  foreign  material  in  the  colon, 
rather  than  to  ulceration.  Post-evacuation  film  shows 
the  colon  to  be  evacuated  normally ; mucous  mem- 
brane pattern  seen  from  the  cecum  to  the  splenic  flex- 
ure, but  not  seen,  due  to  lack  of  evacuation,  in  the 
descending  colon.  Impression : Probably  normal 

colon.” 

On  Dec.  19,  1946,  proctoscopic  examination  gave 
negative  findings.  On  Jan.  7,  1947,  a G.I.  series  de- 
scribed segmental  dilatation  of  the  barium  in  the 
jejunum  and  upper  ileum.  Impression:  “Esophagus, 
stomach  and  duodenum  normal,  with  no  evidence  of 
organic  disease.  There  is  a segment  of  small  bowel 
in  the  region  of  the  ileum  which  is  outlined  with  gas 
throughout  the  entire  examination,  and  represents  a 
partial  obstruction  of  the  segment  of  terminal  ileum, 
but  not  sufficient  to  obstruct  the  passage  of  barium 
through  this  area.” 

Kahn  and  Hinton  tests  were  negative.  Total  pro- 
tein 4.94  gms.%.  Urine:  Specific  gravity  1.020; 
trace  of  albumin,  no  sugar,  acetone,  or  bile;  10-20 
WBC.  Hb.  80%,  11.5  gms.;  RBC.  4.2  million; 
WBC.  8,400,  neutrophils  67%,  lymphocytes  30%, 
monocytes  3%.  Sedimentation  rate  (Wintrobe)  24 
mm./hr.,  corrected  to  14  mm./hr.  Stool  was 
described  as  being  clay-colored ; no  blood  or  ova ; fat 
positive ; culture  showed  E.  Coli  only.  Nurses’  notes 
described  the  stools  as  being  semi-solid  and  clay- 
colored. 

On  Jan.  11,  1947,  an  exploratory  laparotomy  was 
done,  showing  small  bowel  distension,  numerous  large 
nodes  in  the  mesentery  of  the  small  bowel ; no  evi- 
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dence  of  obstruction.  One  of  these  nodes  was  re- 
moved for  diagnosis,  and  was  reported  as  atypical 
sarcoid. 

He  was  then  admitted  to  another  hospital.  His 
weight  had  dropped  from  185  to  90  lbs.  Diarrhea 
continued,  and  there  were  also  periods  of  constipa- 
tion, during  which  he  had  noted  swelling  of  his  abdo- 
men and  crampy  pains.  Physical  examination  and 
laboratory  data  were  similar  to  those  previously  de- 
scribed. He  was  placed  on  a high  caloric  diet,  with 
parenteral  vitamins,  and  protein  hydrolysates,  hut  his 
condition  became  progressively  worse,  and  he  died 
approximately  7 months  later. 

Discussion 

Dr.  C.  Lazvrcnce  Holt:  Having  had  an  opportunity 
to  study  the  X-ray  films  on  this  case,  I feel  that  there 
are  a number  of  findings  which  may  be  of  importance. 
In  the  first  place,  the  original  upper  G.I.  series  reveals 
a jejunal  pattern  which  you  can  see  is  coarser  than 
normal,  and  the  usual  light  feathery  appearance  is  not 
present.  (Fig.  I)  This  suggests  some  type  of  defi- 


of  small  bowel.  This  particular  situation  may  he  seen 
in  such  conditions  as  tropical  and  non-tropical  sprue, 
in  severe  vitamin  deficiency,  and  in  instances  where 
the  barium  has  traversed  the  bowel  at  an  unusual  rate 
of  speed.  A diffuse  granulomatous  lesion  could  possi- 
bly give  the  same  picture,  but  it  seems  improbable  that 
it  would  he  this  extensive.  The  picture  does  not  ap- 
pear to  he  characteristic  of  regional  enteritis.  In  re- 
viewing the  films  of  the  various  barium  enemas,  it  is 
apparent  that  the  cecum  is  distended  and  dilated,  and 
in  one  film  it  is  clear  that  there  is  considerable  hazi- 
ness outlining  the  cecum  and  the  ileocecal  region. 
There  is  no  evidence  of  any  fistulous  tracts.  One  of 
the  most  interesting  films  is  this  one  of  the  large 
bowel  filled  with  barium,  in  which  you  can  see  an  un- 
usual type  of  foamy  or  soapy  appearance  (Fig.  Ill), 
outlining  the  greater  portion  of  the  ascending  and 
transverse  colon,  as  though  there  were  a layer  of 
small  soap  hubbies  covering  the  whole  mucosa.  This 
is  an  appearance  which  I have  never  seen  before,  and 
either  suggests  that  there  is  an  involvement  of  the 
bowel  wall  itself,  or  that  the  lumen  is  filled  with  some 
type  of  fatty,  soapy  material,  which  extends  through 


Figure  II 

the  hepatic  flexure  as  far  as  the  sigmoid.  I prefer  to 
think  it  is  the  latter.  In  the  flat  plate  of  the  abdomen 
it  is  difficult  to  differentiate  small  from  large  bowel 
segments,  although  it  is  apparent  in  some  of  the  films 
that  there  may  he  distended  loops  of  small  bowel  in 
the  right  lower  quadrant,  lying  in  close  association 
with  the  large  dilated  cecum. 

In  trying.to  make  a diagnosis  in  this  case,  one  can- 


Figure  I 

ciency  disorder.  The  6-hour  follow-up  film  (Fig.  II) 
seems  to  he  of  interest,  in  that  there  is  an  unusual 
amount  of  fragmentation  of  the  barium,  apparently 
in  the  lower  ileum,  with  definite  irregularity  and 
coarseness  of  the  outline  of  the  barium-filled  seg- 
ments of  small  bowel,  and  with  a loss  of  normal  mu- 
cosal pattern,  as  can  he  seen  in  this  film.  There  is 
also  a puddling  of  barium  in  these  abnormal  segments 
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not  neglect  the  fact  that  the  original  gland  removed 
for  biopsy  examination  was  reported  as  showing  sar- 
coid. We  must  assume  that  this  was  a correct  diag- 
nosis. It  seems  unlikely  that  the  lesion  would  be 
mistaken  for  a lymphomatous  process,  in  view  of  the 
fact  that  the  multinucleated  giant  cells  of  the  Reed- 
Sternberg  type  are  quite  different  from  the  Langhans 
type  of  foreign  body  giant  cells  seen  in  sarcoid.  It 
would  he  more  difficult,  however,  to  differentiate  the 
lesion  from  tuberculosis,  particularly  in  a hyper- 
plastic phase,  in  that  the  basic  epitheloid  cells  are 
similar,  and  the  multinucleated  giant  cells  are  similar. 
If  no  caseation  is  seen,  it  may  he  a difficult  differen- 
tial diagnosis. 

If  the  original  condition  was  sarcoid,  then  one 
might  try  to  explain  the  whole  course  on  the  basis 
of  such  a lesion,  which  seems  difficult  to  do,  in  view 
of  the  fact  that  it  would  be  most  unlikely  to  have 
such  severe  gastrointestinal  involvement  of  the  skin, 
hones,  or  particularly  the  lungs,  and  we  have  evidence 
that  the  original  chest  plate  revealed  nothing  sugges- 
tive of  sarcoid  or  tuberculosis.  The  lack  of  elevation 
of  the  globulin  fraction  in  the  serum  protein  is  against 
a diagnosis  of  diffuse  sarcoidosis.  A further  possi- 
bility is  that  of  tuberculosis  developing  in  a patient 
with  sarcoid,  but  the  whole  course  does  not  seem 
consistent  with  a tuberculosis  enteritis,  and  again  it 
seems  asking  too  much  to  have  a fatal  tuberculosis 
without  some  involvement  of  the  lungs.  According 
to  Isadore  Snapper1  in  his  monographs  on  Besnier- 
Boeck  disease,  or  sarcoid,  and  regional  ileitis,  the 
two  conditions  are  considered  to  he  closely  related,  if 


not  identical.  In  fact,  the  two  monographs  are  bound 
as  a single  volume.  A diagnosis  of  regional  ileitis  in 
his  case  seems  unlikely,  in  view  of  the  fairly  rapid, 
progressive,  relentless,  downhill  course,  plus  the  find- 
ings of  an  unusual  amount  of  fat  in  the  stools. 
Other  authors,  such  as  Freiman,2  writing  in  the 
medical  progress  section  of  the  New  England  Journal 
of  Medicine,  believe  that  there  is  no  relation  between 
Boeck’s  sarcoid  and  regional  enteritis.  He  appears 
to  believe  that  many  granulomatous  lesions  which  in- 
volve the  small  bowel  may  give  a microscopic  picture 
not  dissimilar  from  sarcoid,  but  feels  that  this  is  no 
justification  for  considering  the  over-all  picture  to  be 
sarcoidosis. 

When  one  is  presented  with  a case  of  lympha- 
denopathy,  episodes  of  feverishness,  weight  loss,  diar- 
rhea, and  evidence  of  intermittent  bowel  obstruction, 
one  would  be  safe  in  considering  such  a disease  as 
Hodgkins’  granuloma.  This,  in  fact,  was  the  diag- 
nosis which  first  appealed  to  me  when  I read  over 
the  case.  Against  such  a diagnosis,  however,  was  the 
original  biopsy  finding,  plus  the  fact  that  the  spleen 
was  not  enlarged,  that  there  were  no  mediastinal 
nodes,  and  that  there  was  suggestive  multiple  exten- 
sive involvement  of  the  small  and  perhaps  the  large 
bowel  by  the  pathological  process.  Parker  and  Jack- 
son3  in  their  excellent  review  of  Hodgkins’  disease 
in  the  New  England  Journal  of  Medicine  believe  that 
multiple  involvement  of  the  intestinal  tract  by  a 
Hodgkins’  granuloma  is  exceedingly  unusual,  par- 
ticularly in  the  absence  of  splenomegaly.  Such  multi- 
ple involvement  without  splenomegaly  might  occur, 
however,  in  a condition  of  Hodgkins’  sarcoma,  and 
one  therefore  could  postulate  that  this  case  began 
as  a Hodgkins’  granuloma,  and  later  changed  to  a 
sarcomatous  lesion.  This  diagnosis  is  hard  to  main- 
tain, however,  in  view  of  the  report  of  sarcoid  on  the 
original  node,  and  does  not  explain  the  fact  that  the 
patient  had  light-colored,  fatty-appearing  stools.  On 
one  laboratory  examination,  in  fact,  it  is  stated  that 
an  abnormal  amount  of  fat  was  present.  This  type  of 
stool  may  he  seen  in  conditions  of  diffuse  pancreatic 
disease,  such  as  celiac  disease,  absence  of  the  pancreas, 
in  tropical  and  non-tropical  sprue,  or  in  some  cases 
in  which  there  has  been  an  exceedingly  high  fat  con- 
tent in  the  diet,  as  seen  occasionally  in  peptic  ulcer 
patients  who  are  taking  large  amounts  of  cream.  A 
diagnosis  of  sprue  seems  difficult  to  sustain  in  view 
of  the  progressive  downhill  course,  the  lack  of  any 
remissions,  the  lack  of  bleeding  tendencies,  the  lack 
of  any  pigmentation,  and  the  absence  of  a macro- 
cytic anemia  and  peripheral  neuritis. 

Concerning  the  pathological  report  on  the  lymph 
node  removed  at  time  of  exploratory  laparotomy,  Dr. 
Porter  has  volunteered  the  information  that  this  was 
interpreted  as  “atypical  sarcoid.”  As  far  as  I am 
concerned,  this  just  further  confuses  the  issue,  but 
it  does  help  rule  out  any  of  the  lymphomatous  con- 
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ditions  which  we  have  previously  considered  in  the 
diagnosis. 

Finally,  there  is  one  condition  which  explains  very 
nicely  all  the  gastrointestinal  symptomatology,  but  it 
is  so  rare  that  I feel  very  insecure  in  suggesting  it. 
The  condition  that  I have  in  mind  was  one  first  de- 
scribed by  Whipple4  back  in  1907,  and  is  termed  “in- 
testinal lipodystrophy.”  Such  a diagnosis  explains 
1 the  progressive  course,  the  appearance  of  fat  in  the 
stools,  the  marked  gastrointestinal  symptoms,  and,  I 
believe,  best  explains  the  X-ray  pattern.  In  review- 
ing a number  of  reports  in  the  literature,  I find  that 
a deficiency  pattern  in  the  jejunum  and  ileum  is  not 
uncommon.  Such  a diagnosis,  however,  does  not  ex- 
plain the  original  adenopathy  diagnosed  as  sarcoid  by 
1 the  pathologist.  One,  therefore,  wonders  whether 
: we  are  dealing  with  two  separate  unrelated  condi- 
i tions,  or  whether  Whipple’s  lipodystrophy  may  in 
j some  way  represent  a type  of  generalized  sarcoidosis, 
a concept  which  seems  difficult  to  prove.  In  view  of 
the  complete  explanation  of  the  clinical  course  of  this 
patient  by  such  a condition  as  Whipple’s  disease,  I 
favor  suggesting  this  as  my  final  diagnosis,  and  shall 
be  obliged  to  merely  state  that  this  patient  did  have 
a type  of  peripheral  lymphadenopathy  which  was 
diagnosed  as  sarcoid.  In  some  of  the  cases  of 
Whipple’s  disease  reported  in  the  literature,  an  ac- 
companying adrenal  atrophy  was  seen  at  time  of 
post  mortem,  and  I would  suggest  that  such  a con- 
dition might  be  found  in  this  patient,  in  view  of  his 
original  complaint  of  severe  weakness,  and  the  fact 
that  his  systolic  blood  pressure  was  reported  as  low 
as  88  mm.  of  mercury. 

Dr.  Joseph  Porter:  Dr.  Holt  has  made  the  correct 
diagnosis  in  this  case.  The  patient  died  of  intestinal 
lipodystrophy,  which  was  described  for  the  first  time 
by  Dr.  George  H.  Whipple4  in  1907,  under  the  title 
of  “A  hitherto  undescribed  disease,  characterized 
anatomically  by  deposits  of  fat  and  fatty  acids  in  the 


intestine  and  mesenteric  lymphatic  tissue.”  I am  in- 
debted to  Dr.  Benjamin  Newman5  of  the  Veterans’ 
Hospital  in  Togus,  Maine,  for  the  opportunity  of 
studying  the  tissues  removed  at  post  mortem  exami- 
nation. The  microscopic  sections  of  the  jejunum  and 
ileum  showed  the  mucosa  to  be  packed  with  lipo- 
phages,  which  stained  with  Sudan  IV.  There  were 
many  lymph  nodes  found  in  the  mesentery,  which 
showed  numerous  deposits  of  lipoid.  There  are  about 
23  cases  of  this  disease  reported  in  the  literature,  and 
granulomatous  lesions  in  the  myocardium  were  de- 
scribed in  a case  by  Reveno.6  It  is  my  impression 
from  reviewing  the  tissues  in  this  case  that  there 
were  probably  two  conditions.  The  lymph  nodes  re- 
moved from  the  neck  were  typical  of  sarcoid,  while 
that  removed  from  the  mesentery  shows  a number 
of  macrophages,  some  containing  lipoid,  and  in  all 
probability  represents  an  earlier  stage  of  the  same 
condition  which  was  observed  in  the  tissues  at  au- 
topsy. I think  it  is  interesting  that  the  diagnosis  of 
regional  enteritis  was  not  given  more  consideration 
in  this  case,  since  the  mesenteric  lymph  nodes  fre- 
quently show  a lesion  resembling  sarcoid. 
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We  emphasize  that  60,000,000  to  80,000,000 
Americans,  for  one  reason  or  another,  annually  con- 
sult physicians,  and  it  has  been  demonstrated  that  the 
tuberculosis  rate  among  these  groups  is  higher  than 
among  the  general  population.  For  this  reason,  it  is 
highly  desirable  that  private  physicians,  including 
general  practitioners,  internists  and  specialists,  ob- 
tain a chest  X-ray  film  of  every  patient  who  consults 
them  unless  the  results  of  a recent  chest  X-ray  sur- 
vey are  available. — New  England  J . Med.,  Robert  B. 
Kerr,  Frank  G.  Seldon,  John  D.  Spring,  November 
30,  1950. 


Services  that  reduce  the  reservoir  of  tubercle  bacilli 
among  human  beings  in  any  community  will  lessen 
the  number  of  new  cases  of  tuberculosis.  Every  ac- 
tive case  of  tuberculosis  or  potentially  infectious  case 
discovered  and  brought  under  treatment  and  super- 
vision is  a step  forward  in  reducing  this  reservoir  of 
human  tubercle  bacilli.  In  the  aggregate  these  meas- 
ures represent  the  weight  that  is  bringing  about  the 
control  of  this  disease  in  our  state  and  nation. — New 
England  J.  Med.,  Robert  B.  Kerr,  Frank  G.  Selden, 
John  D.  Spring,  November  30,  1950. 
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WHAT  EVERY  MAINE  DOCTOR  SHOULD  KNOW  ABOUT  CIVIL  DEFENSE  AND 
PUBLIC  SAFETY  PLANNING  — THIRD  REPORT 

Recommendations  for  the  Tallies  of  Organization  and  Equipment  and  for  the  Operation  of  Emergency 
Medical  Field  Units  in  the  Chain  of  Evacuation  for  Civilian  Casualties  from  Disaster  Areas. 

By  Charles  W.  Steele,  M.  D.,  F.  A.  C.  P.,  Deputy  Civil  Defense  Director  No.  3 for  Maine 


Civilian  Defense  and  Public  Safety  Planning  in  the 
State  of  Maine  has  progressed  quite  rapidly  during 
the  eighteen  months  which  have  elapsed  since  the  C ivil 
Defense  Agency  was  established  and  General  Spauld- 
ing Bisbee  was  appointed  as  the  first  Civil  Defense 
Director  in  December,  1949.  County  Civil  Defense 
Directors  and  the  Number  3 Deputy  County  Civil 
Defense  Directors  have  now  progressed  with  their 
planning  to  the  point  where  they  are  in  need  of  a 
“Blueprint”  for  the  emergency  Medical  Units  that 
will  constitute  the  Chain  of  Evacuation  to  be  used 
when  great  numbers  of  Civilian  Casualties  must  be 
removed  from  large  disaster  areas.  After  much  study 
the  committee  on  Emergency  Civilian  Medical  De- 
fense of  the  Maine  Medical  Association  * and  the 
State  Deputy  Civil  Defense  Director,  No.  3,  and  his 
assistants  **  have  drawn  up  the  following  recommen- 
dations for  such  a Chain  of  Evacuation,  and  these 
recommendations  have  been  approved  by  the  State 
Civil  Defense  Director.  The  Emergency  Medical 
Field  Units  which  will  constitute  this  Chain  of 
Evacuation  for  Civilian  Disaster  Casualties  is  shown 
in  graphic  form  on  Chart  No.  1 which  follows : 

Those  persons  with  previous  military  service  will 
note  that  the  above  Chain  of  Evacuation  for  civilian 
casualties  is  patterned  after  the  Chain  of  Evacuation 
now  used  by  the  United  States  Army.  The  members 
of  the  Committee  on  Emergency  Civilian  Defense  of 
the  Maine  Medical  Association  were  in  agreement 
that  the  Army  had  been  successfully  evacuating  cas- 


* Charles  W.  Steele,  M.  D.,  F.  A.  C.  P.,  Chairman ; 
Albert  W.  Moulton,  M.  D.,  Deputy  Chairman;  Ralph  A. 
Getchell,  M.  D.,  F.  A.  C.  S. ; Harry  Butler,  M.  D.,  Garfield 
G.  Defoe,  M.  D.,  Frederick  C.  Dennison,  M.  D.,  Harold  E. 
Small,  M.  D.,  M.  Allan  Torrey,  M.  D.,  John  B.  Thompson, 
M.  D.,  Roscoe  L.  Mitchell,  M.  D.,  Clark  F.  Miller,  M.  D., 
and  Oramel  PI.  Stanley,  M.  D. 

**  Assistant  State  Deputy  Directors,  No.  3:  Albert  W. 
Moulton,  M.  D.,  Ophthalmologist;  Alternate  Deputy  Direc- 
tor, No.  3,  Frederick  B.  Oleson,  Assistant  Professor  of 
Physics,  University  of  Maine,  Atomic  Warfare  and  Radio- 
logical Detection  in  Civil  Defense  Planning;  Clark  F.  Miller, 
M.  D.,  Radiologist,  Central  Maine  General  Hospital,  Medi- 
cal Aspects  of  Atomic  Weapons  and  Atomic  Warfare  in 
Civil  Defense  Planning;  Richard  C.  Wadsworth,  M.  D., 
Pathologist,  Eastern  Maine  General  Hospital,  Transfusions 
and  Blood  Banks  in  Civil  Defense  Planning;  Margaret  Y. 


unities  from  disaster  areas  for  a very  long  time  and 
that  it  would  be  very  difficult,  indeed,  to  improve 
much  on  the  basic  set-up  now  used  by  this  branch  of 
the  Armed  Forces.  Consequently,  the  Army  tables 
of  organization  and  equipment  were  used  as  guides 
for  the  recommendations  which  follow. 

Variations  in  topography  of  the  ground,  in  the  lo- 
cation of  roads,  in  the  position  of  buildings  suitable 
for  occupation  by  emergency  medical  units  and  in 
numerous  other  situations  peculiar  to  the  different 
regions  of  this  State  will  certainly  make  it  quite 
necessary  for  the  local  planners  to  make  substantial 
modifications  in  any  master  plan  for  the  evacuation 
of  casualties.  Hence,  the  Committee  on  Emergency 
Civilian  Medical  Care  has  prepared  only  recommen- 
dations of  a general  nature  for  the  number,  location 
and  tables  of  organization  and  equipment  (T/O  & E) 
for  the  installations  shown  above  on  Chart  No.  1. 

A. — First  Aid  Posts. 

1.  Fixed  First-Aid  Posts. 

a.  To  serve  as  headquarters  for  the  nurse  and 
her  aid  and  as  bases  for  First-Aid  Teams 
and  Litter  Bearer  Teams. 

b.  To  he  located,  whenever  feasible,  in  the 
basements  of,  or  on  the  first  floor  of  brick 
or  stone  buildings  and  accessible  by  at  least 
two  doorways. 

c.  To  be  established  at  points  at  approximately 
J4  mile  intervals,  or 


Hodgkins,  R.  N.,  Chairman,  Committee  on  Civil  Defense, 
Maine  State  Nurses’  Association,  Nursing  Aspects  of  Civil 
Defense  Planning ; Donald  Rosenberger,  Director,  Maine 
General  Hospital,  Fixed  and  Auxiliary  Hospitals  in  Civil 
Defense  Planning;  M.  C.  Pettapiece,  D.  O.,  Chairman,  Com- 
mittee on  Civil  Defense,  Maine  Osteopathic  Association, 
Osteopathic  Surgeons  and  Physicians  and  Osteopathic  Hos- 
pitals in  Civil  Defense  Planning;  C.  Wendall  Lever,  Chief 
Chemist,  Goodall-Sanford  Mills,  Chemical  Defense  Aspects 
of  Civil  Defense  Planning ; Charles  F.  Branch,  M.  D., 
Pathologist,  Central  Maine  General  Hospital,  Special 
Weapons  (Bacteriological  Warfare),  Defense  Aspects  of 
Civil  Defense  Planning;  Parker  Mann,  D.  M.  D.,  Dental 
Surgeon,  Central  Maine  General  Hospital,  Dental  Services 
in  Civil  Defense  Planning ; W.  Mayo  Payson,  Executive 
Secretary,  Maine  Medical  Association,  Special  Assistant  to 
the  State  Deputy  Civil  Defense  Director,  No.  3,  in  regard 
to  Civil  Defense  matters. 
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d.  To  be  allotted  by  the  County  or  City  Civil 
Defense  Directors  on  the  basis  of  one  for 
approximately  every  5,000  of  the  urban 
population  in  the  larger  towns  and  cities. 

2.  Mobile  First-Aid  Units. 

a.  To  be  used  to  implement  the  personnel 
operating  out  of  the  Fixed  First-Aid  Posts 
in  a large  disaster  area  with  heavy  casual- 
ties. 

b.  To  be  assigned  by  the  County  or  City  Civil 
Defense  Director  to  operate  in  any  disaster 
area  where  there  were  unusually  large  num- 
bers of  casualties,  or  as  replacements  for 
Fixed  First-Aid  Posts  put  out  of  action  as 
a result  of  the  disaster  producing  agent. 

c.  To  be  allotted  on  the  basis  of  one  for  each 
15,000  to  25,000  of  the  urban  population. 

3.  Table  of  Organization  for  a Fixed  First-Aid 

Post  or  for  a Mobile  First-Aid  Unit. 

a.  The  personnel  attached  will  be  assigned  by 
the  Number  3 Deputy  County  or  by  the 
Number  3 Deputy  City  Civil  Defense  Di- 
rector and  will  be  under  his  direction.  The 
availability  of  trained  personnel  will  largely 
determine  the  number  of  persons  assigned 
to  each  First-Aid  Post  or  First-Aid  Unit. 

b.  The  personnel  assigned  should,  when  at  all 
possible,  consist  of  a minimum  of  : 

1)  Three  trained  nurses  each  of  whom 
should  expect  to  be  on  duty  8 hours  out 
of  each  24  and  should  have  had  the 
Red  Cross  standard  and  advanced 
courses  in  first-aid.  The  nurse  would 
be  in  charge  of  the  First-Aid  Post  dur- 
ing her  eight-hour  tour  of  duty.  The 
nurse  and  her  aids  would  be  expected 
to  check  bandages  and  splints  applied 
by  the  first-aid  teams  and  to  prepare 
the  casualties  for  transfer  to  the  collect- 
ing posts.  She  would  also  be  respon- 
sible for  recording  the  names,  addresses 
and  other  vital  data  in  the  “Casualty 
Record  Book.” 

2)  Physicians  or  dentists  may  be  assigned 
to  First-Aid  Posts,  if  a sufficient  num- 
ber of  either  should  be  available  for 
this  type  of  duty,  in  which  event  they 
would  be  in  command  and  the  nurses 
would  be  responsible  to  the  doctor  and 
would  follow  his  orders.  Flowever,  it  is 
not  expected  that  physicians  in  larger 
towns  will  be  available  in  sufficient  num- 
bers to  permit  their  assignment  to  First 
Aid  Posts. 

Three  nurses’  assistants,  each  of  whom 
should  expect  to  be  on  duty  8 hours  out 


of  each  24  at  the  First-Aid  Post  during 
an  emergency.  The  Nurses’  assistant 
would  be  expected  to  have  had  the  Red 
Cross  Standard  Course  in  First-Aid 
and  to  assist  the  trained  nurse  on  duty 
as  the  latter  or  the  doctor  may  direct. 

3)  Pharmacists  should  be  assigned  to  each 
First-Aid  Post  as  supply  officers. 
( Sponsoring  drug  stores  should  provide 
both  supplies  and  1 or  2 pharmacists.) 

c.  First-Aid  Teams  assigned  to  each  First-Aid 
Post  or  First-Aid  Unit  will  vary  in  number 
depending  on  personnel  available  for  assign- 
ment but  should  consist  of  a minimum  of 
six.  Two  teams  would  each  be  on  duty  8 
hours  out  of  each  24.  All  members  of  First- 
Aid  teams  should  also  have  had  the  Red 
Cross  Standard  and  Advanced  courses  in 
First-Aid.  Housewives  and  high  school 
students  could  be  given  this  First-Aid  train- 
ing. These  teams  would  be  expected  to 
work  out  into  any  disaster  area  from  their 
First-Aid  post  and  to  locate,  tag  and  ad- 
minster  First-Aid  to  the  disaster  victims. 
Litter  bearers  would  be  summoned  to  take 
all  non-ambulatory  casualties  to  the  First- 
Aid  Post ; but  ambulatory  casualties  would 
be  treated  and  directed  to  the  collecting  post 
from  where  they  could  be  transported  by 
bus  or  truck  to  designated  installations  out- 
side the  Disaster  Area  proper. 

d.  Stretcher  Bearer  Teams  assigned  to  each 
First-Aid  Post  or  First-Aid  Unit  will  vary 
in  number  depending  on  personnel  available 
to  the  Number  3 Deputy  Civil  Defense 
Director,  but  should  consist  of  a minimum 
of  6 such  teams.  These  stretcher  bearer 
teams  should  each  be  made  up  of  four  per- 
sons, since  here  again  it  is  entirely  possible 
that  housewives  and  high  school  students 
might  constitute  the  only  personnel  avail- 
able for  such  assignment.  Each  team  would 
be  working  shifts  of  8 hours  out  of  each 
24.  Members  of  these  litter  bearer  teams 
should  have  had  the  Red  Cross  Standard 
First-Aid  Course  and  would  be  expected  to 
carry  non-ambulatory  casualties  from  the 
immediate  disaster  area  to  the  First-Aid 
Post. 

4.  Table  of  equipment  for  a Fixed  First-Aid  or 

for  a Mobile  First-Aid  Unit. 

a.  One  stretcher  for  each  litter  bearer  team  as- 
signed to  the  Post  and  one  replacement 
stretcher  for  each  team. 

b.  Two  or  more  high  racks  for  holding 
stretchers  should  be  installed  in  every  First- 
Aid  Post.  (Such  litter  racks  greatly  facili- 
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tate  the  work  of  the  nurse  and  her  aides 
when  checking  dressings  and  splints.)  Sev- 
eral low  racks  to  keep  litters  off  the  ground 
will  also  be  needed. 

c.  A supply  of  blankets,  computed  on  the  basis 
of  two  for  each  stretcher  and  two  as  re- 
placements. 

d.  All  other  equipment  for  each  Mobile  First- 
Aid  Unit  should  be  packed  in  two  portable 
boxes  provided  with  handles.  Each  box 
would  need  to  he  20"  x 15"  x 8"  in  size. 

e.  The  minimum  essential  medical  supplies 
recommended  for  a First-Aid  Post  has  been 
listed  in  Appendix  “A”  which  is  attached 
to  this  report.  The  cost  of  these  medical 
supplies  and  equipment  needed  for  one 
First-Aid  Post  will  be  $197.80,  based  on 
prices  quoted  during  October,  1950.  In  a 
general  way  it  would  seem  wiser  to  stock 
each  First-Aid  Post  with  a minimum 
amount  of  supplies  and  equipment  until 
such  time  as  a disaster  may  strike.  In  the 
meantime,  the  greater  bulk  of  the  First- 
Aid  supplies  should  be  stored  in  strategic, 
yet  relatively  safe  places  where  they  would 
not  he  subject  to  destruction  yet  near 
enough  to  permit  them  to  be  transported 
quickly  to  First-Aid  Posts  and  Mobile 
First-Aid  Units  operating  in  and  closely 
adjacent  to  any  disaster  area  within  the  city. 

f.  Maine  Pharmacists  have  indicated  their 
willingness  to  sponsor  First-Aid  Posts  and 
will  provide  the  initial  quantities  of  expend- 
ible medicines  and  medical  supplies  re- 
quired from  off  their  shelves  with  the  ex- 
ception of  medical  instruments,  sutures  and 
narcotics. 

B. — Collecting  Post. 

1.  The  Number  3 Deputy  County  and  the  Num- 
ber 3 Deputy  City  Defense  Directors  should 
survey  their  respective  county  and  city  with  a 
view  to  establishing  one  Collecting  Post  for 
each  15,000  to  25,000  of  the  urban  population. 

2.  Each  such  Collecting  Post  should  he  estab- 
lished at  an  accessible  point  which  will  make 
it  possible  for  casualties  to  be  brought  in  to  it 
from  a minimum  of  3 and  a maximum  of  5 
First-Aid  Posts.  The  Collecting  Post  should 
be  located  near  a broad  street  or  highway  which 
is  not  flanked  by  high  buildings  in  order  that 
it  may  be  reached  easily  and  quickly  by  motor 
vehicles  such  as  ambulances,  buses  and  trucks ; 
and  it  should  not  be  over  mile  away  from 
any  one  of  the  First-Aid  Posts  from  which 
casualties  are  to  be  received. 

3.  A Collecting  Post  will  be  operated  by  the  Col- 


lecting Post  Platoon  of  the  collecting  company 
to  be  described  below. 

C. — Collecting  Companies. 

1.  The  Number  3 Deputy  County,  or  the  Num- 
ber 3 Deputy  City  Civil  Defense  Director  if 
there  is  one,  should  be  responsible  for  selecting 
commanding  officers  and  their  deputy  com- 
manding officers  and  for  the  organization  and 
training  of  the  necessary  number  of  collecting 
companies  that  will  be  required  in  their  re- 
spective county  or  city. 

2.  The  commander  of  each  collecting  company 
should  receive  orders  from  and  will  he  re- 
sponsible to  the  Number  3 Deputy  County  or 
to  the  Number  3 Deputy  City  Civil  Defense 
Director  who  is  in  charge  of  that  particular 
locality  or  area. 

3.  A collecting  company  should  be  organized  on 
the  basis  of  one  such  unit  for  each  Collecting 
Post  that  is  to  be  established  in  each  of  the  lar- 
ger cities.  Or  in  other  words,  one  collecting 
company  would  ordinarily  be  needed  for  each 
15,000  to  25,000  of  the  urban  population. 

4.  The  functions  of  a collecting  company  would 
be  as  follows : 

a.  The  Litter  Bearer  Platoon  will  evacuate 
casualties,  either  by  hand  or  on  collapsible 
wheel  litters  or  by  jeep  or  ambulance  as 
local  conditions  permit,  from  the  First-Aid 
Posts  to  the  Collecting  Posts ; and  on  their 
return  will  bring  back  the  medical  supplies 
and  equipment  that  will  be  required  as  re- 
placements at  the  First-Aid  Posts. 

b.  The  Collecting  Post  Platoon  will  operate 
the  Collecting  Post,  sort  and  classify  cas- 
ualties as  they  arrive  from  the  First-Aid 
Posts,  and  administer  such  emergency  medi- 
cal care  as  may  be  required  to  prepare  the 
seriously  injured  for  further  evacuation  to 
installations  outside  the  disaster  zone. 

c.  The  Ambulance  Platoon  will  evacuate  all 
non-ambulatory  casualties  to  the  designated 
treatment  installation  outside  the  actual 
disaster  zone  and  would  he  expected  to 
bring  back  the  medical  supplies  and  equip- 
ment needed  to  replenish  such  supplies  as 
they  are  expended. 

5.  The  Table  of  Organization  recommended  for  a 
Collecting  Company  made  up  of  the  following 
three  platoons : 

a.  The  Litter  Bearer  Platoon  should  be : 

1)  Organized  in  three  sections  each  of 
which  will  be  on  duty  8 out  of  each  24 
hours. 

2)  Each  section  to  have  a leader  who  will 
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report  to  and  receive  orders  from  the 
Collecting  Company  Commander. 

3)  Each  section  to  be  made  up  of  6 to  10, 
four-man  litter  bearer  teams  capable  of 
carrying  a 200-pound  litter  load  mile 
every  30  minutes.  (There  should  be  a 
minimum  of  2,  four-man  litter  teams 
for  each  First-Aid  Post  served  by  the 
Litter  Bearer  Platoon.) 

b.  The  Collecting  Post  Platoon  should  be: 

1)  Organized  in  three  sections  each  of 
which  will  be  on  duty  8 out  of  each  24 
hours. 

2)  Each  section  should  have  as  its  nucleus, 
a medical  team  made  up  of  one  physi- 
cian, one  dentist,  one  trained  nurse  and 
four  nurses’  aides  or  orderlies.  A regis- 
tered pharmacist  should  be  assigned  to 
each  team  to  act  as  supply  officer  and 
should  be  from  the  sponsoring  drug 
store  if  there  is  one.  In  addition  there 
should  be  one  chaplain,  one  ambulance 
dispatcher,  two  door  keepers,  two  tele- 
phone or  message  center  operators,  one 
utility  man  and  one,  two-man  decon- 
tamination team.  The  doctor  will  be  in 
charge  of  the  Collecting  Post  during 
his  8-hour  tour  of  duty  and  in  his  ab- 
sence the  trained  nurse  would  be  in 
charge. 

3)  The  physician  in  charge  of  the  Col- 
lecting Post  Platoon  may  also  be  desig- 
nated as  the  Collecting  Company  Com- 
mander but  in  either  event  he  will  re- 
port to  and  receive  orders  from  the 
Number  3 Deputy  County  Civil  De- 
fense Director.  In  the  event  that  the 
physician  in  charge  of  the  Collecting 
Post  is  not  the  Collecting  Company 
Commander  the  former  will  maintain  a 
close  liaison  with  the  Collecting  Com- 
pany Commander  with  a view  to  insur- 
ing the  efficient  operation  of  the  three 
Collecting  Company  Platoons. 

c.  The  Ambulance  Platoon  should  be : 

1)  Organized  in  three  sections  each  of 
which  will  be  on  duty  8 out  of  each  24 
hours. 

2)  Each  section  to  have  a designated  leader 
who  will  report  to  and  receive  orders 
from  the  Collecting  Company  Com- 
mander. 

3)  Each  section  will  include  one  driver  and 
one  attendant  for  each  ambulance,  each 


truck  equipped  with  racks  for  litters, 
and  each  bus  assigned  to  the  Ambulance 
Platoon.  In  addition  each  section  will 
need  to  have  one  ambulance  dispatcher, 
one  message  center  operator  to  handle 
incoming  and  one  to  handle  outgoing 
telephone  calls  or  other  types  of  com- 
munications. 

6.  The  Table  of  Equipment  Recommended  for  a 
Collecting  Company  has  been  listed  in  Appen- 
dix “B”  which  is  attached  to  this  communica- 
tion. 

D. — The  Combination  Clearing  Station  and  6o-Bcd 
Surgical  Hospital. 

1.  It  is  recommended  that  this  type  of  Unit  be 
sponsored  and  organized  in  its  entirety  from 
the  inactive  and  courtesy  staffs,  if  possible,  and 
from  the  nursing  staff  and  administrative  per- 
sonnel of  the  general  hospitals  throughout  this 
State  with  over  50  and  under  150  beds. 

2.  One  combination  clearing  station  and  60-Bed 
Surgical  Hospital  should  be  planned  for  each 
25,000  of  the  urban  population. 

3.  The  Number  3 Deputy  County  and  the  Num- 
ber 3 Deputy  City  Defense  Directors  should 
survey  each  large  city  in  the  county  with  a 
population  of  over  20,000  persons  with  a view 
to  selecting  a site  3 to  5 miles  out  from  the 
center  of  the  city  that  would  be  suitable  for 
each  Combination  Clearing  Station  and  60- 
Bed  Surgical  Hospital  that  might  be  required 
for  said  city  in  event  serious  disaster  were  to 
strike. 

4.  The  necessary  number  of  such  Combination 
Clearing  Station  and  60-Bed  Surgical  Hospital 
units  would  be  moved  in  by  the  Number  3 
Deputy  State  Civil  Defense  Director  from  cities 
outside  the  Disaster  Area  in  event  the  catas- 
trophe was  a serious  one. 

5.  The  Commanders  of  these  Combination  Clear- 
ing Station  and  60-Bed  Surgical  Hospital  units 
would  then  report  to  and  receive  orders  from 
the  Number  3 Deputy  County  Civil  Defense 
Director  as  soon  as  these  units  began  to  receive 
disaster  victims. 

6.  The  Combination  Clearing  Station  and  60-Bed 
Surgical  Hospital  units  would  comprise  the 
first  hospital  installation  in  the  Chain  of  Evacu- 
ation and  would  be  expected  to  receive  only 
such  very  seriously  injured  disaster  victims  as 
could  not  be  evacuated  to  more  distant  fixed  or 
auxiliary  general  hospital  units  without  en- 
dangering their  lives. 


NINETEEN  HUNDRED  AND  FIFTY-ONE— MAY 


153 


CHART  #2 


7.  Chart  No.  2 above  shows  the  proposed  general 
organization  of  a “Combination  Clearing  Sta- 
tion and  60-Bed  Surgical  Hospital”  in  graphic 
form. 

8.  The  Table  of  Organization  recommended  for  a 
Combination  Clearing  Station  and  60-Bed  Sur- 
gical Hospital  is  as  follows : 

a.  The  professional  sections  should  include : 

1 ) A total  of  six  physicians  and  surgeons 
with  the  following  qualifications  : 

a)  Two  general  surgeons. 

b)  Two  assistant  surgeons. 

c)  Two  internists  or  general  practi- 
tioners with  a working  knowledge 
of  anaesthesia. 

2)  The  nursing  units  should  include  a total 
of  12  nurses  with  duty  assignments  as 
follows : 

a)  A chief  nurse. 

b)  Six  general  duty. 

c)  Five  operating. 

3)  The  nursing  aide  and  orderly  group 
should  include : 

a)  Eight  nurses’  aides  for  ward  duty 
and  operating  room. 

b)  Five  orderlies  for  ward  and  operat- 
ing room  assignment. 

4)  The  laboratory  unit  should  include: 

a)  One  pathologist,  bacteriologist  or 
chemist,  if  available. 

b)  Two  general  duty  technicians. 

5)  The  X-ray  Unit  should  include  : 

a)  One  radiologist  if  available. 

b)  Two  X-ray  technicians. 

6)  The  pharmacy  unit  should  include  one 
registered  pharmacist. 

b.  The  Administrative  Section  should  include  : 

1)  An  Administrative  Section  Chief  or 
director. 


2)  One  dietitian. 

3)  Three  clerks. 

4)  Two  amateur  radio  operators  when  re- 
quired. 

5)  Two  telephone  or  communications  cen- 
ter operators. 

6)  Four  maintenance  men,  who  may  also 
be  required  to  function  as  litter  hearers 
or  doorkeepers,  etc. 

7)  Two  housekeepers. 

8)  One  cook  and  one  assistant  cook. 

9)  Four  kitchen  helpers. 

10)  The  kitchen  staff  can  be  deleted  from 
this  proposed  table  of  organization  if 
food  service  units  are  provided  in  the 
general  Civil  Defense  Organization. 

9.  The  Table  of  Equipment  recommended  for  a 
Combination  Clearing  Station  and  60-Bed  Sur- 
gical Hospital  has  been  listed  in  Appendix  “C” 
which  will  not  be  published  as  a part  of  this 
article  because  of  its  limited  usefulness  but 
can  be  procured  on  request  from  State  Civil 
Defense  Agency,  State  House,  Augusta,  Me. 

E. — N euro  psychiatric  Diagnostic  and  Treatment  Sta- 
tions. 

1.  Table  of  Organization  and  Equipment  for  the 
new  army  “Psychiatric  Treatment  Station.” 

The  United  State  Army  has  recognized  the  im- 
portance of  providing  psychiatric  treatment  as  far 
forward  as  possible ; and  in  order  to  make  this 
feasible,  psychiatric  treatment  stations  are  to  be  allo- 
cated to  each  army  on  the  basis  of  one  per  corps. 
These  new  army  psychiatric  treatment  stations  are 
actually  “Separate  Clearing  Companies,”  which  are 
nominally  made  up  of  15  officers  and  135  enlisted 
men,  to  which  are  to  be  attached  four  (4)  psychia- 
trists, one  (1)  neurologist,  one  (1)  clinical  psycholo- 
gist, one  (1)  psychiatric  social  worker  and  eight  (8) 
additional  enlisted  technicians  with  MOS  numbers 
which  indicate  they  are  to  have  had  training  in  neuro- 
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psychiatry,  clinical  psychiology  and  psychiatric  social 
work.  Those  readers  interested  in  further  details  are 
referred  to  Army  (T/O  & E — 8-500 — Page  12). 

These  army  psychiatric  treatment  stations  have 
their  own  transportation  and  are  capable  of  caring 
for  200  to  250  patients. 

2.  The  Table  of  Organization  as  proposed  for 
Civil  Defense  “Neuropsychiatric  Diagnostic 
and  Treatment  Stations”  for  Maine. 

Because  of  the  shortage  of  psychiatrists  in  this 
State,  it  is  impossible  to  organize  units  as  elaborate 
and  large  as  the  new  psychiatric  treatment  stations 
planned  by  the  Army.  Fortunately,  Maine  cities  are 
comparatively  small  and  relatively  few  in  number ; 
hence  it  would  seem  reasonable  to  assume  that  the 
number  of  psychiatric  casualties  would  be  propor- 
tionately less  should  disaster  strike.  On  the  basis 
of  this  reasoning,  therefore,  it  has  been  suggested 
that  a maximum  of  four  (4)  neuropsychiatric  diag- 
nostic and  treatment  teams  of  the  type  to  be  de- 
scribed below,  should  be  sufficient  to  provide  ade- 
quate Civil  Defense  coverage  for  this  State. 

It  has  been  tentatively  proposed  that  the  profes- 
sional personnel  assigned  to  each  of  these  neuro- 
psychiatric diagnostic  and  treatment  teams  include : 
two  (2)  psychiatrists,  two  (2)  psychiatric  nurses 
and/or  four  (4)  individuals  with  experience  as 
supervisors  and  as  trained  psychiatric  aides  in  Vet- 
erans’ or  in  State  Hospitals.  Non-professional  per- 
sonnel such  as  clerks,  doorkeepers,  telephone  opera- 
tors, litter  bearers,  maintenance  men,  etc.  (as  enumer- 
ated above  for  collecting  posts)  will  need  to  he  re- 
cruited for  each  neuropsychiatric  diagnostic  and 
treatment  team. 

3.  A proposed  Table  of  Equipment  for  a “Neuro- 
psychiatric Diagnostic  and  Treatment  Station” 
is  as  follows : 

It  is  recommended  that  each  of  these  four  neuro- 
psychiatric diagnostic  and  treatment  teams  he  as- 
signed to  the  nearest  Mobile  Battalion  which  latter 
unit  would  provide  transportation,  messing  and  billet- 
ing facilities  in  event  that  the  Governor  should  de- 
clare the  existence  of  an  emergency  and  these  teams 
are  called  to  active  duty. 

The  bulk  of  the  work  of  each  neuropsychiatric 
diagnostic  and  treatment  team  would  consist  of  car- 
ing for  acute  anxiety  states,  acute  confusional  states 
and  acute  fear  reactions.  Insofar  as  possible,  cus- 
todial procedures  would  be  followed  and  the  pa- 
tients sedated  and  put  to  bed  to  sleep  for  several 
hours. 

In  event  of  major  catastrophe  and  in  event  the 
regular  commitment  procedure  should  break  down, 
the  State  Hospital  superintendents,  under  present 
law,  would  probably  have  adequate  authority  to  ac- 
cept cases  with  major  psychoses  that  required  regular 


hospitalization,  without  the  usual  formalities  and 
would  complete  the  necessary  papers  through  Probate 
Court  Commitments  in  Augusta  and  in  Bangor. 
Patients  requiring  actual  commitment  to  the  State 
Hospitals  are  expected  to  be  relatively  few  in  number. 

Basic  equipment  that  would  be  required  for  each 
neuropsychiatric  diagnostic  and  treatment  team 
would  be  a building,  in  or  near  the  outskirts  of  the 
city,  which  would  be  large  enough  to  accommodate 
40  to  50  beds.  Such  installations,  with  alternate  sites, 
should  be  selected  by  each  City  Civil  Defense  Di- 
rector or  his  Number  3 Deputy  Director,  in  advance 
of  disaster  and  preferably  should  he  partitioned  into 
two  or  more  sections  and  should  have  a suitable  num- 
ber of  side  rooms,  if  possible.  Extra  supplies  of 
bedding  and  beds  or  folding  cots  should  be  kept 
available  for  immediate  use  in  these  installations. 
Toilet  facilities  and  toilet  supplies  such  as  bed  pans, 
urinals,  etc.,  would  also  be  required. 

A sterilizer  and  an  adequate  supply  of  syringes 
and  needles  would  be  necessary.  Selected  emergency 
drugs  recommended  are  as  follows : 

Sodium  Amytal,  0.5  gm.  (7/d  gr.)  Lilly  I.V.S., 
5 cc.  Ampuls,  Dist.  Water. 

Sodium  Amytal,  0.25  gm.  (3)4  gr-)  Lilly  I.V.S., 
10  cc.  Ampuls,  Dist.  Water,  Merrill. 

Phenobarbital,  Sodium  (W.  S.  P.),  0.12  gm.  (2 
gr.),  I.V.S.  (Soluble  Phenobarbital). 

Amphetamine  Sulfate,  mgm.,  10., — Tablets. 

Paraldehyde — pint  bottles. 

Pentobarbital,  Sodium  0.1  gm.  (1)4  gr.),  Lilly. 

Nembutal,  0.1  gm.  (1/d  gr.),  Abbott. 

5 cc.  Ampuls  of  distilled  water. 

Tuinal — Lilly — Tablets : 

(Seconal,  Sodium  0.1  gm.  (1/4  gr.), 

(Sodium  Amytal,  0.1  gm.  (1/4  gr.). 

Morphine  sulfate,  34  gr. — Tablets  or  in  solution. 

Thiamine  Hydrochloride,  5 mg. — mouth. 

Betalin  S (Thiamin  chloride,  Lilly),  5cc. — (100 
mg.  per  cc.). 

Two  or  three  camisoles  should  be  available  for  use, 
if  necessary  for  the  restraint  of  severely  manic  or 
violent  patients  until  they  can  be  properly  sedated 
and  transferred  to  permanent  institutions. 

The  Maine  Psychiatric  Society  has  suggested  that 
one  such  neuropsychiatric  diagnostic  and  treatment 
team  be  recruited  from  each  of  the  following  places : 

a.  The  Veterans’  Administration  Hospital  at 
Togus. 

b.  Tbe  Bangor  State  Hospital. 

c.  The  Augusta  State  Hospital. 

d.  The  Portland  area. 
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Dr.  Francis  Sleeper,  president  of  the  Psychiatric 
Society,  has  appointed  a committee  to  study  this  prob- 
lem with  a view  to  working  out  the  necessary  details 
for  the  T/O  & E for  these  proposed  neuropsychiatric 
diagnostic  and  treatment  stations.  When  completed 
this  T/O  & E will  be  presented  to  the  Deputy  State 
Civil  Defense  Director  Number  3 and  to  the  State 
Civil  Defense  Director  for  their  approval. 

All  county  Civil  Defense  Directors  and  their  Num- 
ber 3 Deputies  should  be  cognizant  of  the  fact  that 
these  figures  as  given  for  the  personnel,  equipment 
and  supplies  are  minimal  for  all  these  units  in  the 
“Medical  Chain  of  Evacuation.”  Hence,  it  would  be 
necessary  either  to  increase  the  personnel  and  add 
to  the  equipment  and  supplies  allotted  to  the  regular 
units  in  the  disaster  area  or  to  move  in  additional 
units  in  event  casualties  were  heavy. 

The  recommendations  concerning  those  units  in 
the  “Medical  Chain  of  Evacuation”  for  disaster  cas- 
ualties, which  will  be  set  up  well  outside  tbe  disaster 
area  and  which  will  be  under  the  direct  command 
of  the  Number  3 State  Deputy  Civil  Defense  Direc- 
tor, will  be  found  in  a second  publication  which  will 
be  released  in  the  very  near  future. 

(Signed)  : 

Charles  W.  Steele,  M.  D., 

State  Deputy  Director  Number  3, 

Civil  Defense  and  Public  Safety. 

Approved : 

Spaulding  Bisbee, 

State  Director, 

Civil  Defense  and  Public  Safety. 

APPENDIX  A 

List  No.  1 — Equipment  for  a First-Aid  Post.  (Working- 
supply  for  the  personnel  assigned  to  operate  a First-Aid 
Post.) 

List  No.  1 below  indicates  the  medical  and  surgical  equip- 
ment for  use  by  the  trained  nurse  and  her  aide  at  the  First- 
Aid  Post.  Three  such  teams  will  be  required  to  operate  each 
First-Aid  Post  on  a 24-hour-round-the-clock  schedule  should 
disaster  strike.  First-Aid  Posts  are  subsidiary  to  a Collecting- 
Post  which  will  furnish  replacements  of  drugs  and  surgical 


supplies. 

LIST  NO.  I 

Cases,  Carrying,  waterproof  2 

Instruments 

Scissors,  surgical,  Mayo  5 )4",  curved  1 

Scissors,  surgical,  Mayo  5)4",  straight  1 

Scissors,  bandage,  angular,  7)4"  2 

Forceps,  hemostatic,  Rochester,  curved,  6)4"  6 

Forceps,  hemostatic,  Rochester,  straight,  5)4"  6 

Forceps,  tissue,  spring,  5)4"  1 

Forceps,  tissue,  spring,  mouse-tooth,  5)4"  1 

Forceps,  tongue,  holding,  7 " 1 

Tube,  breathing  (airway),  hard  rubber  or  metal  (adult)  1 
Tube,  breathing  (airway),  hard  rubber  or  metal  (child  1 
Retractor,  tissue,  double  end  nested  9"  and  10"  Army 

type,  pair  1 

Syringe,  hypodermic,  Luer,  2 cc.  2 

Needles,  hypodermic,  25  gage,  )4"  12 

Needles,  hypodermic,  19  gage.  1)4"  6 

Tubes,  constriction  (length  3")  for  needles  12 


Stoppers,  tube,  constriction,  for  needles  12 

Handles,  Bard  Parker,  No.  3 2 

Blades,  Bard  Parker,  No.  10,  package  of  6 l 

Suture  Material 

Catgut,  plain,  No.  1,  tubes,  boilable  6 

Silk,  dermal,  medium,  40"  strand,  package  of  6 

Needles,  suture,  catgut,  size  1,  half-circle,  trochar  point, 

Mayo  6 

Needles,  cutting  edge,  straight  6 

Drugs 

Morphine  sulfate  syrettes,  0.015  gm.  20 

Morphine  sulfate  syrettes,  0.030  gm.  10 

Sulfathiazole,  powder,  vials,  5 gm.  12 

Ointment,  ophthalmic,  boric  acid,  5%  tube,  4 gm.  1 

Alcohol,  denatured,  ethyl,  bottle,  500  cc.  1 

Ammonia,  aromatic  spirit,  bottle,  60  cc.  1 

Sodium  bicarbonate  y2  lb. 

Phenobarbital  tablets,  0.03  gm.  100 

Caffeine  sodium  benzoate,  ampuls  0.5  gm.  12 

Epinephrin  hydrochloride,  1 :1000  20  cc. 

Dressings  and  Bandages 

Compress,  gauze,  4"  x 4"  100 

Compress,  gauze,  2"  x 2"  200 

Pad,  surgical,  8"  x 10"  (Dakin)  25 

Bandage,  gauze,  2"  24 

Bandage,  muslin,  4"  24 

Bandage,  triangular,  muslin,  50"  x 36"  x 36"  24 

Cotton,  roll,  sterile,  absorbent  2 oz. 

Plaster,  adhesive,  2"  x 10  yards,  roll  2 

Cotton  batting  roll  l lb. 

Miscellaneous  Supplies 

Pins,  safety,  large  48 

Splints,  basswood  12 

Depressors,  tongue,  wood  24 

Applicators,  wood  25 

Sheeting,  rubber  (45"  x 72")  l 

Basins,  white  enamel,  9"  x 6"  x 1%"  (one  with  cover)  2 

Stove,  gasoline  (Coleman)  1 

Pencil,  indelible  1 

Pencil,  dermatographic  (red)  l 

Pads,  heating  chemical  4 

Pads,  heating,  refills,  chemical  4 

Gloves,  surgeon’s  rubber,  size  No.  8 (latex)  pair  2 

Flashlight  (two-cell)  1 

Battery,  dry  cell,  for  flashlight,  No.  950  4 

Lantern,  electric,  dry-cell  type  1 

Battery,  dry-cell  for  lantern,  No.  6 4 

Cups,  paper  25 

Brush,  nail  1 

Soap,  hand,  bar  2 

Towels,  hand  12 

Matches,  safety,  box  3 

Tourniquet,  field,  web  3 

Bag,  laundry,  small  1 

Tags,  identification,  book  of  20  6 

Casualty  record  books  1 


The  cost  of  the  above  list  of  supplies  and  equipment  for  a 
First-Aid  Post  was  $197.80  according  to  prices  quoted  in 
October,  1950.  A supply  of  penicillin  and  of  sulfadiazine 
tablets  should  be  included  with  the  above  list  of  drugs ; and 
additional  stocks  of  salt  tablets,  dressings  and  gauze  suitable 
for  the  initial  treatment  of  burn  cases  will  be  required  in 
event  of  atomic  warfare. 

APPENDIX  B 

The  Table  of  Equipment  Recommended  for  the  three 
platoons  of  the  Collecting  Company. 

A.  The  Litter  Bearer  Platoon  should  be  supplied  with  the 
following  items : 

1.  One  litter  for  each  four-man  litter  squad  or  team. 

2.  Two  blankets  for  each  litter. 

3.  One  individual  first-aid  packet  for  each  man  assigned  to 
this  platoon. 

4.  One  water  canteen  for  each  litter  bearer. 

5.  One  dry-cell  lantern  for  each  litter  bearer  team, 
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6.  One  dry-cell  flashlight  for  each  man. 

7.  One  collapsible  type  wheel  litter  carrier  for  each  litter 
bearer  team. 

8.  Leg  and  arm  splints  and  additional  first-aid  dressings 
and  supplies  to  be  obtained  from  the  Collecting  Post  as 
required  by  the  litter  bearer  teams. 

B.  The  Collecting  Post  and  the  Collecting  Post  Platoon 
should  be  provided  with  the  following  medical  equipment 
and  supplies : 

1.  List  No.  2. — Equipment  for  a Collecting  Post. 

(Supplementary  supplies  for  a collecting  post  platoon 
made  up  of  three  physicians,  nurses  and  nurses’  auxili- 
aries.) 

List  No.  2 which  follows,  indicates  the  Medical  and  Surgi- 
cal equipment  for  a Collecting  Post.  It  contains  the  bulky 
articles  such  as  traction  splints  which  could  not  be  included 
in  the  equipment  for  the  First-Aid  Post  without  impairing 
its  mobility.  These  articles  will  be  issued  from  the  Collecting 
Post  to  the  First-Aid  Posts  as  the  need  arises.  The  former 
is  also  stocked  with  dressings,  bandages  and  drugs  from 
which  the  supplies  of  the  First-Aid  Posts  may  be  replenished. 


Army  type  trunk  1 

Traction  Splints 

Splint,  arm,  hinge,  Thomas  4 

Splint,  leg,  half-ring,  Army  type  4 

Splint,  Thomas,  leg,  child  2 

Splint,  arm,  Murray  Jones,  child  2 

Suture  Material 

Catgut,  plain  No.  1,  tubes,  boilable  12 

Silk,  dermal,  medium  40"  strand,  package  of  12  1 

Needles,  suture,  size  No.  1,  half-circle,  trochar  point, 

Mayo  12 

Needles,  cutting  edge,  straight  12 

Drugs 

Morphine  sulfate  syrettes,  0.015  gni.  40 

Morphine  sulfate  syrettes,  0.030  gm.  20 

Sulfathiazole,  powder,  vials,  5 gm.  24 

Ointment,  boric  acid,  ophthalmic  5%  tube,  4 gm.  2 

Alcohol,  denatured,  ethyl,  70%  1 qt. 

Ammonia,  aromatic  spirit,  bottle,  60  cc.  1 

Sodium  bicarbonate  1 lb. 

Phenobarbital  tablets,  0.03  gm.  200 

Caffeine  sodium  benzoate  ampuls,  0.5  gm.  24 

Procaine  hydrochloride  tablets,  0.18  gm.  100 

Sodium  chloride  compressed  tablets,  1 gm.  100 

(Additional  sodium  chloride  tablets  will  be  needed 
if  the  number  of  burn  cases  is  large.) 


Dressings  and  Bandages 

Compress,  gauze,  4"  x 4"  200 

Compress,  gauze,  2"  x 2"  400 

Pad,  surgical,  8"  x 10"  (Dakin)  50 

Bandage,  gauze  2"  48 

Bandage,  muslin,  4"  48 

Bandage,  triangular,  muslin,  50"  x 36"  x 36"  48 

Cotton,  absorbent,  roll  1 lb. 

Plaster,  adhesive,  2"  x 10  yds.  4 

Cotton  batting,  roll  2 lb. 

M iscellaneous  Supplies 

Pins,  safety,  large  100 

Splints,  basswood  30 

Depressors,  tongue,  wood  100 

Applicators,  wood  50 

Sheeting,  rubber  (45"  x 72")  2 

Basins,  white  enamel,  9"  x 6"  x 1%"  (2  with  cover)  4 

Stove,  gasoline  (Coleman)  2 

Catheter,  urethral,  rubber,  Fl4  4 

Pencil,  indelible  4 

Pads,  heating,  chemical  8 

Pencil,  dermatolgraphic  (red)  4 

Refills,  pads,  heating,  chemical  8 

Gloves,  surgeon’s  rubber,  size  8 (Latex)  pair  4 

Lantern,  electric,  dry-cell  2 

Batteries,  dry-cell,  lantern,  No.  6 12 


Cups,  paper  so 

Brush,  nail  2 

Soap,  hand,  bar  4 

Towels,  hand  24 

Matches,  safety,  package  of  12  boxes  l 

Tourniquet,  field,  web  6 

Bag,  laundry,  small  2 

Tags,  identification  book  (books  of  20)  6 

Razor,  safety  l 

Blades,  safety  razor  12 


The  cost  of  the  above  list  of  items  would  be  $227.17  accord- 
ing to  prices  quoted  in  October,  1950.  At  first  it  had  been 
assumed  that  these  medical  supplies  and  equipment  listed 
above  would  have  to  be  purchased  and  stored  in  anticipation 
of  their  need  in  time  of  disaster,  but  it  would  now  appear  that 
such  stockpiling  of  essential  medical  supplies  might  not  be 
advisable  or  necessary.  The  Officers  and  Members  of  the 
Maine  Pharmaceutical  Society  have  indicated  that  any  large 
drug  store  in  our  major  cities  here  in  Maine  should  be  able 
to  furnish  directly  off  their  shelves  all  of  the  above  enumer- 
ated medical  supplies  except  for  the  surgical  instruments, 
sutures  and  splints.  Lienee,  it  is  recommended  that  the  larger 
drug  stores  be  requested  to  sponsor  Collecting  Posts  in  their 
respective  cities,  but  not  the  ones  in  their  immediate  vicinity 
for  reasons  which  are  obvious. 

Biological  products  such  as  tetanus  antitoxin  and  tetanus 
toxoid,  blood  plasma  and  antibiotics  such  as  penicillin,  aureo- 
mycin,  Chloromycetin,  terramycin,  etc.,  have  been  omitted 
from  the  above  list.  The  State  Department  of  Public  Health 
has  been  asked  to  stock  larger  quantities  of  tetanus  antitoxin, 
tetanus  toxoid  and  dried  blood  plasma  in  anticipation  of 
disaster. 

The  present  blood  banks  throughout  the  State  have  been 
requested  to  expand  their  bleeding  and  processing  facilities 
and  to  enlarge  their  donor  lists ; and  blood  and  liquid  plasma 
would  be  rushed  from  these  blood  banks  to  the  scene  of  the 
disaster  in  refrigerator  trucks.  Funds  to  stockpile  1000  Bax- 
ter transfusion  units  have  been  included  in  the  State  Civil 
Defense  Budget  request  for  1951. 

Since  penicillin  and  the  other  antibiotics  tend  to  deteriorate 
and  to  become  outdated  if  they  are  stockpiled  and  not  used 
in  a reasonable  time,  it  was  decided  that  these  items  might 
better  be  stocked  in  larger  quantities  in  the  General  Hospitals 
that  are  in  operation  throughout  the  State,  or  stored  in 
strategically  located  depots  and  distributed  promptly  to  clear- 
ing stations  and  collecting  posts  in  the  disaster  area. 

Sodium  pentothal  for  intravenous  anesthesia  should  be 
added  to  the  above  List  No.  2.  Additional  supplies  such  as 
sulfadiazine  tablets  should  be  added.  Finally  stocks  of  vase- 
line grease  and  other  ietms  required  for  the  treatment  of 
burns  would  need  to  be  greatly  augmented  in  event  of  Atomic 
warfare.  A substantial  number  of  hypodermic  atrophine  tab- 
lets would  be  required  along  with  additional  alkali  solutions 
should  enemy  use  of  nerve  gases  be  anticipated  in  the  imme- 
diate future. 

Finally,  each  doctor  assigned  to  a Collecting  Post  should 
be  issued  and  expected  to  carry  with  him  for  use  when  as- 
signed to  emergency  service,  a kit  functionally  equivalent 
either  to  the  OCD  Medical  Case  B issued  during  World  War 
II  or  to  Stock  No.  9-577-650  Surgical  Instrument  Kit,  Minor 
Surgery,  Armed  Services  Catalog  of  Medical  Material.  This 


latter  contains  the  following  items : 

Curette,  Ear,  Spoon  and  Hook,  Gross,  5-inch  each  1 

Director,  Grooved,  Cooper,  5-inch  each  1 

Forceps,  Dressing,  Straight,  5k2-inch  each  1 

Forceps,  Hemostatic,  Straight,  Kelly,  SRs-inch  each  2 

Blades,  Operating  Knife,  No.  10,  6s  pkg.  2 

Blades,  Operating  Knife,  No.  11,  6s  pkg.  2 

Handle,  Operating  Knife,  No.  3 each  1 

Needle,  Suture,  Surgeon’s  Regular,  Circle,  Cutting 

Edge,  Size  12,  6s  pkg.  1 

Needle,  Suture,  Surgeon’s  Regular,  $4  Circle,  Cutting 

Edge,  Size  16,  6s  pkg.  1 

Probe,  General  Operating,  Straight,  5-inch  each  1 

Scissors,  Operating,  Straight,  One  Point  Sharp,  5j/2- 

inch  each  1 


Continued  on  page  163 
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EDITORIAL 

June  17,  18  and  19,  1951! 


June  17,  18  and  19,  1951 ! Have  you  marked  those 
dates  on  your  calendar?  If  not  — do  it  now  and 
make  your  reservations  at  the  Poland  Spring  Iiouse 
for  the  duration  of  the  97th  annual  session  of  YOUR 
Association ; the  Maine  Medical  Association. 

On  the  next  two  pages  you  will  find  the  Program 
jin  Brief  for  this  event.  This  is  just  a sample  of 
what  is  in  store  for  you  and  your  Mrs.  And  — don’t 
forget  that  she  really  has  a part  in  the  Association 
now  that  the  Woman’s  Auxiliary  is  practically  State 
wide. 

There  isn’t  much  that  I can  tell  you  about  these 
Annual  Sessions,  especially  if  you  are  one  of  those 
fortunate  enough  to  have  attended  previous  meetings. 
If  I should  start  to  enumerate  the  value  to  each  and 
every  member,  I would  probably  find  myself  taking 
up  much  more  room  in  this  issue  of  the  Journal  than 
has  been  left  to  me  and  you  would  probably  begin  to 
wonder  why  we  limit  the  session  to  three  days. 

Consequently,  I am  going  to  remind  you  that 
the  meeting  opens  officially  with  the  First  Meeting  of 
the  House  of  Delegates  on  Sunday,  June  17,  at  3.00 
P.  M.  This  meeting  is  open  to  all  members  and  I 
wish  that  you  would  make  it  a point  to  be  there  and 
listen  to  the  discussion  which  determines  the  future 
of  your  Association.  Remember,  you  have  appointed 
the  members  of  the  House  for  this  purpose,  why  not 


be  there  and  see  and  hear  them  in  action ! The  Sec- 
ond Meeting  of  the  House  is  scheduled  for  Monday, 
June  18,  at  4.30  P.  M. 

The  election  of  the  President-elect  “shall  be  by 
direct  ballot  at  . . . the  close  of  the  first  general  after- 
noon session,”  i.e.,  Monday  afternoon,  at  4.00  P.  M. 

Fifty-Year  Medals  will  be  presented  to  eight  of 
your  colleagues  who  graduated  from  medical  school 
in  1901  at  the  Annual  Banquet,  Tuesday  evening, 
June  19,  at  7.00  P.  M.  Three  members,  who  received 
Fifty-Year  Medals  at  the  1941  Annual  Session,  will 
receive  Ten- Year  Bars  and  three  will  receive  Five- 
Year  Bars. 

One  of  the  most  important  parts  of  the  program 
is  the  Technical  Exhibit.  Thirty-eight  companies 
have  registered  for  this  exhibit.  These  companies, 
to  a large  measure,  make  these  meetings  possible. 
Please  plan  to  visit  each  one.  They  warrant  your 
appreciation  and  interest. 

The  Official  Program  will  be  published  in  the 
June  issue  of  the  Journal  and  a copy  sent  to  you 
early  in  June;  be  sure  and  put  this  copy  in  your 
pocket  when  you  start  for  Poland  Spring. 

Don’t  forget  to  pass  this  issue  of  the  Journal  on 
to  your  wife  after  you  have  finished  reading  it  — also 
the  June  issue  and  the  program. 


PROPOSED  AMENDMENTS  TO  BY-LAWS 


According  to  the  By-Laws,  Chapter  XIII,  Section 
1,  any  proposed  amendment  must  first  be  submitted 
to  the  Council  and  published  in  the  Journal  at  least 
30  days  preceding  the  annual  meeting.  The  following 
proposed  amendments  have  been  so  submitted  and  are 
in  order  for  action  at  the  annual  meeting  in  June: — 

Amend  Section  4,  Chapter  III  of  the  By-Laws  by 
adding  thereto  the  following: 

“Active,  honorary  and  senior  members  shall  be 
counted  in  determining  the  number  of  delegates  and 


alternates  to  which  a component  society  is  entitled.” 

Amend  Section  1,  Chapter  III  of  the  By-Laws  by 
adding  thereto  the  following : 

“A  spring  session  of  the  House  of  Delegates  shall 
be  held  each  year  at  a time  and  place  determined ; 
such  meeting  shall  be  held  at  least  60  days  prior  to 
the  annual  session.” 

Amend  Chapter  II  of  the  By-Laws  by  repealing 
Section  2 thereof  and  renumbering  Section  3 to  read 
Section  2. 
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PROGRAM  IN  BRIEF 
Maine  Medical  Association 
Ninety-Seventh  Annual  Session 
POLAND  SPRING  HOUSE 
Poland  Spring,  Maine 
SUNDAY,  MONDAY,  TUESDAY 
JUNE  17,  18,  19.  1951 


Arranged  by  the  Scientific  Committee 
Franklin  F.  Ferguson,  M.  D.,  Chairman 


SUNDAY,  JUNE  17,  1951 

3.00  P.  M. 

First  Meeting  of  the  House  of  Delegates 


7.00  P.  M. 


Dinner  : 

Speaker — To  he  announced 


2.00  P.  M.-4.00  P.  M. 

General  Session  : 

Surgery  of  the  Thyroid  Gland : 

E.  S.  Judd,  M.  D.,  Surgeon,  Mayo  Clinic 
Hard  of  Hearing  Program  : 

George  O.  Cummings,  M.  D.,  Portland 
President’s  Address: 

Foster  C.  Small,  M.  D.,  Belfast 


MONDAY,  JUNE  18,  1951 

9.00  A.  M. 

General  Assembly  : 

Presiding:  Foster  C.  Small,  M.  D.,  President 
Announcements : 

Franklin  F.  Ferguson,  M.  D.,  Chairman,  Scientific 
Committee 

Frederick  R.  Carter,  M.  D.,  Secretary 


9.30  A.  M.- 12.00  Noon 

General  Session  : 

X-ray  Conference : 

Forrest  B.  Ames,  M.  D.,  Bangor 
Symposium  on  Burns : 

Charles  F.  Branch,  M.  D.,  William  V.  Cox,  M.  D., 
Merrill  S.  F.  Greene,  M.  D.,  Lewiston 

ACTH  and  Cortisone  in  Surgery : 

Edward  L.  Howes,  M.  D.,  Department  Surgeon,  Colum- 
bia University  College  of  Physicians  and  Surgeons 


12.30  P.  M. 

Luncheon 

Luncheon  Meetings: 

County  Presidents  and  Secretaries 
John  W.  Cline,  M.  D.,  President-elect,  American  Medi- 
cal Association,  will  be  present 


4.00  P.  M. 

Introduction  of  Visiting  Delegates 
Election  of  President-Elect 


4.30  P.  M. 

Second  Meeting  of  the  House  of  Delegates 


7.00  P.  M. 


Dinner  : 

Speaker : 

John  W.  Cline,  M.  D„  President-Elect,  American  Medi- 
cal Association 


TUESDAY,  JUNE  19,  1951 

9.00  A.  M.-12.00  Noon 

General  Session  : 

Symposium  on  Fractures  and  Trauma: 

Howard  L.  Apollonio,  M.  D.,  Rockland 

Amputee  Demonstration  — Vocational  Rehabilitation 
Group 

Obstetrics  for  the  General  Practitioner : 

H.  Bristol  Nelson,  M.  D.,  Obstetrician,  Boston  Lying-In 
Hospital 


Luncheon 


12.30  P.  M. 
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2.30  P.  M.-5.00  P.  M. 

Medico-Legal  Society: 

President,  Arch  H.  Morrell,  M.  D.,  Presiding 

Announcements 

Presentation  of  Case : 

Wilson  H.  McWethy,  M.  D.,  Medical  Examiner, 
Augusta 

Poisons  from  the  Chemist’s  Point  of  View : 

Dr.  Joseph  Walker,  Boston,  Instructor,  Harvard  Medico- 
Legal  Department 

Poisons  from  a Medico-Legal  Standpoint : 

Richard  Ford,  M.  D.,  Head  of  Harvard  Medico-Legal 
Department 


2.30  P.  M.-5.00  P.  M. 

Maine  Heart  Association  : 

Program  to  he  announced 


7.00  P.  M. 

Annual  Banquet: 

Speaker:  Governor  Frederick  G.  Payne 
Presentation  of  Fifty-Year  Medals,  Five-  and  Ten-Year 
Bars 

Presentation  of  Golf  Prizes 


SPECIAL  NOTICES 


MONDAY,  JUNE  18,  1951 

9.30  A.  M. 

Ophthalmological  Section  : 

Howard  L.  Hill,  M.  D.,  Waterville,  Chairman 
Program  to  be  announced 


12.30  P.  M. 

Maine  Radiological  Society — Annual  Meeting: 
A luncheon  meeting 


TUESDAY,  JUNE  19,  1951 
10.00  A.  M. 

Maine  Medico-Legal  Society  : 

Joint  meeting  with  County  Attorneys’  Association 
Annual  Reports — Election  of  Officers — New  Business 

Dr.  Ford  and  Dr.  Walker  will  be  present  and  talk  on 
matters  of  interest 


12.30  P.  M. 

Maine  Heart  Association — Annual  Meeting: 
A luncheon  meeting 


GOLF  TOURNAMENT 

Francis  A.  Winchenbach,  M.  D.,  Bath,  Chairman 


Woman's  Auxiliary  to  the  Maine  Medical 
Association 

The  Woman’s  Auxiliary  Annual  State  Meeting  will  be 
held  in  conjunction  with  the  Maine  Medical  Association 
Annual  Meeting,  June  17,  18  and  19. 

The  Executive  Board  and  Council  will  meet  Monday  morn- 
ing, June  18,  at  9.00  A.  M. 

Medical  education  programs  for  all  women  attending  the 
Convention  will  be  held  Monday  morning  at  the  Mansion 
House. 

Monday  afternoon  at  2.00  P.  M.,  a meeting  for  all  Aux- 
iliary members  will  be  held  at  the  Mansion  House  for  annual 
business,  election  of  Officers,  and  to  hear  an  address  by  the 
National  President  of  the  Woman’s  Auxiliary. 

See  the  Maine  Medical  Association  Program  in  Brief  for 
the  evening  programs,  which  the  ladies  are  invited  to  attend. 


Art  — Hobby  Exhibit 

The  first  annual  Art  Hobby  Exhibit  will  take  place  at  the 
Poland  Spring  House,  during  the  97th  annual  session. 

Participants  are  requested  to  notify  Dr.  Frederick  R. 
Carter,  Secretary-Treasurer,  Maine  Medical  Association, 
142  High  Street,  Portland,  of  their  entries  as  early  as 
possible. 

If  you  plan  to  participate  please  get  this  information  in 
the  mail  without  delay. 


Convention  Rates 
Poland  Spring  House 
Poland  Spring,  Maine 


The  Convention  Rates  for  the  1951  Annual  Session  are  as 
follows : 

Double  room  with  twin  beds  and  private  bath  — 

$13.00  per  person  per  day. 

Two  double  rooms  with  twin  beds  and  connecting 
bath,  or  a double  room  and  single  room  with 
connecting  bath  — $13.00  per  person  per  day. 

Single  room  with  private  bath  — $15.00  per  day. 

A fifteen  percent  gratuity  will  be  added  to  the  bills  of 
ventioners  of  the  responsibility  of  tipping  during  the  session. 


Single  or  double  room  without  bath  — $11.00  per 
person  per  day. 

Charge  for  non-registered  guests  for  meals  will  be  as 
follows : 

Breakfast  $2.00 

Luncheon  3.00 

Dinner  4.00 

Banquet  5.00 

members  and  guests  as  they  check  out.  This  relieves  con- 


MAKE  YOUR  RESERVATIONS  NOW! 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 

Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 

Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Harry  D.  McNeil,  M.  D.,  Bangor 

Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 

Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Hancock 

A regular  meeting  of  the  Hancock  County  Medical  Society 
was  held  on  Wednesday,  April  11,  1951,  with  eighteen  mem- 
bers and  guests  present.  The  meeting  was  preceded  by  dinner 
at  the  Hancock  House  in  Ellsworth,  Maine. 

The  meeting  was  opened  at  8.20  with  a discussion  of 
the  proposed  Blue  Shield  Plan  for  the  State  of  Maine.  In 
view  of  the  action  of  the  Cumberland  County  Association 
and  the  arguments  presented  at  this  meeting,  the  Society 
passed  a resolution  to  the  effect  that  while  the  Society  ap- 
proved of  the  principle  of  voluntary  health  insurance  it  did 
not  approve  of  the  present  form  of  contract  presented  by  the 
Associated  Hospital  Service  of  Maine;  and  recommended 
that  the  members  of  the  Society  either  do  not  join  the  present 
Blue  Shield  Plan  or  resign  from  it  if  they  have  already 
joined. 

The  business  meeting  was  followed  by  a detailed  and  very 
interesting  discussion  of  the  Blood  Groups  by  Dr.  Fred  H. 
Allen,  Jr.,  of  Boston. 

Joseph  H.  Hanson,  M.  D., 
Secretary. 


Kennebec 

A regular  meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Veterans’  Administration,  Togus, 
April  12,  1951.  Dinner  at  6.30  p.  m.  was  served  to  over  forty 
members  and  guests. 

President  Harlow  announced  the  apopintment  of  the  Dia- 
betic Committee  — Drs.  Champlin,  McWethy  and  Lepore.  j 
The  application  of  G.  I.  Gould,  M.  D.,  Richmond,  was  re- 
ceived and  referred  to  the  council.  Reference  was  made  to 
the  letter  from  the  Maine  Medical  Association  telling  of  the 
coming  meeting  of  the  House  of  Delegates.  The  record  of 
the  February  meeting  was  read  and  approved. 

Then  President  Harlow  requested  the  Secretary  to  read 
the  letter  which  had  been  sent  from  the  Secretary  of  Cumber- 
land County  to  all  county  secretaries ; the  letter  stating  that  ; 
Cumberland  County  did  not  approve  the  “Blue  Shield”  plan, 
had  instructed  their  delegates  to  oppose  it,  and  their  secre- 
tary to  inform  the  various  counties. 

Motion  to  favor  the  Blue  Shield  was  made  and  seconded;  j 
there  was  considerable  discussion ; the  motion  was  supported 
by  a majority  of  approximately  four  to  one. 

President  Harlow  gave  his  chair  to  the  chief  medical  offi- 
cer who  introduced  William  C.  Moloney,  M.  D.,  of  Boston, 
whose  subject  was  “Anticoagulants”  — he  discussed  their 
use  in  coronary  disease  and  post-operative  embolism  among 
other  problems.  Spoke  of  dicumeral  and  that  its  use  is  far 
from  settled.  Heparin,  heparinoid  compounds,  and  the  allied 
compounds  and  preparations  were  discussed  with  the  aid  of 
charts.  Unfortunately  these  compounds  are  very  expensive. 

This  was  another  very  valuable  and  interesting  paper  with 
a number  of  questions  following. 

A.  H.  Morrell,  M.  D., 
Secretary. 


WOMAN’S  AUXILIARY 

Annual  Meeting  Woman's  Auxiliary  to  A.  M.  A, 

Last  Call  for  reservations  for  the  Twenty-eighth  Annual 
Convention  of  the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association,  which  will  be  held  at  Haddon  Hall,  Atlantic 
City,  New  Jersey,  June  11-14. 

Atlantic  City  extends  a hearty  welcome  to  you ! 
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the  most  effective  drug  in  this  [xanthine]  series 


ft 


" Bronchodilators  ( Antispasmodics ).  Aminophyllin  is  the  most  effective  drug 
in  this  [xanthine]  series.  . . . Rectally,  in  suppositories  or  solution,  it  is  more 
effective  than  by  oral  administration  and  is  useful  when  employed  two  or 
three  times  daily  in  the  prolonged  [asthmatic]  attack.  . . .” 

Feinberg,  S.  M.:  Asthma  — Present 

Status  of  Therapy,  Chicago  M. 

Soc.  Bull.  57:1062  (June  18)  1949. 


For  prolonged  optimal  effect  . . . 


Searle  AMINOPHYLLIN* 


Supposicenes 

7V: 2 grains 

For  Rectal  Administration 


— nonirritating  to  rectal  mucosa  — prompt  disintegration 
— easily  inserted  and  retained. 

Searle  Aminophyllin  is  also  available  in  ampuls,  powder  and  tablets. 
Uncoated  tablets  are  identified  by  the  imprint  SEARLE. 


SEARLE 

RESEARCH  IN 

THE  SERVICE  OF  MEDICINE 

*Contains  at  least  80%  of  anhydrous  theophylline. 
G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 
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Advertisement 

From  where  I sit 
61/  Joe  Marsh 

Wrong  Powder 
For  Hunting 

Seldom  see  Jackson  the  forest  rang- 
er— or  ex-forest  ranger — around  these 
parts  any  more.  He's  retired  now,  on 
a pension * 

Ran  into  him,  though,  over  at 
Harpersbury,  yesterday.  Still  hale  and 
hearty — doesn’t  look  half  his  age.  He 
makes  extra  money  guiding  campers 
and  hunting  parties.  Told  me  about 
something  that  happened  to  him  on 
his  last  trip. 

“We  lost  our  way,  back  of  Ten  Mile 
River,"  he  says.  “ And  when  I reached 
for  my  compass  to  check  up,  I found 
I'd  brought  the  wife's  compact  by 
mistake ! I used  the  sun  to  find  the 
river,  and  we  finally  got  out — but  I 
sure  felt  like  a real  greenhorn  . . 

From  where  I sit,  this  shows  how 
even  the  experts  can  get  mixed-up  at 
times.  Take  the  way  some  “experts” 
would  deny  us  the  right  to  a glass  of 
beer — or  the  way  still  others  would 
like  to  tell  a man  how  to  practice  his 
profession.  I say  they’re  experts  only 
at  minding  somebody  else’s  business! 


Copyright,  1951,  United  States  Brewers  Foundation 


The  Place  of  Surgery  in  Pulmonary  Tuberculosis 
Continued  from  page  136 

is  safe  to  perform  a resection  in  the  presence  of  con- 
tra-lateral disease  if  the  disease  appears  inactive. 
Only  further  experience  will  tell  us  what  the  limita- 
tions of  this  type  of  surgery  are. 

There  is  one  further  type  of  tuberculous  infection 
in  the  treatment  of  which  great  strides  have  been 
made.  This  is  tuberculous  empyema.  This  condition 
is  a very  serious  form  of  the  disease.  Coming  as  it 
often  does,  as  a complication  of  a pneumothorax, 
which  seems  to  be  going  well,  it  may  completely 
change  the  prognosis.  Particularly  when  complicated 
by  a mixed  pyogenic  type  of  infection,  it  renders  the 
outlook  very  black.  The  old  method  of  treatment 
consisted  of  repeated  aspirations,  and  the  introduc- 
tion of  sterilizing  solutions  in  the  pure  tuberculous 
infections,  followed  by  extensive  thoracoplasties,  to 
collapse  the  residual  cavities. 

In  the  mixed  infections,  open  drainage  and  thoraco- 
plasty were  the  rule.  This  condemned  the  patient  to 
months  of  waiting  for  the  wound  to  heal  and  the  loss 
of  large  amounts  of  functioning  lung. 

During  the  recent  war,  the  operation  of  decortica- 
tion, proposed  many  years  ago  for  the  treatment  of 
empyema,  was  revived.  First  used  to  restore  the 
function  of  collapsed  lung,  following  hemothorax,  it 
has  subsequently  been  used  for  pyogenic  and  more 
recently  for  tuberculous  empyemas.  The  problem 
here  is  that  the  hemothorax  or  empyema  cavity  is 
walled  off  by  a tough  layer  of  fibrin,  overlying  the 
pleura  and  preventing  the  expansion  of  the  lung.  In 
the  operation  of  decortication,  the  cavity  is  opened 
and  the  layer  of  fibrin  and  scar  is  dissected  from  the 
pleura.  The  lung  is  allowed  to  re-expand  and  fill  the 
cavity.  The  patient  regains  the  use  of  the  trapped 
lung  and  is  cured  in  the  matter  of  a few  weeks. 

The  operation  is  performed  through  grossly  in- 
fected tissue,  but  the  protection  afforded  by  the  anti- 
biotics is  sufficient  when  the  dead  space  is  obliterated. 

The  procedure  was  applied  to  tuberculous  empy- 
emas at  first,  with  some  trepidation,  and  only  after 
the  infection  had  quieted  down.  Now,  with  the  pro- 
tection of  streptomycin,  active  tuberculous,  pleural 
infections  can  be  treated  with  excellent  expectations 
of  success. 

The  operation  is  also  used  for  the  unexpandable 
lungs,  which  occur  as  complications  of  otherwise 
successful  pneumothoraces.  In  all  cases,  only  healthy 
lung  can  be  expanded  with  safety. 

In  summary,  it  has  been  shown  how  the  recent  de- 
velopments in  chest  surgery  widen  the  indications  for 
operation  in  tuberculous  patients,  and  give  a chance 
of  recovery  to  many  patients  previously  without  hope 
of  relief.  A discussion  of  the  recent  developments 
in  the  drug  therapy  of  tuberculosis  has  been  offered 
and  the  danger  of  indiscriminate  use  of  these  drugs 
indicated. 
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Additional  suture  material,  a Hagar-Mayo  or  a Masson 
needle  holder,  double  end  nested  tissue  retractors  and  bandage 
scissors  should  also  be  included  in  the  kit  issued  to  each  sur- 
geon assigned  to  duty  at  the  Collecting  Post. 

2.  Additional  Equipment  and  Supplies  Required  for  the 

Collecting  Post  and  the  Collecting  Post  Platoon  are  as 

follows : 

a.  Fifty  litters  to  be  used  as  replacements  for  those 
brought  in  and  left  with  casualties  from  the  First- 
Aid  Posts. 

b.  One  hundred  blankets  (two  for  each  litter). 

c.  A supply  of  extra  clothing  for  patients. 

d.  Decontamination  facilities  suitable  for  use  in  event 
Atomic  or  Chemcial  Warfare  casualites  are  received. 

e.  A supply  of  casualty  record  and  treatment  forms. 

f.  A stockpile  of  medical  supplies  and  equipment  for 
use  as  replacements  for  similar  maetrials  used  up  by 
the  First-Aid  Posts  and  First-Aid  Teams. 

g.  Litter  Racks  suitable  for  supporting  stretchers  with 
non-ambulatory  patients  while  they  are  awaiting 
transfer  by  the  ambulance  platoons  and  while  they 
are  having  dressings,  splints,  etc.,  checked  by  the 
doctors  and  nurses. 

h.  Supports  for  plasma  and  blood  transfusion  bottles. 

i.  Two  or  more  Coleman  gasoline  lanterns. 

j.  Bottled  gas  equipment  and  bottled  gas  for  use  in 
providing  heat  in  cold  weather. 

k.  One  portable  sterilizing  unit  of  type  just  perfected 
by  the  National  Sterilizer  Company. 

l.  A chemical  toilet,  urinals  and  bed  pans. 

m.  An  auxiliary  water  supply. 


C.  The  Ambulance  Platoon  should  have  the  following  equip- 
ment and  supplies. 

1.  Vehicle  capacity  should  be  sufficient  to  permit  the  trans- 
fer of  200  patients  per  hour  from  each  Collecting  Post 
to  other  installations  outside  the  immediate  disaster  area. 
In  view  of  the  long  distance  hauls  that  would  be  neces- 
sary in  most  areas  of  rural  Maine,  it  is  felt  that  the  fol- 
lowing type  of  vehicles  should  be  available  for  opera- 
tion by  each  ambulance  platoon. 

a.  Ten — ton  ambulances,  or  their  equivalent,  capable 
of  transporting  4 litter  or  8 sitting  patients  at  one 
time. 

b.  Ten — trucks  equipped  with  litter  racks  and  capable 
of  transporting  4 or  more  litter  cases  or  8 sitting 
cases  at  one  time. 

c.  One — 64-passenger  bus,  or  enough  smaller  buses  to 
provide  seating  capacity  for  a similar  number  of 
ambulatory  cases. 

d.  One  passenger  car  or  jeep  for  use  by  the  ambulance 
platoon  leader  or  commander. 

e.  A Y\  ton  truck  for  transporting  supplies  and  equip- 
ment for  the  ambulance  platoon. 

2.  Gasoline  and  oil  supplies  needed  for  the  ambulances  and 
other  vehicles. 

3.  Communication  equipment  such  as  short  wave  radios  or 
walkie-talkie  radio  equipment. 

4.  Food  handlers  equipment  such  as  mobile  kitchen,  unless 
this  is  to  be  furnished  by  special  food  handler  units. 

APPENDIX  C 

The  table  of  equipment  recommended  for  the  Combination 
Clearing  Station  and  60-Bed  Surgical  Hospital. 

Continued  on  page  16 U 
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A.  List  No.  3 which  follows  includes  essentially  all  the  items 
listed  in  No.  27 — Medical  Department  Equipment  List  for 
9-314-850  Mobile  Army  Surgical  Hospital  Medical 
Equipment,  60  Bed  as  published  by  Department  of  the 
Army,  Office  of  the  Surgeon  General,  October,  1948. 
The  Basis  of  Issue  for  this  list  as  given  below  is  com- 
piled on  the  following  premises  : 

a.  Expendable.  The  quantities  of  expendable  items  listed 
herein  are  those  normally  required  for  operation  un- 
der average  conditions  for  a period  of  10  days. 

b.  Nonexpendable.  The  quantities  of  nonexpendable 
items  are  the  maximum  authorized  to  be  on  hand, 
unless  otherwise  directed  by  proper  authority. 

Since  the  remainder  of  this  “C”  Appendix  is  long  and 
space  consuming  and  since  it  obviously  would  be  of  interest 
only  to  those  relatively  few  persons  responsible  for  provid- 
ing the  medical  supplies  and  equipment  for  the  Combination 
Clearing  Station  and  60-Bed  Hospitals,  the  remainder  of  this 
Appendix  will  not  be  reproduced  here  as  a part  of  this  publi- 


cation. However,  this  “C”  Appendix  is  available  and  may  be 
procured  upon  request  to : The  State  Civil  Defense  Agency, 
State  House,  Augusta,  Maine. 

The  inventory  of  essential  medical  supplies  and  equipment 
which  has  just  been  conducted  in  all  General  Hospitals  within 
Maine  would  seem  to  indicate  that  the  majority  of  the  hos- 
pitals carry  from  45  to  a 90-day  operating  supply  of  these 
essentials.  Therefore,  it  is  believed  and  it  has  been  recom- 
mended that  the  medium-sized  Maine  Hospitals,  that  agree 
to  sponsor  the  professional  and  the  administrative  personnel 
required  to  operate  a Combination  Clearing  Station  and  60- 
Bed  Surgical  Hospital,  also  agree  to  provide  the  initial  ten- 
day  operating  supplies  and  equipment  from  their  own  hospital 
stock.  The  saving  in  money  and  in  supplies  offered  by  this 
plan  should  be  obvious  to  all  concerned ; and  it  would  not 
tie  up  the  large  amounts  of  vital  medical  supplies  or  result  in 
the  inevitable  waste  from  deterioration  of  certain  expendable 
medical  supplies  and  antibiotics  that  would  otherwise  almost 
certainly  come  about  in  the  due  course  of  time. 


New  2 -Way  Aid  in  HCNE 

Now  hide  and  treat  acne  blemishes  simultaneously  with  new 
AR-EX  R.M.S.  Lotion.  Complexion  tinted.  Contains  resor- 
cinol monoacetate  and  sulphur  in  gentle  AR-EX  Foundation 
Lotion.  Non-astringent. 


AR-EX 


R.M.S. 


r. 
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PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 

Z ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  CO.,  Pittsburgh  13,  Pa. 


WHY  DON’T  YOU 

GET  YOUR  PAY? 

Over  500  physicians  and  20  hospitals  have  increased 
their  incomes  by  placing  their  accounts  with  us  for  / CLIP 
adjustment,  in  a humane,  honest  and  efficient  / AND  MAIL 

r,  . , , Without  obligation 

manner.  So  can  you  — let  us  tell  you  how.  send  me  full  details  con- 

cerning  your  service. 

Reference:  Maine  Medical  Association  Secretary 

Name  

MEDICAL  AUDITING  COUNSEL  /street  

297  WESTERN  PROMENADE,  PORTLAND  4,  MAINE  /city 
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RUPTURED  GASTRIC  ULCER 

An  Unusual  Complication  Following  Vagotomy  and  Gastroenterostomy 

John  D.  Southworth,  M.  D.,  Radiologist,  VAH,  Togus,  Maine 


In  the  June,  1950,  issue  of  this  Journal,  I reported 
a case  of  bronchogenic  carcinoma  with  predominantly 
intestinal  symptoms  which  directed  our  attention 
away  from  the  few  chest  signs  and  symptoms  he  had. 
In  that  article  I warned  against  ignoring  symptoms 
that  did  not  fit  a preconceived  impression. 

A year  and  six  months  ago  we  had  another  case 
that  taught  us  a similar  lesson.  Besides  being  con- 
fusing it  was  also  very  unusual,  perhaps  the  only  one 
of  its  kind  to  he  reported.  Even  if  the  case  was 
unique,  its  lesson  has  general  application. 

F.  C.,  a 59-year-old  man  was  admitted  on  10/21/49 
because  of  repeated  episodes  of  nausea  and  vomiting 
and  frequent  passage  of  tarry  stool.  A review  of  the 
records  showed  a previous  admission  to  this  hospital 
in  1940,  at  which  time  a duodenal  ulcer  was  sus- 
pected. He  apparently  got  along  fairly  well  until 
about  two  months  prior  to  re-entry  at  which  time  he 
began  to  experience  repeated  episodes  of  moderately 
severe  epigastric  discomfort,  nausea  and  vomiting, 
and  passage  of  tarry  stools.  There  was  no  history  of 
hematemesis.  Past  history  and  system  review  were 
otherwise  essentially  negative. 

Physical  Examination:  Revealed  a dehydrated, 

middle-aged  man  who  appeared  chronically  ill.  The 
chest  was  clear  to  percussion  and  auscultation.  The 
heart  was  within  normal  limits.  The  abdomen  was 


soft  and  flat.  Moderate  tenderness  was  present  in  the 
epigastric  region. 

Hospital  Course:  On  the  third  day  the  patient 
was  suddenly  seized  with  severe  epigastric  pain  and 
a surgical  consultation  was  obtained.  The  consultant 
felt  that  a perforated  ulcer  was  a likely  possibility 
and  recommended  transfer  to  the  surgical  service. 
Because  of  the  patient’s  poor  general  condition,  be- 
cause over  12  hours  had  elapsed  since  the  onset  of  the 
acute  pain,  because  he  appeared  to  be  handling  the 
process  fairly  satisfactorily  and  because  there  was  no 
evidence  of  pneumo-peritoneum  the  decision  was 
made  to  treat  him  conservatively.  Under  such  a 
regime  all  signs  of  an  acute  abdomen  subsided.  On 
11/1/49,  a gastrointestinal  series  was  interpreted  as 
showing  almost  complete  pyloric  obstruction,  only  a 
trickle  of  barium  getting  through  in  six  hours.  His 
hemogram  and  blood  chemistry  were  then  carefully 
studied.  A marked  hypochloremia  was  found  and  as 
an  adjunct  to  his  parenteral  fluids  he  was  given  po- 
tassium chloride  by  mouth,  the  Levine  tube  being 
clamped  off  for  a sufficient  period  to  permit  absorp- 
tion. Only  in  this  manner  was  it  possible  to  raise 
the  blood  chlorides  to  a satisfactory  level.  Because 
of  a pronounced  hypoproteinemia,  he  was  given  sev- 
eral blood  transfusions  and  intravenous  protein  hy- 
drolysates. 
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Figure  1 

10/24/49 — Scout  film  of  the  abdomen  three  days  after  ad- 
mission into  the  hospital  showing  a moderately  gas  distended 
stomach. 

On  11/10/49,  surgical  exploration  was  carried  out 
under  continuous  spinal  anesthesia.  A benign,  almost 
completely  obstructing  duodenal  ulcer  was  encoun- 
tered. A vagotomy  and  posterior  gastro-enterostomy 
were  performed  as  it  was  felt  that  the  patient  had  a 
far  better  chance  of  withstanding  these  procedures 
than  a resection.  His  post-operative  course  was  un- 
eventful until  the  fourth  day,  at  which  time,  his  abdo- 
men became  markedly  distended.  A flat  plate  of  his 
abdomen  was  interpreted  as  showing  several  dilated 
loops  of  small  bowel.  The  majority  of  the  evidence 
pointed  to  this  being  an  ileus  and  he  was  treated  ac- 
cordingly. Although  his  stoma  was  obviously  patent 
and  peristalsis  was  also  present,  his  distention  per- 
sisted despite  vigorous  treatment. 

On  11/15/49,  a flat  plate  was  interpreted  as  show- 
ing a marked  dilatation  of  the  stomach.  Oft  11/17/49, 
the  patient  was  seen  by  Dr.  Francis  Moore  of  Boston, 
Surgical  Consultant,  who  stated  that  the  patient  had 
a post-vagotomy  syndrome  and  strongly  advised 
urecholine.  This  was  procured  and  administered  but 
the  apparent  gastric  atony  and  dilatation  persisted. 
On  11/19/49,  clinically  the  patient  was  much  better. 
Urecholine  had  been  started  the  night  before  and  he 
had  been  getting  serum  albumin. 

No  air  could  be  withdrawn  through  a Levine  tube. 
But  when  fluid  was  instilled  through  the  tube,  none 
of  it  could  be  recovered.  X-rays  showed  the  tip  of 


Figure  2 

11/2/49 — Gastrointestinal  study  two  weeks  after  admission 
which  shows  a dilated  stomach.  Fluoroscopically  there  was 
a prolonged  delay  before  any  barium  passed  the  pylorus  and 
then  in  such  small  amounts  that  the  duodenal  cap  was  not 
sufficiently  visualized  for  evaluation.  The  situation  of  the 
pylorus  could  not  be  determined. 


the  tube  near  the  cardia  end  of  the  stomach  and  it 
was  thought  that  maybe  the  tip  of  the  tube  was  not 
in  the  stomach  at  all.  When  the  Levine  tube  was 
passed  further  and  X-rays  showed  the  tip  of  the  tube 
in  the  center  of  the  gas  bubble,  still  no  gas  could  be 
withdrawn  nor  any  liquid  recovered  after  it  was  in- 
stilled. The  next  radiograph  taken  11/17/49,  showed 
the  tip  of  the  tube  below  the  large  gas  shadow  in  a 
gas  containing  viscus  which  was  distended  beyond 
recognition.  On  11/23/49,  the  gas  bubble  was  very 
greatly  enlarged  and  the  tip  of  the  Levine  tube  was 
still  below  the  bubble  shadow.  This  was  interpreted 
to  mean  the  tube  had  passed  through  the  gastro- 
enterostomy stoma  into  the  jejlinum.  The  patient’s 
abdomen  was  considerably  distended  and  clinically 
the  patient  was  weakening.  It  was  suggested  that  the 
tube  be  withdrawn  and  manipulated  under  fluoro- 
scopic observation.  To  our  surpise  all  of  the  gas 
bubble  was  found  to  be  anterior  to  the  tube  and  when 
a thin  solution  of  barium  was  instilled,  it  passed  into 
the  gas  containing  viscus  to  the  left  and  caudad  to 
the  gas  bubble. 

The  explanation  was  obvious  as  soon  as  the  correct 
anatomical  relationships  were  established.  What  had 
been  considered  gas  in  a distended  stomach  actually 
was  an  increasing  amount  of  intra-peritoneal  extra- 
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Figure  3 

11/15/49 — Postevacuation  film  of  a barium  enema  study 
five  days  after  the  posterior  gastroenterostomy  and  vagotomy 
operation.  This  was  interpreted  as : 1 — Slightly  gas  dis- 

tended stomach  with  the  tip  of  a Levine  tube  within  it.  2 — A 
dilated  lop  of  small  bowel  probably  duodenum.  3 — Normal 
large  bowel. 

viscus  gas  localized  in  the  anterior  superior  portion 
of  the  abdomen.  What  was  considered  a dilated  gas 
distended  loop  of  small  intestines  was  compressed 
stomach.  The  part  of  the  gastro-intestinal  tract  from 
which  the  gas  arose  could  not  be  demonstrated. 

The  patient  was  immediately  operated  upon  and 
the  above  conclusions  were  verified.  When  the  peri- 
toneum was  reached,  a trocar  was  passed  through  it 
and  about  2000  cc.  of  gas  was  withdrawn  with 
marked  reduction  of  abdominal  distention.  On  open- 
ing the  abdomen  a mixture  of  barium  and  liquid  was 
present.  Through  a small  opening  a fine  trickle  of 
barium  containing  liquid  was  oozing.  The  anatomical 
relationships  of  the  organs  were  difficult  to  establish. 
But  it  was  the  opinion  of  both  the  surgeon  and  his 
assistant  that  the  opening  was  proximal  to  the  pylorus 
on  the  anterior  surface  of  the  gastric  antrum.  A 
jej unostomy  was  performed  and  three  rubber  drain- 
age tubes  were  left  in  the  abscess  cavity. 

After  the  second  operation  the  patient  was  fairly 
toxic  but  did  moderately  well.  But  four  days  after 
this  operation  he  became  more  toxic  and  confused. 
On  12/3/49,  13  days  after  the  second  operation,  he 
was  disoriented  and  tore  off  his  dressings  and  pulled 
out  his  drainage  tubes.  In  spite  of  being  given  special 
day  and  night  attendants,  he  pulled  off  his  dressings 


Figure  4 

11/17/49 — Scout  film  of  the  abdomen  seven  days  after  the 
gastroenterostomy  and  vagotomy  operation.  Interpreted : 1 — 
Dilated  stomach.  2 — The  tip  of  a Levine  tube  in  a dilated  loop 
of  small  intestines  probably  duodenum  having  passed  through 
the  gastroenterostomy  stoma. 

a number  of  times.  He  was  given  supportive  treat- 
ment with  frequent  blood  transfusions,  readminis- 
tration of  gastro-intestinal  and  parenteral  fluid,  anti- 
biotics and  adrenal  cortical  extract,  the  patient  gradu- 
ally went  downhill.  He  survived  one  attack  of  pneu- 
monia in  the  right  lower  lobe.  But  on  1/7/50,  he 
again  developed  pneumonia  in  his  right  lower  lobe 
and  died  1/10/50. 

The  course  of  events  seems  to  have  been  as 
follows : 

1.  A supposed  duodenal  ulcer  which  had  gradu- 
ally produced  an  increasing  amount  of  obstruction 
and  a gradually  increasing  gastric  dilatation. 

2.  Perforation  of  his  ulcer  which  sealed  itself 
spontaneously. 

3.  Posterior  gastro-enterostomy  and  vagotomy 
for  gastric  dilatation  and  partial  obstruction. 

4.  Reperforation  of  his  ulcer  or  perforation  of 
another  ulcer  probably  proximal  to  the  pylorus  with 
confusing  clinical  and  radiological  findings. 

At  post-mortem  examination  around  the  pylorus 
was  a mass  of  dense  adhesions  due  to  the  original 
infection  and  reinfections.  It  was  impossible  to  find 
the  perforation.  So  we  are  forced  to  fall  back  on  the 
surgeons’  observations  at  the  time  of  operation. 
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Figure  5 

11/22/49 — Scout  film  of  the  abdomen.  Interpretation:  The 
gas  distending  the  stomach  has  increased  in  amount.  The  tip 
of  the  Levine  tube  is  still  through  the  stoma  in  the  small 
intestines. 

Discussion 

Vagotomy  alone  has  been  greatly  restricted,  almost 
given  up.  Gastro-enterostomy  supplementing  vagot- 
omy had  its  day.  But  this,  too,  because  of  the  fre- 
quent development  of  marginal  ulcers,  is  now  used 
in  only  a few  selected  cases.  Now  subtotal  gastric 
resection,  is  in  vogue  and  seems  to  be  the  operation 
of  choice.  Physiologically  the  removal  of  the  distal 
portion  of  the  stomach  with  its  acid  secreting  cells 
is  logical  and  reports  from  surgical  clinics  show  a 
sharp  drop  in  marginal  ulcers  following  this  pro- 
cedure. 

The  complication  of  a perforating  ulcer  following 
vagotomy  is  rare.  With  the  large,  often  tremendous, 
gastric  dilatation  after  vagotomy  it  would  be  logical 
to  expect  post-operatively  a large  number  of  perfo- 
rated ulcers.  But  such  is  not  the  case.  There  is  not 
complete  agreement  as  to  whether  or  not  the  tendency 
to  gastric  distention  is  greater  following  vagotomy 
alone  than  when  following  vagotomy  plus  gastro- 
enterostomy. The  majority  of  observers  report  less 
gastric  distention  following  vagotomy  combined  with 
gastro-enterostomy.  Table  Number  1 which  is  a 
compilation  taken  at  random  from  a number  of 
prominent  clinics  shows  this  fact.  Only  a few  perfo- 


Figure 6 

11/23/49 — Scout  film  of  the  abdomen  after  instilling  a small 
amount  of  barium  into  the  stomach  through  the  Levine  tube 
— Right  posterior  projection.  The  collection  of  gas  is  not  in 
the  stomach  but  in  the  superior  anterior  abdominal  cavity. 
The  stomach  is  outlined  by  a small  amount  of  barium.  The 
tip  of  the  Levine  tube  is  within  the  stomach. 

rated  duodenal  ulcers  following  vagotomy  have  been 
recorded.  No  perforated  gastric  ulcers,  following 
vagotomy  have  been  reported. 

A perforated  ulcer  is  painful,  usually  extremely 
painful.  The  question  as  to  why  patients  following 
vagotomy  are  immediately  relieved  of  pain  symp- 
toms has  not  been  satisfactorily  answered.  The  next 
question  is  perhaps  closely  allied  to  the  previous  one. 
Why  is  pain  only  a minor  symptom  and  sometimes 
absent  when  perforation  occurs  following  vagotomy. 
Alvarez1  in  an  article  asks  this  question,  “Does  vagot- 
omy leave  the  stomach  so  anesthetic  that  the  perfora- 
tion might  not  be  felt?”  He  answers,  “Probably  not.” 
Wolf  and  Andrees2  in  their  experimental  work  with 
animals  come  to  the  following  conclusions : 1.  Tac- 
tile stimuli  were  not  felt  but  pressure  and  pain  sen- 
sations could  be  elicited.  2.  When  such  painful 
stimuli  were  prolonged  nausea  ensued.  3.  The  gas- 
tric mucosa  was  found  sensitive  to  hot  and  cold 
stimuli.  4.  The  sensibility  of  the  stomach,  as  deter- 
mined by  these  tests  was  not  altered  by  vagotomy. 
But  does  this  equally  apply  to  man?  Maybe  not. 
Further  study  on  man  is  necessary  before  these 
questions  can  be  answered. 
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TABLE  NO.  1 


Gastric  Distention  (Retention) 


Type  of  Operation 

Vagotomy 

Alone 

Vagotomy  with 
Gastro- 
enterostomy 

Vagotomy  with 
Pyloric 
Exclusion 

Vagotomy  with 
Sub-total  Gastric 
Resection 

Grimson  et  al.3 
Duke  Univ.  Hosp. 
Clinic,  1947 

Cases  36 
Immed.  Late 
56%  25% 

21 

Immed.  Late 
34%  24% 

Kipen  et  al.4 
1949 

Cases  10 
75% 

CO  o 

0% 

Jones  et  al.5 
1947 

Cases  16 
Equal 

10 

Equal 

3 

V aughn'3 
1949 

Cases  16 
Equal 

15 

Equal 

Collins  et  al.7 

Cases  50 
Greatest  in 
8 pts. 

Walters  et  al.8 
1947 

Cases  15 
27% 

Ruffin9 

1948 

Common 

Rare 

Colp10 

1950 

Cases 

49% 

37 

8% 

Dragstedt  et  al.11 
Chicago  Univ.  Hosp. 
Clinic,  1949 

P.  O.  Manage- 
ment Easier 

Our  case  is  of  interest  from  two  points  of  view. 
First,  it  probably  was  a perforated  gastric  ulcer  fol- 
lowing vagotomy.  It  is  the  first  case  of  its  kind  to  be 
reported.  Secondly,  the  X-ray  findings  were  so  easy 
to  misinterpret  that  this  report  may  prevent  others 
from  making  a similar  error. 

If  we  and  our  attending  had  not  been  so  sure  as 
to  what  was  happening,  we  would  have  discovered 
the  true  state  of  affairs  sooner.  It  would  have  been 
simple  enough  to  determine  the  presence  of  free  intra- 
peritoneal  gas,  had  the  possibility  been  entertained. 

This  impresses  upon  us  that  we  should  never  be 
too  “cock  sure”  in  medicine.  But  instead  a careful 
differential  diagnosis  should  be  made.  By  so  doing 
pitfalls  will  be  avoided. 

Summary 

1.  A case  of  probable  perforated  gastric  ulcer  fol- 
lowing vagotomy  and  gastro-enterostomy  is 
reported. 

2.  Confusing  X-ray  findings  are  described. 

3.  A brief  review  of  experimental  work  on  this 
subject  is  given. 

4.  A lesson  applicable  to  all  branches  of  medicine 
is  drawn. 
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PEPTIC  ULCER  AND  THE  PITUITARY  ADRENAL  SYSTEM 

Fennell  P.  Turner,  M.  D.,*  Togus,  Maine 

“The  history  of  the  cause  of  the  simple  ulcer  of 
the  stomach  is  surrounded  in  profound  obscurity.” 

Jean  Cruveilhier1 


Peptic  ulcer  is  a commonplace  medical  problem, 
the  pathogenesis  of  which  is  incompletely  understood. 
Following  the  classical  description  by  Cruveilhier 
early  in  the  19th  Century,  an  ever-increasing  interest 
has  been  displayed  in  this  disease,  and  many  theories 
have  been  proposed  as  to  the  etiology. 

Although  active  gastric  and  duodenal  ulcers  are 
occasionally  found  in  patients  with  low  gastric  acid- 
ity, it  is  probable  that  no  cases  of  peptic  ulcer  have 
ever  been  found  in  the  complete  absence  of  gastric 
juice.  In  recent  years,  therefore,  increasing  emphasis 
has  been  placed  on  the  psychosomatic  aspects  of  pep- 
tic ulcer,  it  being  generally  agreed  that  the  typical 
ulcer  patient  is  one  who  exhibits  gastric  hypersecre- 
tion and  hypermotility  due  to  an  increase  in  activity 
of  the  parasympathetic  nervous  system.  The  results 
obtained  in  the  past  few  years  through  bilateral 
vagotomy  have  been  of  great  importance  in  empha- 
sizing this  cephalic  phase  of  gastric  activity.  It  seems 
likely,  however,  that  a secretory  hypertonus  of  the 
vagus  nerves2  does  not  represent  the  whole  answer 
to  the  problem.  In  particular,  there  is  the  possibility 
that  in  order  for  acute  ulceration  to  take  place  a de- 
creased resistance  of  the  gastric  or  duodenal  mucosa 
must  first  be  present.  The  endocrine  relationships  of 
this  disease  is  another  subject  which  is  in  need  of 
continued  study,  peptic  ulcer,  for  example,  being  sev- 
eral times  as  common  in  the  male  as  in  the  female. 

The  purpose  of  this  paper  is  to  present  a brief 
summary  of  the  literature  on  the  pituitary-adrenal 
system  as  it  may  relate  to  the  peptic  ulcer  problem, 
and  to  present  a speculative  interpretation  of  the 
possible  relationship  of  these  endocrine  organs  to  the 
development  and  perpetuation  of  the  ulcer  process. 

It  is  evident  that  the  chronic  peptic  ulcer  must  be- 
gin as  an  acute  ulcer  or  erosion.  It  is  also  evident 
that  these  acute  ulcers,  whether  single  or  multiple, 
may  or  may  not  heal.  If  they  do  heal,  they  may  or 
may  not  be  followed  by  the  occurrence  of  additional 
acute  ulcers  or  erosions.  The  chronic  ulcer,  however, 
is  not  so  frequently  multiple  as  is  the  acute  ulcer, 
and  it  is  often  found  in  a more  characteristic  location. 
The  relationship  between  these  various  aspects  of  the 
problem  remains  largely  obscure.  The  following  dis- 
cussion will  be  presented  with  this  in  mind,  and  an 
attempt  will  be  made  to  show,  not  only  the  impor- 

*  Surgical  Service,  Veterans  Administration  Center,  Togus, 
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tance  of  a disturbance  of  the  pituitary-adrenal  sys- 
tem in  the  development  of  acute  ulcerations,  but  also 
in  the  further  development  of  chronicity  of  the  ulcer 
process  in  persons  who  often  present  in  one  respect 
or  another  what  is  interpreted  as  the  peptic  ulcer 
diathesis. 

Stress  and  Peptic  Ulcer 

Stress,  it  has  been  recently  shown,  is  of  great  im- 
portance in  the  initiation  of  an  increased  activity  of 
the  pituitary-adrenal  system.  In  response  to  this 
stimulus,  ACTH  is  secreted  by  the  pituitary,  which 
in  turn  stimulates  the  adrenal  cortex  to  secrete  large 
quantities  of  11-17  oxysteroids.  This  hormonal  rela- 
tionship has  been  shown  to  be  of  great  importance 
in  the  maintenance  of  homeostasis  and  the  protection 
of  the  organism  against  injury. 

Stress,  whether  emotional,  mental  or  physical,  has 
also  for  many  years  been  associated  pathologically  as 
well  as  clinically  with  the  development  of  acute  peptic 
ulceration  and  the  reactivation  of  chronic  peptic  ul- 
cers. It  has  long  been  observed  that  acute  ulcerations 
and  erosions  are  not  infrequently  found  in  persons 
who  have  died  following  severe  trauma  as  well  as 
various  infections  and  other  illnesses.  Curling’s  ulcer 
is  one  such  example.  It  has  been  theorized  that  such 
acute  ulcerations  are  related  in  some  way  to  acute 
adrenal  insufficiency.  Selye3’ 4 has  also  stated  that 
ulcers  are  a common  finding  in  the  alarm  reaction. 
Acute  ulcers  for  many  years  have  been  associated 
with  the  development  of  acute  adrenal  insufficiency  in 
experimental  animals.  In  1905,  Cioffi5  reported  that 
in  rabbits  dying  after  bilateral  adrenalectomy  hemor- 
rhage and  ulcerations  were  found  throughout  the 
stomach.  These  observations  have  been  confirmed  re- 
peatedly0’ 7>  8>  9 and  in  some  instances  duodenal  ulcers 
of  the  characteristic  “kissing”  type  have  been  found. 

On  the  other  hand,  no  evidence  has  as  yet  been 
unearthed  linking  peptic  ulcer  with  diseases  of  the 
pituitary  gland.  It  has  been  shown,  however,  that 
the  pituitary  gland  and  the  pituitary-adrenal  system 
may  be  indirectly  affected  by  stimuli  originating  in 
the  central  nervous  system.  The  development  of  acute 
ulcers  has  been  reported  following  cranio-cerebral 
trauma,  in  cases  of  brain  tumor,  and  in  many  persons 
who  have  died  following  nuerosurgical  procedures. 
Harvey  Cushing10  believed  that  these  ulcers  were  re- 
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lated  to  injury  and  alteration  in  the  midbrain  with 
subsequent  changes  in  the  vegetative  nervous  system. 
Although  some  experimental  evidence  has  been  de- 
veloped along  these  lines,  the  subject  remains  contro- 
versial. Certainly  the  appearance  of  a typical  chronic 
peptic  ulcer  in  any  of  these  cases  has  rarely  been 
reported. 

Because  of  the  evidence  that  stress  is  not  only  of 
importance  in  the  activation  of  the  pituitary-adrenal 
system  but  that  it  also  may  be  of  importance  in  the 
development  of  peptic  ulcers  in  susceptible  persons, 
and  in  view  of  the  suggestive  relationship  between 
peptic  ulcer  and  pituitary-adrenal  disease  as  outlined 
above,  it  was  thought  worth  while  to  carry  out  a 
study  of  peptic  ulcer  patients  by  means  of  the  four- 
hour  eosinophile-response  test  described  by  Thorn 
et  al.  in  1948.11  This  was  done,  and  the  results  have 
been  reported  elsewhere.12  It  was  found  in  this  study 
that  the  majority  of  patients  with  active  peptic  ulcers 
showed  considerably  less  than  the  established  normal 
(50%)  drop  in  eosinophile  count  in  response  to  test 
doses  of  ACTH  or  epinephrine.  It  was  concluded 
that  the  relative  unresponsiveness  of  these  people 
was  either  the  result  of  exhaustion  of  the  available 
supply  of  adrenal  cortical  hormones,  or  due  to  a state 
of  refractoriness  of  the  pituitary-adrenal  mechanism 
secondary  to  long,  continued  or  severe  stress.  The 
exact  reason  for  this  finding  is  not  clear,  nor  does 
it  necessarily  suggest  that  the  pituitary-adrenal  sys- 
tem is  etiologically  related  to  the  formation  of  ulcers. 

In  spite  of  this  apparent  relationship  between  stress, 
acute  adrenal  insufficiency  and  peptic  ulcer,  chronic 
adrenal  insufficiency  per  se  cannot  be  correlated  with 
peptic  ulceration.  None  of  the  43  patients  studied 
in  the  experiment  quoted  above  showed  any  evidence 
of  Addison’s  disease  or  of  any  other  endocrine  dis- 
order. At  the  same  time,  it  is  recognized  that  peptic 
ulcers  are  not  a common  accompaniment  of  Addison’s 
disease,  and  that  gastric  hyperacidity  and  hypermo- 
tility are  not  commonly  associated  symptoms. 

During  the  years  1930-1946,  29  cases  of  Addison’s 
disease  came  to  autopsy  at  the  Presbyterian  Hospital 
in  New  York.  Acute  erosions  and  ulcerations  were 
noted  in  four  patients.  In  only  one  patient  was  a 
chronic  ulcer  found  and  this  patient  had  very  recently 
developed  Addison’s  disease  subsequent  to  the  mas- 
sive invasion  of  the  adrenal  glands  by  metastatic 
bronchogenic  carcinoma  of  squamous-cell  type.13  A 
further  factor  in  favor  of  chronic  adrenal  insuffi- 
ciency not  being  implicated  in  the  development  of 
gastro-duodenal  ulceration  is  furnished  through 
study  of  the  lymphatic  tissues  in  these  two  conditions. 
In  Addison’s  disease,  the  lymphoid  tissue  is  usually 
either  normal  or  hyperplastic,  while  in  many  of  the 
peptic  ulcer  cases  observed  by  the  author  lymphoid 
atrophy  was  found.  Atrophic  changes  in  fixed 
lymphoid  tissues  are  said  to  be  a feature  of  the  adap- 
tation syndrome  (Selye)  and  Dougherty  and  White14 
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believe  them  to  be  the  direct  result  of  prolonged 
adrenocorticotrophic  hormonal  activity. 

Theoretical  Relationships  Between  Peptic 
Ulcer  and  Pituitary-Adrenal  System 

Although  the  data  presented  above  does  not  fur- 
nish any  clear  cut  evidence  of  an  etiological  relation- 
ship between  the  pituitary-adrenal  system  and  peptic 
ulcer,  it  is  nevertheless  tempting  to  theorize  that 
acute  peptic  ulcerations  are  in  some  way  associated 
with  the  development  of  periods  of  temporary  acute 
adrenal  insufficiency  of  maximal  degree.  And  para- 
doxically, because  of  the  psychosomatic  relationships 
in  the  usual  peptic  ulcer  patient,  it  is  also  postulated 
that  a state  of  relative  hyperadrenocorticism  is  more 
usually  present  during  the  chronic  stage  of  the  dis- 
ease, adrenal  cortical  failure  only  supervening  when 
the  stress  is  of  such  extreme  severity,  or  of  such 
long  duration,  as  to  cause  temporary  failure  of  the 
pituitary-adrenal  mechanism.  As  ACTH  and  corti- 
sone have  been  shown  to  delay  healing  of  wounds  in 
some  patients15  and  to  delay  fibroblastic  proliferation 
in  experimental  animals,16  it  follows  that  perhaps  the 
indolence  in  healing  and  characteristic  chronicity  of 
the  typical  peptic  ulcer  may  somehow  be  related  to 
this  mechanism,  as  well  as  to  the  well  established 
effects  of  peptic  digestion.  It  has  been  said  that  the 
greater  the  degree  of  stress  to  which  an  animal  is 
subjected,  the  greater  is  the  amount  of  cortical  hor- 
mone which  is  required  to  inhibit  the  pituitary-ad- 
renocorticotrophic  activity.  Sayers  and  Sayers,17 
however,  have  found  that  after  a severe  stress  (1  mg. 
of  histamine  per  100  gm.  body  weight)  not  even  large 
doses  of  cortical  hormone  were  able  to  bring  about 
complete  inhibition  of  pituitary  activity.  This  raises 
the  possibility  that  under  conditions  of  severe  and 
prolonged  stress  there  may  be  an  excessive  liberation 
of  both  pituitary  and  adrenal  cortical  hormones  not 
regulated  by  normal  physiological  checks  and  bal- 
ances. It  is  conceivable,  therefore,  that  after  pro- 
longed stress  in  the  peptic  ulcer  patient  partial  physio- 
logical exhaustion  of  the  pituitary-adrenal  mechanism 
would  eventually  take  place,  resulting  in  a state  of 
unresponsiveness  to  test  doses  of  epinephrine  and 
ACTH.  The  intermittency  of  stress  in  peptic  ulcer 
disease  together  with  the  postulated  intermittency  of 
endocrine  activity  would  help  to  explain  why,  if  this 
theory  is  correct,  Cushing-like  symptoms  of  adrenal 
cortical  hyperactivity  are  not  more  frequently  seen  in 
these  people. ' In  the  group  of  43  peptic  ulcers  studied 
in  this  survey,  very  few  other  associated  diseases 
were  found  to  be  present.  Hypertension  was  present 
in  7 patients,  and  diabetes  mellitus  in  2.  One  patient 
had  had  hyperthyroidism  until  she  was  treated  by 
thyroidectomy,  and  another  case  has  recently  been 
admitted  to  a psychiatric  institution  for  diagnosis  and 
treatment. 
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The  unexplained  and  striking  predominance  of  pep- 
tic ulcer  in  the  male  and  the  rarity  of  active  peptic  ul- 
cers during  pregnancy  has  stimulated  the  interest  of 
observers  over  a long  period  of  time.  Sandweiss,  who 
has  been  interested  for  many  years  in  the  possibilities 
of  an  endocrine  disturbance  in  the  peptic  ulcer  pa- 
tient, has  theorized18  that  as  there  is  an  increased 
pituitary  activity  in  pregnancy,  with  an  increased  out- 
put of  ACTH,  cortisone,  therefore,  would  be  of 
value  in  the  treatment  of  peptic  ulcer.  It  is  the  feel- 
ing of  this  writer  that  cortisone  would  theoretically 
be  of  benefit  only  during  the  stage  of  physiological 
exhaustion  of  the  adrenal  cortex,  and  would,  there- 
fore, be  effective  only  in  the  prevention  of  the  acute 
erosion  or  the  first  stage  of  the  ulcer  process.  The 
administration  of  ACTH  or  cortisone  to  a patient  in 
whom  the  ulcer  process  had  become  well  established 
might,  on  the  other  hand,  be  actually  harmful.  That 
this  might  be  so  is  also  suggested  by  several  case  re- 
ports19’ 20  which  appeared  in  the  literature  while  the 
study  mentioned  above12  was  in  progress. 

Mechanisms  for  the  Development  of  the 
Acute  Ulcer 

Many  observers  have  theorized  that  the  circulatory 
changes  and  hemoconcentration  which  develop  sec- 
ondary to  the  shock  which  supervenes  in  the  experi- 
mentally adrenalectomized  animal  is  the  important 
factor  in  the  development  of  these  acute  ulcerations. 
This  belief  has  been  given  recent  support  by  the 
observations  of  Friesen  and  Wangensteen,21  who  have 
demonstrated  the  importance  of  hemoconcentration 
in  the  development  of  acute  peptic  ulcerations  in 
animals  following  experimental  burns.  They  have 
also  been  able  to  prevent  the  development  of  such 
ulcerations  through  the  maintenance  of  an  adequate 
blood  volume.  On  the  other  hand,  it  is  conceivable 
that  acute  ulcerations  may  also  be  related  to  a local 
lowering  of  resistance  in  the  mucosal  cells  of  the 
stomach  and  duodenum.  Many  years  ago,  Swingle 
and  Pfiffner22  postulated  that  adrenal  cortical  extract 
was  important  in  the  maintenance  of  normal  capillary 
perme  ability.  The  exact  mode  of  action  of  adrenal 
cortical  extract  and  its  various  steroid  components 
such  as  cortisone  is  still  not  known.  However,  it  is 
considered  likely  that  they  afford  some  sort  of  pro- 
tection to  the  cells  themselves,  which  would  thereby 
decrease  their  susceptibility  to  injury.  An  insufficient 
local  supply  of  these  substances  would  then  conceiv- 
ably make  the  gastro-duodenal  mucosa  more  sus- 
ceptible to  peptic  ulceration.  This  development  could 
be  expected  to  take  place  in  anybody  who  has  acute 
adrenal  insufficiency.  It  has  been  said  that  peptic 
ulcers  probably  occur  at  one  time  or  another  in  from 
5%  to  12%  of  the  population.23  This  fact  in  itself 
would  indicate  that  the  development  of  acute  peptic 
ulcers  is  in  the  nature  of  a response  to  injury  which 
is  common  to  many  if  not  all  people. 


The  Location  of  the  Chronic  Ulcer 

We  now  come  to  the  last  phase  of  the  ulcer  prob- 
lem, i.e..,  the  characteristic  location  of  a majority  of 
ulcers  in  the  duodenum,  antrum,  and  along  the  lesser 
curvature  of  the  stomach,  and  the  associated  problem 
of  the  characteristic  size  of  the  usual  peptic  ulcer. 
Here  the  probable  role  of  hyperactive  vagal  stimuli 
should  again  be  emphasized.  Hyperacidity  and  hy- 
pertonicity with  spasm  of  the  muscularis  are  prob- 
ably of  great  importance  here,  associated  perhaps 
with  vascular  spasm  in  small  nutrient  vessels  or  a dis- 
turbance in  some  vascular  shunting  mechanism  as  was 
recently  described  by  Barclay  and  Bentley.24 

Summary  and  Conclusions 

1.  The  possible  relationships  between  the  pituitary- 
adrenal  system  and  the  pathogenesis  of  the  usual 
peptic  ulcer  have  been  discussed. 

2.  It  is  theorized  that  the  acute  ulcer  is  a local  gas- 
tro  duodenal  response  of  generic  nature  to  a non- 
specific injury  and  related  in  some  way  to  a period 
of  acute  adreno-cortical  insufficiency. 

3.  It  is  further  theorized  that  in  the  presence  of 
continuing  injury  this  ulcer  exhibits  indolence  in 
healing  due  to  the  combined  action  of  peptic  diges- 
tion, and  hormonal  inhibition  secondary  to  a state 
of  relative  adrenocortical  hyperactivity. 

4.  The  possibility  of  reactivation  of  old  ulcers  and 
the  development  of  new  areas  of  ulceration  is  in- 
herent in  this  theory,  in  view  of  the  tendency  of 
the  typical  peptic  ulcer  patient  to  be  subjected  to 
intermittent  and  frequently  recurring  periods  of 
stress. 

5.  The  importance  of  the  cephalic  phase  of  gastric 
activity  has  been  reemphasized. 

6.  No  attempt  was  made  in  this  paper  to  distinguish 
between  the  duodenal  and  gastric  types  of  peptic 
ulceration ; nor  was  any  attempt  made  to  discuss 
the  relationship  of  other  local  and  systemic  etio- 
logical factors  such  as  trauma,  infection,  allergy 
and  disturbances  in  the  gastric  or  intestinal  phases 
of  gastric  activity,  it  being  thought  probable  that 
peptic  ulcer  is  a disease  which  has  several  differ- 
ent primary  as  well  as  contributory  etiological 
factors. 

“Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  author  are  the  result 
of  his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration.” 
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PHYSICAL  MEDICINE  AND  REHABILITATION  FOR  PATIENTS  WITH  HEMIPLEGIA 

L.  R.  Burnham,  M.  D.* 


The  problem  of  rehabilitation  of  the  hemiplegic  is 
one  of  the  increasingly  persistent  situations  which  the 
physiatrist  may  expect  to  encounter.  The  increasing 
stress  and  strain  of  living  with  its  physical  and  mental 
upsets  all  are  contributory  factors  to  the  precipitation 
of  such  a condition,  not  only  in  the  aged  but  also  in 
the  middle-aged  and,  not  infrequently,  the  young. 

The  concept  of  treatment  of  this  condition  has 
markedly  changed  during  the  past  decade.  This 
change  has  been  almost  entirely  along  the  lines  of 
Physical  Medicine  Rehabilitation. 

Formerly,  the  patient  suffering  with  a cerebral  vas- 
cular accident  was  put  to  bed  with  sedation  and  an 
ice  cap.  The  fatalistic  attitude  was  that  patient  might 
live  or  death  might  ensue.  No  thought  of  treatment 
was  usually  given  beyond  the  acute  situation.  If  loco- 
motion eventually  returned,  the  extremities  were  so 
atrophied  from  disuse  that  results  were  extremely 
poor.  The  upper  extremity  was  usually  deformed  by 

* Chief,  Physical  Medicine  Rehabilitation  Service,  Veterans 
Administration  Center,  Togus,  Maine. 


contractures  and  joint  fixations  of  hand,  wrist,  elbow 
and  shoulder  were  the  rule.  Almost  invariably  the 
patient  was  kept  in  bed  until  he  or  she  insisted 
on  arising.  Usually,  if  the  patient  were  insistent 
enough,  he  was  lifted  out  of  bed  onto  chair  or  com- 
mode and  lifted  back  to  bed.  He  was  not  encouraged 
in  fact,  he  was  discouraged,  from  helping  himself. 
Today,  the  opposite  is  true.  We  feel  he  should  be 
encouraged  to  exert  himself  toward  self  care  in  any 
way  possible  such  as  feeding,  shaving,  and  so  on. 

With  the  present  trends  toward  rehabilitation, 
every  hemiplegic  deserves  care  beyond  the  point  of 
life  saving  which,  in  many  cases,  is  where  the  physi- 
cian in  charge  of  the  case  has  stopped  in  the  past. 
Approximately  seventy-five  percent  of  the  fatalities 
in  cerebral  vascular  accidents  occur  in  the  first  two 
weeks.  Perhaps  twenty  per  cent  additional  will  occur 
within  the  first  two  months.  (This  is  according  to 
M.  E.  Houston,  Practical  Aspects  of  Cerebral-Vas- 
cular Accidents.,  N.  Y.  State  Journal  of  Medicine, 
Nov.  1,  1948.) 
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Prognosis  as  to  the  future  in  cerebro-vascular  acci- 
dents depends  on  the  functions  remaining,  along  with 
consideration  of  the  site,  nature  and  extent  of  the 
lesion.  Surgery  is  indicated  and  sometimes  possible 
in  diagnosis  of  subdural  hemorrhage,  brain  tumors, 
brain  abscess,  and  in  some  patients  who  after  recov- 
ery from  the  critical  shock  condition  show  signs  of 
increased  intracranial  pressure.  Those  who  are  to 
survive  will  recover  some  degree  of  psychic,  motor 
and  sensory  functions. 

Physical  Medicine  Rehabilitation  will  provide 
much  to  assist  the  recovery  of  these  patients.  Treat- 
ment should  be  started  as  soon  after  the  accident 
occurs  as  possible,  that  is,  as  soon  as  the  patient’s 
symptoms  will  permit.  In  uncomplicated  cases  this 
should  be  within  the  first  few  days  instead  of  waiting- 
weeks  as  has  been  customary  in  many  instances. 

The  general  aims  of  Physical  Medicine  Rehabilita- 
tion treatment  are  to  prevent  deformity  by  maintain- 
ing flexibility  in  soft  structures  and  joints  of  the 
affected  parts ; to  aid  the  patient  toward  early  active 
use  of  the  paralyzed  parts  as  soon  as  the  functional 
physiologic  processes  permit  and  to  give  the  patient 
psychic  rehabilitation  within  limits  of  his  cerebral 
injury.  This  should  include  a philosophy  of  hope 
toward  his  recovery  and  further  usefulness. 

Treatment  toward  prevention  of  deformity  and 
ultimate  restoration  of  function  should  be  instituted 
early.  I repeat  this  because  it  is  of  extreme  impor- 
tance and  even  recently  has  been  neglected.  Bed  pos- 
turing plays  an  important  part.  The  nurses  should  be 
instructed  to  place  pillows  and  sandbags  to  support  the 
extremities  against  the  positions  which  tend  to  the 
usual  deformities.  These  deformities  are  flexion 
limitations  in  hip  and  knee,  equinovarus  of  the  foot, 
internal  rotation  of  the  hip  due  to  spasticity  of  inter- 
nal rotators,  restraint  of  abduction  due  to  adductor 
spasm  and  external  rotation  often  is  found  in  the 
flaccid  state,  flexion  limitations  of  elbow,  wrist  and 
hand.  Tight  pectoral  muscles  may  limit  flexion  and 
abduction  at  the  shoulder.  If  deformity  seems  uncon- 
trollable by  pillows  and  sand  bags,  resource  to  splint- 
ing should  be  had  without  hesitancy.  A molded  splint 
to  keep  hand  and  wrist  in  extension,  a molded  splint 
to  keep  foot  in  dorsi-flexion  and  prevent  shortening 
of  the  Achilles  tendon,  also  molded  splinting  will 
best  overcome  the  tendency  to  equinus  and  varus. 
Attendants  must  be  impressed  with  the  importance 
of  these  supports  and  see  that  they  are  in  position 
following  the  routine  of  daily  nursing  care. 

The  joints,  both  those  involved  in  the  hemiplegia 
and  those  uninvolved  are  to  be  put  through  the  nor- 
mal range  of  joint  motion  in  turn,  several  times  daily. 
In  the  uninvolved  parts,  this  may  be  done  actively 
and  in  the  involved  parts  by  passive  motion  preceded 
by  heat.  Spasticity  may  be  reduced  by  means  of  hot 
packs  or  luminous  heat.  Caution  must  be  used  as 
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patient’s  speech  may  be  inadequate  to  complain  of 
too  much  heat  and  also,  his  heat  perception  may  be 
dulled. 

The  motions  of  particular  importance  in  the  upper 
extremity  aim  to  strengthen  the  weak  extensors  and 
to  relax  the  stronger  flexors.  The  person  doing  the 
exercises  must  be  cautioned  of  the  limitations  of 
motion  in  normal  joints  so  as  to  safely  carry  out  the 
routine.  If,  for  example,  abduction  of  the  shoulder 
is  carried  out  beyond  ninety  degrees,  it  must  be 
understood  that : unless  external  rotation  of  the 

shoulder  with  the  shoulder  carried  forward  as  the 
humerus  is  further  flexed  above  the  head,  inflamma- 
tion may  occur  causing  a periarthritis  of  shoulder 
joint.  This  frequently  occurs.  Patients  must  be 
taught  how  to  acquire  maximum  relaxation  of  the 
spastic  muscles.  Since  each  case  will  vary  as  to  the 
amount  of  brain  damage,  the  exercises  will  have  to 
be  adjusted  accordingly.  In  the  beginning,  exercises 
should  be  carried  out  for  a single  joint,  the  other 
joints  being  uncorrected.  For  example,  first  with  the 
shoulder  in  neutral  position,  the  elbow  is  flexed  and 
extended  through  the  full  range  of  motion.  Then 
with  the  elbow  in  position  of  flexion,  the  shoulder  is 
abducted.  Next,  with  the  elbow  in  flexion  the  wrist 
is  extended  and  flexed.  Exercises  are  then  repeated 
with  movements  of  two  joints  together.  More  com- 
plex activities  may  be  carried  out  as  the  sensorium 
clears  and  these  activities  may  be  carried  out  in  con- 
junction with  the  normal  extremity.  For  example, 
the  involved  arm  may  be  exercised  by  means  of  an 
overhead  pulley  arrangement.  The  uninvolved  arm 
supplies  the  motor  power  and  if  the  grasp  of  the 
involved  hand  is  insufficient,  it  may  be  strapped  to 
the  handle  by  means  of  a glove  strap  arrangement. 
The  tonic  neck  reflex  reported  by  Magnus  and  De 
Kleign,  Walsh,  Davis  and  others  of  the  Institute  of 
Rehabilitation  and  Physical  Medicine,  N.  Y.  U., 
Bellevue  Medical  Center,  indicates  that  there  is  a 
definite  increase  in  strength  and  degree  of  elbow 
extension  when  the  face  is  turned  toward  the  hemi- 
plegic side.  This  reported  finding  should  be  kept  in 
mind  when  exercise  of  the  upper  extremity  is  under- 
taken. 

Similar  exercises  are  carried  out  for  lower  ex- 
tremity, removing  splints  during  exercise,  but  care- 
fully replacing  them  after  its  completion  if  indicated. 
In  the  instance  of  lower  extremity  exercise,  too  much 
emphasis  must  not  be  placed  on  the  recumbent  posi- 
tion. Practice  should  be  started  as  soon  as  possible 
in  the  standing  position.  Muscle  re-education  in  hemi- 
plegia involves  group  re-education  in  contradistinc- 
tion to  peripheral  nerve  palsies  which  cause  individ- 
ual muscle  paresis.  The  patient  should  be  instructed 
to  attempt  coordinated  movements  of  part  involved. 
Imbalances  due  to  diverse  causes  in  different  cases 
will  be  apparent.  Spasticity  will  be  present  in  some 
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groups  of  muscles.  Spasticity  may  be  present  in 
both  flexors  and  extensors  of  a part  and  present  it- 
self as  rigidity.  A loss  of  proprioceptive  reflex  and 
position  sense  will  interfere  with  orderly  movement. 

The  upper  extremity  shows  usually  less  tendency  to 
recover  than  the  lower  because  the  demands  on  the 
upper  are  more  numerous  and  complex.  Walking  is 
comparatively  simple  as  compared  with  the  use  of 
the  arm  and  hand. 

Spastic  muscles  should  be  stretched  gently, 
smoothly,  but  firmly  to  overcome  tending  to  con- 
tracture. Such  stretching  should  be  done  after  appli- 
cation of  beat  and  light  massage.  Weak  muscles  may 
be  exercised  by  electrical  stimulation  alternated  with 
under  water  exercises.  As  they  increase  in  strength, 
resistive  exercises  may  be  instituted.  The  high  re- 
sistance, low  repetitive  exercises  as  outlined  by 
De  Lome  will  increase  strength  and  as  the  result  is 
obtained,  high  repetitive,  low  resistance,  exercises 
may  be  used.  These  latter,  while  of  little  value  in  in- 
creasing strength,  are  of  great  value  for  developing 
endurance.  After  strength  is  developed,  endurance 
may  follow. 

When  the  patient  is  able  to  cooperate  and  is  co- 
ordinated, he  should  be  retaught  balance  as  soon  as 
possible.  This  may  be  done  by  standing  with  two 
chairs,  at  the  foot  of  bed,  in  walker  or  parallel  bars. 
After  balance  comes  walking  instructions.  This  may 
be  done  in  usual  manner  with  walking  crutches,  one 
crutch,  or  cane  and  frequently  he  will  go  on  to  ambu- 
lation without  support  as  his  confidence  and  strength 
develop. 

If,  in  spite  of  splinting,  there  is  a deformity  such 
as  foot  drop,  a short  brace  should  be  fitted  before 
ambulation.  With  extreme  spasm  of  the  posterior 
calf,  this  could  be  used  as  a detriment  to  deformity 
at  other  times,  as  well  as  when  patient  is  actively 
walking. 

Rising  from  a chair  should  he  taught  with  a chair 
which  permits  the  patient  to  place  his  sound  foot  be- 
neath the  chair.  Then  he  will  flex  the  trunk  until 
balance  is  well  forward,  push  up  by  extending  trunk 
and  legs  simultaneously.  This  is  a great  help  toward 
self  care  and  restores  much  to  patient’s  confidence. 

Throughout  the  period  of  rehabilitation  patients 
must  be  made  to  realize  that  the  outcome  of  treat- 
ment depends  largely  on  themselves.  Improvements 
may  continue  for  months  or  even  a year  or  more 
after  the  onset  of  the  episode. 

The  upper  extremities  usually  lag  in  the  rehabilita- 
tion program  as  mentioned  above  and  it  is  here  that 
occupational  therapy  will  be  of  great  value  to  the 
patient.  Wood  sanding,  leather  punching,  weaving  on 
loom  which  is  rigged  for  resistance,  and  operation 
of  hand  printing  press  are  a few  of  the  activities 
which  will  give  training  in  strenght  and  coordination 
in  grosser  movements  and  prepare  for  more  deftness 


and  smoothness  in  the  accomplishment  of  finer  pre- 
cision in  movement.  Here,  too,  is  the  opportunity  for 
the  high  repetitive  exercises  for  the  lower  extremity 
mentioned  above  by  means  of  the  bicycle  saw  which 
will  train  both  extremities  simultaneously  in  strength 
and  coordination  if  properly  adjusted.  For  further 
details  of  occupational  therapy  with  special  reference 
to  the  upper  extremity  the  article  in  the  American 
Occupational  Therapy  Journal,  Vol.  Ill,  No.  6,  by 
Covalt,  Yamshon,  and  Nowicki  is  recommended. 
Occupational  Therapy  may  also  serve  as  a testing 
ground  in  exploration  of  manual  possibilities  for  the 
patient  for  further  training,  as  well  as  a mental  stimu- 
lation to  the  patient  to  increase  his  efiforts  toward 
rehabilitation.  Patients  released  from  active  treat- 
ment must  have  incentive  for  living  whether  for 
monetary  gain,  hobby,  or  recreation. 

It  is  important  throughout  the  rehabilitation  pro- 
gram to  keep  in  mind  the  objective  of  self  care.  This 
includes  dressing,  bathing,  shaving,  feeding,  toilet 
habits,  as  well  as  ambulation  and  more  obvious  activi- 
ties. It  is  the  little  things  that  are  annoying  and 
prone  to  he  overlooked.  The  Occupational  Therapist 
and  Corrective  Therapist  should  remember  it  is  more 
important  that  the  patient  learn  these  self  help  aids 
than  it  is  to  lift  a massive  weight  or  weave  an  enor- 
mous rug. 

Speech  may  be  deficient  in  the  hemiplegic.  If  a 
speech  therapist  is  available,  so  much  the  better  but 
few  medical  facilities  have  this  advantage  and  the 
treatment  thereof  must  be  carried  out  by  other  per- 
sonnel. If  this  is  to  be  done  by  untrained  personnel 
then  it  should  be  under  very  close  medical  super- 
vision. Encouragement  is  one  of  the  most  important 
factors  in  the  re-education  of  these  patients.  They 
must  be  made  to  appreciate  that  re-education  will 
be  time  consuming  and  tedious.  We  must  be  patient 
and  the  patient  must  be  tolerant  and  cooperative.  The 
results  of  the  combined  efiforts  will  be  directly  pro- 
portionate to  the  time  and  effort  he  actively  exercises. 

It  is  to  be  anticipated  that  at  least  one-half  of  these 
patients  will  be  capable  of  self  care  to  a greater  or 
lesser  degree,  that  is  dress,  undress,  bathe,  walk  and 
participate  in  activities  usual  to  home  living.  Of 
these,  a certain  small  number  will  be  able  to  return 
to  gainful  work  of  some  type. 

It  has  been  stated  that  the  objectives  of  rehabili- 
tation are  four  in  number,  namely: 

1.  Return  to  gainful  occupation  of  patient. 

2.  Self  care  by  patient. 

3.  Shorten  hospitalization  of  patient. 

4.  Reduce  possibility  of  rehospitalization  of  pa- 
tient. 

It  is  felt  that  in  no  disease  or  injury  situation  can 
all  these  objectives  be  met  in  every  case.  In  some 

Continued  on  page  192 
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EDITORIAL 

Art  — Hobby  Exhibit 

The  Maine  Medical  Association  will  hold  its  first  Art — Hobby  Exhibit 
at  the  Poland  Spring  House,  June  17,  18  and  19,  during  the  97th  Annual 
Session. 

A committee,  consisting  of  the  following  members,  has  been  appointed  to 
take  charge  of  this  exhibit : 

Julius  Gottlieb,  M.  D.,  Chairman 
Moses  F.  Lubell,  M.  D.,  Co-Chairman 
Waldo  A.  Clapp,  M.  D. 

Robert  W.  Belknap,  M.  D. 

Franklin  F.  Ferguson,  M.  D. 

Frederick  R.  Carter,  M.  D.,  Secretary 

Association  members  who  are  interested  in  participating  in  this  exhibit 
have  been  urged  to  write  to  the  Secretary  relative  to  their  particular  entries. 
The  response  has  been  a little  bit  disappointing.  However,  we  have  the  follow- 
ing participants  and  entries  listed  to  date : 

Julius  Gottlieb,  M.  D.,  Lewiston — several  oil  paintings. 

John  H.  Allen,  M.  D.,  Cape  Elizabeth — two  paintings. 

Arnold  W.  Moore,  M.  D.,  Augusta — paintings. 

David  K.  Lovely,  M.  D.,  Portland — photography. 

Oliver  W.  Turner,  M.  D.,  Boothbay  Harbor — “chains,  the  links  of  which 
I personally  designed  and  wrought  by  hand  in  silver.” 

Linus  J.  Stitham,  M.  D.,  Dover-Foxcroft — two  hand  painted  lamps  and  a 

tray. 

I understand,  also,  that  Dr.  Waldo  Clapp,  of  Lewiston,  is  to  participate 
and  that  Dr.  Lubell  has  some  excellent  paintings,  which  I hope  will  be  entered. 

It  seems  that  many  more  of  you  must  be  eligible  to  participate  in  this 
first  Art — Hobby  Exhibit,  and  have  neglected  to  write.  If  such  is  the  case  do 
not  hesitate  to  bring  the  results  of  your  hobby  to  Poland  Spring  with  you.  A 
room  is  being  reserved  especially  for  this  exhibit  and  there  will  be  ample  space 
for  all  entries. 

(Oil  Paintings,  Photographs,  Sculptures,  Etchings,  Flv  Tying,  Woodworking, 
etc.) 
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NECROLOGIES 

Frank  Elliott  Leslie,  M.  D. 
1873-1951 


Frank  Elliott  Leslie,  M.  D.,  died  in  St.  Petersburg,  Florida, 
March  27,  1951.  Former  Manager  of  Veterans’  Administra- 
tion Hospital,  Mendota,  Wis.,  was  born  July  21,  1873,  in 
Woburn,  Mass.;  the  son  of  Freeman  F.  and  Sarah  Jane 
(Russell)  Leslie.  He  was  educated  at  New  York  University; 
Massachusetts  College  of  Pharmacy ; Bowdoin  College,  M. 
D.,  1901;  New  York  Post-Graduate  Hospital;  St.  Elizabeth 
Government  Hospital  for  Insane;  and  at  U.  S.  Veterans’ 
Post-Graduate  School.  On  June  3,  1903,  he  married  Nellie 
V.  Ripley  of  Andover,  Maine. 

Dr.  Leslie  served  as  Hospital  Steward  at  Massachusetts 
Soldiers’  Home,  for  three  years,  and  from  1901  to  1904,  he 
was  engaged  in  general  practice  of  medicine.  In  1905,  he  was 
appointed  Superintendent  of  Glenellis  Sanitarium  for  Neuro- 
psychiatric Cases,  and  during  the  First  World  War  he 
organized  Neuropsychiatric  Boards  and  examined  commands 
at  Fort  Ethan  Allen,  Vt.,  Fort  Myer,  Va.,  Camp  Shelby, 
Miss.,  Camp  Wadsworth,  S.  C.,  and  Camp  Sherman,  Ohio. 
He  was  commissioned  in  1919  as  Surgeon  in  U.  S.  Public 
Health  Service,  and  he  organized  and  became  Clinical  Di- 
rector of  Neuropsychiatric  services  for  the  Army  at  Fort 
Benjamin  Harrison,  Ind.,  Fort  Sam  Houston,  Texas,  and  at 
Perryville,  Md.  He  also  organized  and  served  as  Medical 
Officer  in  Charge  of  Neuropsychiatric  Services  for  U.  S. 
Public  Health  Service  at  West  Roxbury,  Mass.,  1920;  U.  S. 
Veterans’  Bureau  at  Fort  McKenzie,  Wyo.,  1922;  U.  S. 
Army  at  Augusta,  Ga.,  1921 ; Palo  Alto,  Calif.,  1923 ; and 


Camp  Custer,  Mich.,  1924.  In  1924,  he  was  commissioned  a 
Lt.  Col.  in  the  Medical  Reserve,  U.  S.  A.  He  was  Neuro- 
psychiatrist on  Central  Board  of  Appeals  of  U.  S.  Veterans’ 
Bureau,  N.  Y.  C.,  from  1925  to  1926,  when  he  was  appointed 
Assistant  Medical  Officer  in  Charge  and  Clinical  Director 
of  U.  S.  Veterans’  Hospital,  No.  49,  Philadelphia.  He  served 
as  Medical  Director  in  Charge  of  U.  S.  Veterans’  Hospital, 
Perry  Point,  Md.,  from  1927  to  1933,  and  as  Manager  of 
Veterans  Administration  Facility,  Northampton,  Mass.,  from 
1933  until  1939,  when  he  asumed  his  duties  as  Manager  of 
Veterans’  Administration  Hospital,  Mendota,  Wis.  He  re- 
tired from  Federal  Service  on  August  1st,  1943. 

He  was  a Diplomate  of  American  Board  of  Psychiatry  and 
Neurology,  and  Member  of  American  Medical  Association; 
American  Psychiatric  Association ; U.  S.  Military  Surgeons ; 
Oxford  County  Medical  Society ; Maine  Medical  Society ; 
National  Committee  for  Mental  Hygiene.  He  also  held  mem- 
bership in  Louis  T.  Battey  Post,  No.  4,  American  Legion ; 
St.  John’s  Lodge  of  A.  F.  and  A.  M.  of  Boston;  Augusta 
Chapter  of  Royal  Arch  Masons ; Georgia  Commandery  of 
Knights  Templar;  Department  of  Wisconsin  Reserve  Offi- 
cers’ Association;  Northampton  Chapter  of  Military  Order 
of  World  War ; and  University  Club  of  Winter  Park,  Florida. 

Dr.  Leslie  was  the  author  of  more  than  30  articles  and 
papers,  dealing  chiefly  with  mental  hygiene  published  in 
various  medical  and  scientific  journals. 


Walter  S.  Milliken,  M.  D. 
1870-1950 


Walter  S.  Milliken,  M.  D.,  of  Madison,  Maine,  passed 
away  on  November  20,  1950.  He  was  born  in  West  Baldwin, 
Me.,  Sept.  17,  1870.  He  attended  the  University  of  Vermont 
for  two  years,  and  graduated  from  Baltimore  Medical  Col- 


lege in  1897  with  an  M.  D.  degree.  He  practiced  medicine  in 
Bartlett,  N.  H.,  for  two  years,  and  in  1900,  he  came  to  Madi- 
son where  he  had  lived  and  practiced  since. 

Dr.  Milliken  was  prominent  in  civic  affairs  in  town,  county 
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and  state.  He  served  as  school  physician  and  health  officer 
for  many  years.  He  also  was  State  Representative  for  four 
years.  He  was  a loyal  member  of  the  Masonic  Order. 

He  was  a member  and  Past  President  of  the  Somerset 
County  Medical  Society,  a member  of  the  Maine  Medical 
Association,  and  also  of  the  American  Medical  Association. 

In  1948,  he  was  presented  a fifty-year  jewel  from  the  State 
Medical  Association.  He  was  on  the  staff  of  the  Redington 
Memorial  Hospital,  the  Franklin  Memorial  Hospital,  and  the 
Central  Maine  General  Hospital. 

Because  of  ill  health,  he  retired  from  active  practice  in 
1948.  Dr.  Milliken  served  this  community  with  unselfish  de- 
votion, loyalty  and  kindness,  giving  his  services  without 
thought  of  financial  reward  to  many  unfortunate  people. 
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All  through  his  many  years  of  practice  he  thought  of  his 
patients  first,  and  was  a conscientious  physician  of  the  “old 
school”  type.  He  was  much  loved  and  admired  by  his  friends 
and  patients.  He  had  a fine  sense  of  humor,  enjoying  a funny 
anecdote  and  delighting  his  listeners  with  his  favorite  stories. 
He  is  survived  by  his  widow,  Edith,  whom  he  married  in 
] 898. 

Be  it  resolved  that  the  Somerset  County  Medical  Society 
has  lost  a loyal  and  valued  member. 

Be  it  further  resolved  that  a copy  of  these  resolutions,  to- 
gether with  an  expression  of  deep  sympathy,  be  sent  to  Mrs. 
Milliken,  and  also  that  a copy  be  spread  upon  the  books  of 
the  Society. 

Lester  Norris,  M.  D., 

Walter  S.  Stinchfield,  M.  D. 


Edward  F.  Robinson,  M.  D. 
1860-1950 


Edward  F.  Robinson,  M.  D.,  90,  of  Falmouth,  died  at  a 
Portland  hospital,  August  25,  1950. 

Dr.  Robinson  was  born  in  Windham,  Maine,  March  17, 
1860,  the  son  of  Henry  and  Lydia  Varney  Robinson. 

He  was  graduated  from  Colby  College  in  1884,  attended 
Bowdoin  College  and  received  his  Medical  Degree  from 
Dartmouth  Medical  School  in  1892. 


Dr.  Robinson  was  an  Honorary  Member  of  the  Cumberland 
County  Medical  Society  and  the  Maine  Medical  Association, 
having  received  his  Fifty-Year  Medal  at  the  1942  annual 
session  of  the  Association.  He  was  also  a member  of  the 
American  Medical  Association. 


Hedley  V.  Tweedie,  M.  D, 
1866  - 1950 


Hedley  V.  Tweedie,  M.  D.,  84,  died  at  his  home  in  Rock- 
land, Maine,  December  16,  1950. 

Dr.  Tweedie  was  born  in  Williamstown,  N.  B.,  Canada, 
June  18,  1866,  the  son  of  Robert  and  Susan  Tweedie. 

He  was  a graduate  of  the  University  of  Maryland  Medical 
School  in  1897  and  did  post-graduate  work  at  Johns  Hopkins 
Hospital.  He  practiced  in  Baltimore  until  1900  when  he 
became  an  assistant  surgeon  in  the  army  as  a 1st  Lieutenant, 
serving  at  San  Francisco  and  in  Alaska  until  1904.  From  1904 
until  1916,  he  was  located  in  Baltimore.  During  the  first 


World  War  he  was  a Captain  in  the  Medical  Corps.  He 
located  in  Rockland  in  1919  and  practiced  there  until  the 
time  of  his  death. 

He  had  been  an  Honorary  Member  of  the  Knox  County 
Medical  Society  and  Maine  Medical  Association  since  1947 
when  he  was  presented  with  the  Association’s  Fifty-Year 
Medal.  He  was  a member  of  the  American  Medical  Associa- 
tion, and  a 32nd  degree  Mason. 

Surviving  are  his  widow,  Edith  Hudson  Tweedie,  a daugh- 
ter and  two  sons. 


Horatio  W.  Frohock,  M.  D. 
1882-  1950 


Horatio  W.  Frohock,  M.  D.,  68,  died  in  the  Knox  County 
General  Hospital,  Rockland,  Maine,  December  29,  1950. 

Dr.  Frohock  was  born  in  Andover,  Massachusetts,  August 
20,  1882,  the  son  of  Sylvanus  E.  and  Nellie  H.  Frohock. 

Dr.  Frohock,  a veteran  of  the  Medical  Corps  in  the  first 
World  War,  was  graduated  from  the  College  of  Physicians 
and  Surgeons  in  1907.  He  practiced  in  South  Thomaston 
from  1907  to  1915,  and  in  Rockland  since  that  time. 


He  was  a member  of  the  Medical  Staff  of  the  Knox 
County  General  Hospital,  a member  of  the  Knox  County 
Medical  Society,  Maine  Medical  Association  and  American 
Medical  Association. 

Surviving  are  his  widow,  Mrs.  Sarah  Merrill  Frohock,  two 
sons,  his  mother,  four  brothers  and  two  sisters. 
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Walter  R.  Gumprecht,  M.  D. 
1902-1950 


Walter  R.  Gumprecht,  M.  D.,  48,  of  Bangor,  died  Decem- 
ber 16,  1950. 

Dr.  Gumprecht,  a widely  known  specialist  in  chest  dis- 
eases, was  born  in  Meriden,  Connecticut,  March  9,  1902,  the 
son  of  Richard  M.  and  Martha  H.  Gumprecht. 

He  had  practiced  in  Bangor  since  1929,  was  a former  Ban- 
gor city  physician,  and  medical  director  of  the  Bangor  Sana- 
torium. He  held  a major’s  commission  in  the  Maine  National 
Guard  medical  detachment  during  World  War  Two. 


Dr.  Gumprecht  was  a member  of  the  Penobscot  County 
Medical  Society,  Maine  Medical  Association  and  American 
Medical  Association.  Pie  was  a past  president  of  the  Bangor 
Medical  Club  and  a former  director  of  the  Maine  Public 
Health  Association. 

He  is  survived  by  his  widow,  two  daughters,  two  sons  and 
his  parents. 


Raymond  W.  Clarke,  IVL  D. 
1888-1951 


Raymond  W.  Clarke,  M.  D.,  62,  died  at  Ellsworth,  Maine, 
February  11,  1951. 

Born  at  Franklin,  Maine,  he  attended  Maine  Central  Insti- 
tute at  Pittsfield,  and  was  graduated  from  Bowdoin  Medical 
School  in  1916.  He  interned  at  the  Eastern  Maine  General 
Hospital,  Bangor,  and  began  practice  at  Deer  Isle. 


A World  War  One  veteran,  Dr.  Clarke  also  practiced  at 
Searsport  before  locating  in  Ellsworth  in  1924. 

Pie  was  a member  of  the  Hancock  County  Medical  Society, 
Maine  Medical  Association  and  American  Medical  Associa- 
tion. 

He  is  survived  by  his  widow,  Etta. 


William  W.  Smith,  M.  D. 
1867-  1950 


William  W.  Smith,  M.  D.,  84,  died  at  Ogunquit,  Maine, 
May  30,  1950. 

Dr.  Smith  was  born  in  North  Windham,  Maine,  January 
15,  1867,  son  of  Andrew  F.  and  Eunice  L.  Skill  ins  Smith. 

He  was  graduated  from  Alfred  High  School,  Westbrook 
Seminary,  and  received  his  Medical  Degree  from  Dartmouth 
Medical  College  in  1894.  He  had  practiced  in  Ogunquit  since 
1898. 


Dr.  Smith  was  presented  with  the  Maine  Medical  Asso- 
ciation’s Fifty-Year  Medal  in  June,  1944,  and  with  a Five- 
Year  Bar  in  1949.  He  was  a member  of  the  York  County 
Medical  Society,  Maine  Medical  Association  and  American 
Medical  Association. 

He  is  survived  by  his  widow,  Augusta  S.  Mann  Smith. 


lit  Utenmnam 


Clarke,  Raymond  W., 
Dore,  Guy  E., 

Frohock,  Horatio  W., 
Gumprecht,  Walter  R., 
Jackson,  Calvin  F., 
Jessner,  Kurt  J., 

Jones,  Richard  P., 
Leslie,  Frank  E., 
Milliken,  Walter  S., 
Ridlon,  Magnus  G., 
Robinson,  Edward  F., 
Smith,  William  W., 
Tweedie,  Hedley  V., 


Ellsworth 
Guilford 
Rockland 
Bangor 
War,  West  Virginia 
Fairfield 
Belfast 
Portland 
Madison 
Kezar  Falls 
Falmouth 
Ogunquit 
Rockland 


180 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 

Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Harry  D.  McNeil,  M.  D.,  Bangor 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 

Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Kennebec 

Howard  F.  Hill,  M.  D.,  of  Waterville,  while  on  a recent 
tour  of  Europe,  was  elected  a member  of  the  French  Ophthal- 
mological  Society. 


Waldo 

Foster  C.  Small,  M.  D.,  of  Belfast,  President  of  the 
Maine  Medical  Association,  has  been  appointed  to  serve  on 
the  Program  and  Central  Committees  of  the  New  England 
Post-Graduate  Assembly. 


Knox 

C.  Harold  Jameson,  M.  D.,  of  Rockland,  President-elect 
of  the  Maine  Medical  Association,  wishes  to  thank  the  mem- 
bers of  the  Association  for  the  flowers  sent  him  while  he  was 
in  the  hospital. 

Dr.  Jameson  resumed  practice  April  30. 


NEWS  AND  NOTES 

Maine  Radiological  Society 

The  Maine  Radiological  Society  held  a meeting  on 
Wednesday,  May  2nd,  at  Togus. 

The  business  session  was  devoted  to  discussion  of 
radiology  in  Maine.  Further  progress  on  the  develop- 
ment of  a constitution  was  reported  and  this  will  be 
finally  completed  at  the  annual  meeting  in  June. 

Forrest  B.  Ames,  M.  D.,  of  Bangor,  was  nominated  for 
Councilor  for  the  American  College  of  Radiology,  this 
nomination  to  be  acted  upon  by  the  Board  of  Chancellors 
of  the  College. 

Following  a dinner  there  was  a round  table  discussion 
relative  to  the  role  of  Radiologists  in  Civilian  Defense 
plans  led  by  Clark  F.  Miller,  M.  D.,  of  Lewiston. 

It  was  voted  to  hold  the  annual  meeting  Monday  noon, 
June  18th,  at  Poland  Spring. 

Forrest  B.  Ames,  M.  D., 
President, 

The  Maine  Radiological  Society. 


Plastic  Surgery  Awards — 1951 

Plastic  Surgery  Awards  — 1951 : The  Foundation  of  the 
American  Society  of  Plastic  and  Reconstructive  Surgery 
offers  Junior  and  Senior  Awards  for  original  contributions 
in  Plastic  Surgery. 

Junior  Award:  2 Scholarships  in  Plastic  Surgery  of  6 and 
3 months,  respectively. 

The  contest  is  open  to  plastic  surgeons  in  the  specialty  not 
longer  than  5 years. 

Senior  Aivard:  For  the  best  essay  on  “Mass  Treatment  of 
Burns  in  Atomic  Warfare.” 

The  winning  essays  will  appear  on  the  program  of  the 
forthcoming  annual  meeting  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgery  to  be  held  at  Colorado 
Springs,  Colorado,  October  31-November  2,  1951. 

All  entries  must  be  received  by  the  Chairman  not  later  than 
August  15,  1951. 

For  full  particulars  write  to: 

The  Award  Committee, 

c/o  Jacques  W.  Maliniac,  M.  D., 

11  East  68th  Street, 

New  York  21,  N.  Y. 

Continued  on  page  198 
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Not  only  enough  bulk 
•••but  plenty  of  water 


• o o 


To  assure  the  patient  of  the  necessary  quantity  of  liquid  and  natural  mucilloid 
expedient  to  the  promotion  of  peristaltic  movement,  Metamucil  is  to  be  taken 
with  a full  glass  of  cool  liquid  and  may  be  followed  by  another  glass  of  liquid 
if  indicated. 


Metamucil,  mixed  with  water,  produces: 

....  a bland  mass  which  is  intimately  miscible  with  the  intestinal  contents  and 
is  extended  evenly  throughout  the  digestive  tract 
....  gentle  stimulation  of  the  bowel  wall,  initiating  normal  reflex  peristalsis 
....  medium  stools — not  hard,  not  soft 
....  no  irritation,  straining,  impaction  and 

. ...  no  interference  with  digestion  or  absorption  of  oil-soluble  vitamins. 

METAMUCIL®  is  the  highly  refined  mucilloid  of  Plantago  ovata  (50%),  a seed 
of  the  psyllium  group,  combined  with  dextrose  (50%)  as  a dispersing  agent. 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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COUNCILOR  REPORTS 


First  District 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

During  the  current  year  6 regular  meetings  have  been  held 
by  the  Cumberland  County  Medical  Society  and  6 meetings 
by  the  York  County  Medical  Society.  One  meeting  in  each 
county  was  devoted  to  the  discussion  of  medical  aspects  of 
civil  defense.  The  May  meeting  of  the  York  County  Medical 
Society  was  an  innovation  in  the  respect  that  it  was  held  in 
Boston  where  members  of  the  Society  attended  a clinic  pro- 
vided by  the  staff  of  the  Beth  Israel  Hospital. 

A special  meeting  of  the  Cumberland  County  Medical  So- 
ciety was  held  on  March  29  to  consider  the  Blue  Shield  In- 
surance Plan.  At  this  meeting  the  Cumberland  County  Medi- 
cal Society  voted  to  instruct  their  delegates  to  oppose  the 
Blue  Shield  Plan  and  requested  members  of  the  society  who 
had  agreed  to  participate  in  this  Plan  to  withdraw  their  par- 
ticipation agreements. 

Respectfully  submitted, 

Eugene  H.  Drake,  M.  D., 

Councilor,  First  District. 


Second  District 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

I hereby  wish  to  submit  my  report  as  Councilor  of  Second 
District  for  the  year  1950-51 : 

County  meetings  at  Lewiston,  Bethel  and  Farmington  were 
attended,  as  well  as  the  Council  meetings  every  2 months, 
the  outstanding  feature  of  the  latter  being  the  meeting  at 
Pittsfield. 

My  experience  as  Councilor  for  3 years  has  impressed  me 
with  the  earnest  sincerity  of  the  officers  of  the  Maine  Medi- 
cal Association,  their  every  effort  always  directed  toward 
efficiency  and  economy  in  the  discharge  of  their  duties,  with 
the  well-being  of  patients  the  prime  consideration. 

Respectfully  submitted, 

J.  A.  MacDougall,  M.  D., 
Councilor,  Second  District. 


Third  District 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

I have  visited  the  Knox  County  Association  on  two  occa- 
sions. _ Attendance  has  averaged  50%  and  there  seems  to  be 
an  active  interest  in  programs.  There  apparently  is  confusion 
in  the  minds  of  some  as  to  the  operation  of  the  Blue  Shield 
Plan.  I shall  refer  to  this  in  conjunction  with  my  own  So- 
ciety, Lincoln- Sagadahoc.  My  own  personal  feelings  are 
that  the  plan  should  be  tried  for  at  least  a year  and  objection- 
able features  eliminated  as  far  as  possible.  It  seems  difficult 
to  explain  to  the  members  why  the  “pro  rating”  feature  need 
be  in,  which  is  because  we  are  not  dealing  with  a capital 
company  which  has  reserves,  and  that  the  actuarial  experience 
is  too  problematical  to  guarantee  full  payment.  One  objection 
that  seems  to  be  universal  is  to  the  publishing  of  a list  of 
participating  physicians.  There  is  a feeling  that  it  creates  a 
favored  group  and  is  coercive  on  those  who  for  various  rea- 
sons might  not  wish  to  sign  up. 

The  attendance  at  the  Lincoln- Sagadahoc  meetings  leaves 
something  to  be  desired.  Some  of  the  poor  attendance  during 


the  winter  is  attributable  to  illness  of  the  members.  There 
have  been  no  problems  of  internal  friction  in  either  of  the 
two  Societies. 

I have  been  able  to  attend  all  meetings  of  the  council. 
Respectfully  submitted, 

R.  W.  Belknap,  M.  D., 
Councilor,  Third  District. 


Fifth  District 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

My  report  for  this  year  is  of  having  attended  practically 
all  of  the  meetings  of  the  Hancock  County  Medical  Society, 
and  the  organization  is  in  excellent  condition,  holding  on  an 
average  10  meetings  a year  with  interesting,  active  speakers. 
We  also  note  an  increase  in  membership  so  that  now  the 
Society  has  two  delegates  as  against  one  delegate  previously. 
I can  report  the  condition  of  the  Society  is  excellent. 

The  Washington  County  Society,  even  though  I have  not 
been  able  to  visit  them  on  the  meetings  of  which  I have  been 
notified,  indicates  by  these  notifications  that  they  are  having 
interesting,  active  programs  and  have  an  active  membership. 
I cannot  report  other  than  this  Society  has  definitely  im- 
proved in  its  activities  during  the  past  year. 

Respectfully  submitted, 

Raymond  E.  Weymouth,  M.  D., 
Councilor,  Fifth  District. 


Sixth  District 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

It  is  a pleasure  to  again  submit  my  report  on  the  activi- 
ties of  the  three  County  Medical  Associations  which  com- 
prise the  Sixth  Councilor  District. 

The  Aroostook  County  Medical  Association  has  held 
four  meetings  this  year.  When  one  considers  the  fact  that 
Aroostook  County  covers  an  area  larger  than  the  State 
of  Massachusetts,  the  fact  that  they  have  an  average  at- 
tendance at  their  meetings  of  nearly  50%  speaks  clearly 
for  their  good  fellowship  and  good  meetings. 

The  Penobscot  County  Association  is  by  far  the  largest 
in  this  District.  They  have  had  nine  meetings  during  the 
year  and  conducted  the  Fall  Clinical  Session.  Their  meet- 
ings are  well  attended  both  by  members  of  their  Associ- 
ation and  members  of  smaller  County  Associations  to 
whom  they  kindly  send  notices  of  their  meetings.  They 
have  endeavored  to  have  a list  of  physicians  in  Bangor 
who  will  take  night  calls.  This  is  a city  problem  and  they 
are  endeavoring  to  correct  it. 

The  Piscataquis  County  Association  has  held  only  four 
meetings,  plus  two  hospital  staff  meetings,  to  which  all 
M.  D.’s  in  the  County  were  invited.  The  meetings  in  Pis- 
cataquis County  are  attended  by  all  who  can  possibly  get 
away  to  attend.  Excellent  attendance.  The  untimely 
death  of  Guy  E.  Dore,  M.  D.,  on  March  12th,  grieved  all 
members  of  this  Association.  Guy  was  one  of  our  most 
active  members  and  a friend  to  all.  He  will  be  greatly 
missed  at  our  meetings. 

Respectfully  submitted, 

N.  H.  Ntckerson,  M.  D., 

Councilor,  Sixth  District. 
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COMMITTEE  REPORTS 


STANDING  COMMITTEES 

Committee  on  Public  Relations 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

The  Committee  on  Public  Relations  respectfully  presents 
the  following  report  for  the  year  1950-51. 

Two  meetings  of  the  Committee  were  held  during  the  pres- 
ent year ; one  in  August  and  another  in  January  during  the 
session  of  the  State  Legislature. 

The  Committee  has  largely  functioned  in  an  advisory 
capacity,  as  a policy-making  body,  to  our  Executive  Secre- 
tary, Mr.  Payson,  to  whom  any  credit  for  improved  Public 
Relations  must  be  given. 

Our  policy  of  cooperation  with  the  Press  and  Radio  has 
continued  to  bring  forth  satisfactory  results.  We  have  en- 
deavored to  provide  releases  on  all  programs  to  the  Press 
and  Radio  whenever  possible.  Much  more  could  be  accom- 
plished in  this  respect  if  some  procedure  could  be  established 
whereby  each  program  participant  could  be  prevailed  upon  to 
provide  an  abstract  of  his  presentation  in  advance.  The 
Public  is  interested  in  our  proceedings  and  much  good-will 
would  be  forth-coming  from  a more  complete  Press  release 
program.  We  would  urge  that  our  Program  Committee  bear 
this  in  mind  and  request  such  abstracts  for  the  use  of  our 
Committee. 

It  is  also  important  that  these  releases  go  through  the 
hands  of  some  qualified  person  for  editing.  At  times  we  have 
had  inaccurate  and  undesirable  publicity  due  to  misunder- 
standing of  professional  terminology,  or  to  unfortunate  and 
misleading  headlines.  The  Press  desires  to  report  our  activi- 
ties correctly  but  cannot  do  so  without  our  cooperation. 

The  Committee  has  continued  to  be  concerned  with  the 
complaints  of  inability  to  obtain  the  services  of  physicians 
when  needed,  especially  at  night,  or  on  Sundays  or  holidays. 
This  complaint  is  not  State-wide  but  is  largely  localized  in 
certain  areas.  It  is  our  feeling  that  this  complaint,  which 
all  too  often  is  a valid  one,  can  best  be  corrected  by  local 
hospitals  arranging  for  necessary  coverage.  Where  this  is 
done  the  results  seem  to  have  been  very  satisfactory. 

After  all  the  best  Public  Relations  for  the  Medical  Pro- 
fession are  good  personal  relations  between  the  doctor  and 
his  patients.  This  pertains  both  to  availabilty  of  services  and 
recompense  for  the  same.  The  best  State  Program  of  Public 
Relations  can  easily  be  ruined  by  the  unthinking  or  selfish 
acts  on  the  part  of  the  individual  practitioner. 

Your  committee  was  not  directly  interested  in  any  Legis- 
lative measures  this  Session  but  did  endorse  the  bills  calling 
for  increased  payments  to  hospitals  for  State  Aid  (indigent) 
cases  and  for  hospitals  having  first  lien  on  insurance  pay- 
ments in  accident  cases. 

Respectfully  submitted, 

Warren  E.  Kershner,  M.  D., 
Theodore  C.  Bramhall,  M.  D., 

M.  Tieche  Shelton,  M.  D., 

I.  I.  Goodof,  M.  D., 

Forrest  B.  Ames,  M.  D., 

Frederick  T.  Hill,  M.  D., 

Chairman. 


Rural  Health  Committee 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

The  Rural  Health  Committee  held  two  meetings  dur- 
ing the  current  Association  year.  One  meeting  was  de- 
voted to  local  public  health  units,  the  other  to  clinics  at 
hospitals  in  more  rural  areas. 

On  October  15th  in  Bangor  this  committee  had  further 


discussion  of  the  movement  to  provide  basic  minimum 
local  public  health  services  which  has  long  been  a prime 
topic  for  consideration  by  this  committee.  It  is  readily 
recognized  that  because  local  public  health  units  are 
almost  always  set  up  and  financed  by  each  town  sepa- 
rately in  this  State,  there  are  very  few  places  where  even 
a basic  minimum  local  public  health  service  is  provided. 

The  Federal  Congress  has  long  had  under  considera- 
tion federal  subsidies  to  states  which  in  turn  could  then 
subsidize  proper  unions  of  towns  and  even  counties  in 
health  districts.  Such  a bill  is  at  present  before  the  Con- 
gress, approved  by  A.  M.  A.  with  minor  changes. 

The  committee  has  long  approved  the  general  prin- 
ciples involved  but  felt  that  as  approach  was  made  to 
actual  operation  that  this  problem  was  not  purely  rural 
and  that  there  should  be  a committee  especially  for  this 
subject.  It  so  recommended  and  the  committee  has  been 
appointed. 

On  December  10th  the  committee  met  at  Augusta  with 
President  Small  to  discuss  the  revival  of  clinics  at  the 
hospitals  in  smaller  cities  and  towns.  Dr.  Small  had 
evinced  a special  interest  in  this  project  and  recounted 
the  benefits  derived  in  earlier  days  when  such  clinics  were 
held. 

This  committee  recommended  that  the  County  Soci- 
eties in  rural  areas  give  consideration  to  and  take  the 
leadership  in  undertaking  such  clinics  as  in  their  judg- 
ment are  feasible  and  desirable. 

Respectfully  submitted, 

Norman  H.  Nickerson,  M.  D., 
Chairman. 


Legislative  Committee 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

A number  of  bills  have  come  before  the  Legislature  which 
in  some  ways  affected  our  Association.  I will  endeavor  to 
list  the  more  important  of  these  by  number  as  well  as  to  give 
a short  outline  of  their  purpose. 

First,  L.  D.  607  was  introduced  at  the  request  of  the  Maine 
Medical  Association.  This  bill  gives  authority  to  the  Trustees 
of  the  University  of  Maine  to  establish  and  operate  a Class 
A Medical  School  when  and  if  funds  are  available  for  its 
construction  and  operation.  This  bill  was  passed  and  signed 
by  the  Governor. 

L.  D.  1158  was  a bill  to  permit  chiropractors  to  furnish 
medical  and  surgical  services  under  the  YVorkmen’s  Compen- 
sation Law.  The  insurance  companies  were  largely  respon- 
sible for  the  defeat  of  this  bill. 

L.  D.  474  was  a bill  to  establish  a course  of  training  for 
practical  nursing.  It  received  an  unfavorable  report  from 
the  Committee  and  as  it  called  for  an  appropriation  for  the 
biennium  of  $50,000.00  it  was  killed. 

L.  D.  514  was  a bill  introduced  by  the  Board  of  Registra- 
tion of  Medicine  to  clarify  the  language  defining  persons 
qualified  to  take  the  examinations.  It  also  stiffened  the  law 
regarding  camp  physicians  and  increased  the  powers  of  the 
Board  to  make  rules  and  regulations.  This  bill  was  passed. 

L.  D.  522  was  a Resolve  to  appropriate  approximately  one- 
half  million  dollars  to  build  a surgical  unit  at  the  Fairfield 
Sanatorium.  This  bill  received  good  support  in  the  Commit- 
tee hearing  from  several  doctors,  including  our  President, 
and  its  desirability  was  undoubtedly  established.  This  bill 
was  passed,  subject  however,  to  the  availability  of  surplus 
funds. 

The  general  appropriation  bill  carried  an  item  for  aid  to 
public  and  private  hospitals.  This  really  means  for  State 
Aid  to  the  medically  indigent  in  hospitals.  The  previous 
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appropriation  has  been  about  $576,000.00  which  allowed  about 
$4.50  per  hospital  day  which  is  less  than  one-half  of  the  daily 
hospital  cost.  The  Governor  had  strongly  recommended  an 
increase  to  $1,000,000.00  and  submitted  that  figure  in  his 
appropriation  bill.  The  Committee  cut  that  amount  to  $750,- 
000.00.  Then  the  House,  by  an  amendment,  put  it  back  to 
$1,000,000.00  but  later  got  cold  feet  and  referred  the  bill  to 
the  House  Ways  and  Means  Committee  and  that  Committee 
recommended,  among  other  appropriation  cuts,  a reduction 
in  hospital  aid  to  $800,000.00.  This  cut  was  accepted  by  the 
Legislature  and  that  is  the  situation  at  present. 

L.  D.  56  is  a bill  introduced  by  the  Associated  Hospital 
Service  to  require  the  Insurance  Commissioner  to  supervise 
and  license  its  work  in  hospital  and  surgical  service  plans. 
This  bill  was  passed. 

L.  D.  949  is  a bill  concerning  vital  statistics.  The  existing 
law  provides  that  if  a person  is  found  dead  unattended  the 
people  in  the  home  can  call  in  the  town  clerk  who  can  issue 
a death  certificate.  The  proposed  law  requires  that  a doctor 
be  called  in  to  make  inquiry  and  examination  and  issue  the 
certificate.  This  law  also  includes,  in  cases  of  sudden  death 
for  the  calling  in  of  a physician.  This  bill  was  passed. 

L.  D.’s  909  and  910  concerning  compulsory  and  free  vacci- 
nations for  children  were  both  defeated. 

L.  D.  18  was  a bill  to  give  hospitals  a lien  on  the  pro- 
ceeds of  insurance.  The  intent  of  the  bill  was  not  clearly 
stated  as  to  what  insurance  this  referred  to.  A second  draft 
was  made  but  this  also  was  not  satisfactory  and  the  bill  was 
again  recommitted  to  the  Committee.  No  report  has  come 
out  as  yet. 

L.  D.  1056  is  the  new  commitment  law  proposed  by  Colonel 
Greenlaw,  Commissioner  of  Institutional  Services,  Dr. 
Sleeper,  and  Dr.  Pooler.  This  bill  was  not  drafted  in  such  a 
way  as  to  be  acceptable  by  the  Judiciary  Committee.  A re- 
draft has  been  made  and  this  new  draft  has  been  accepted 
and  passed. 

This  completes  the  list  of  bills  which  affect  our  Medical 
Association. 

Respectfully  submitted, 

P.  L.  B.  Ebbett,  M.  D., 
Chairman. 


Committee  on  Medical  Education  and  Hospitals 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

The  Committee  on  Medical  Education  and  Hospitals  of 
the  Maine  Medical  Association  submits  its  annual  report 
for  1951. 

During  the  past  year  this  committee  has  been  interested 
in  two  projects,  namely,  the  work  of  the  Bingham  Associ- 
ates in  Maine,  and  secondly,  the  investigation  of  ways  for 
making  it  easier  for  Maine  boys  to  obtain  a medical 
education. 

On  June  18,  1950,  the  committee  presented  to  the 
Council  a summary  of  the  work  of  the  Bingham  Associ- 
ates in  Maine.  The  complete  report  is  in  the  minutes  of 
the  Council  of  that  date.  Briefly  it  was  learned  that  the 
Bingham  Associates  are  spending  about  $50,000.00  annu- 
ally in  Maine.  A partial  list  of  the  benefits  to  Maine  hos- 
pitals includes  the  following: 

Teaching  residents  at  Lewiston  and  Bangor. 

An  itinerant  medical  records  librarian. 

Participation  of  residents  from  the  Pratt  Clinic  at  staff 
conferences  in  many  hospitals. 

Scholarship  money  for  training  technicians. 

Partial  tuition  for  nurses  taking  post-graduate  work. 

Consultation  service  for  bookkeeping  and  purchasing 
departments. 

Training  of  junior  laboratory  technicians. 
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All  day  teaching  sessions  at  some  hospitals. 

Surveys  of  equipment  and  technique  in  X-ray  depart- 
ments. 

Dr.  Samuel  Proger,  President  of  the  Bingham  Associ- 
ates, suggested  that  this  committee  act  as  a channel 
through  which  hospitals  in  Maine  might  seek  help  with 
their  problems.  This  suggestion  having  been  approved  by 
the  Council,  letters  were  sent  in  the  spring  of  1951  to 
thirty-four  community  hospitals  in  the  state.  These  let- 
ters asked  for  comments  on  the  service  previously  ren- 
dered by  the  Bingham  Associates  and  for  suggestions  as 
to  new  ways  in  which  the  Bingham  Associates  might  con- 
tribute to  solving  hospital  problems.  Twenty-five  replies 
were  received.  Among  them  were  several  letters  express- 
ing great  appreciation  for  the  cooperation  and  help  which 
the  Bingham  Associates  had  given.  There  were  also  a 
number  of  proposals  for  further  ways  in  which  the  pro- 
gram might  be  extended.  These  have  been  transmitted 
to  the  Bingham  Associates  and  their  cooperation  is 
assured. 

Because  of  the  interest  in  the  Bingham  Fund  in  Maine, 
Tufts  Medical  School  has  a policy  of  giving  Maine  boys  a 
preference  over  other  applicants,  all  other  considerations 
being  equal.  We  are  assured  that  they  are  willing  to  see 
that  at  least  twenty  Maine  boys  have  the  opportunity  for 
medical  education  each  year.  They  will  agree  to  take 
twenty  or  more  if  the  need  can  be  shown,  that  is,  twenty 
minus  those  who  have  been  accepted  at  other  medical 
schools. 

In  the  hope  that  the  trustees  of  the  Garcelon-Merritt 
Fund  might  be  willing  to  cooperate  with  us,  a study  has 
been  made  as  to  the  origin  of  the  boys  who  have  received 
scholarships  from  this  Fund  and  as  to  what  eventually 
became  of  them.  A summary  of  this  study  in  the  form  of 
a table  is  attached  for  publication  in  The  Journal.  We 
have  requested  permission  to  present  this  material  to  Dr. 
Kenneth  Sills,  President  of  Bowdoin  College,  in  the  hope 
that  some  type  of  liaison  between  the  Garcelon-Merritt 
Fund,  Tufts  Medical  School,  and  the  Maine  boys  seeking 
a medical  education  may  be  worked  out. 

Respectfully  submitted, 

Frederick  R.  Carter, 
Virginia  C.  Hamilton, 
Gilmore  W.  Soule, 

Clyde  I.  Swett, 

Richard  S.  Hawkes, 

Chairman. 


Total  number  of  awards,  1922  to  1943,  inclusive,  835 

Total  number  of  recipients,  1922  to  1943,  inclusive,  299 

Maine  boys  who  returned  to  Maine,  79 

Maine  boys  who  went  to  another  state  or  country,  71 

Maine  boys  into  military  or  public  service,  2 

Maine  boys  still  in  training,  6 

Maine  boys  untraced,  5 

Boys  from  outside  Maine  who  came  to  Maine,  18 

Boys  from  outside  Maine  who  went  to  another  state 

or  country,  66 

Boys  from  outside  Maine  into  military  or  public 

service,  3 

Boys  from  outside  Maine  still  in  training,  7 

Boys  from  outside  Maine  untraced,  3 

Boys  whose  origin  is  unknown  who  went  to  another 

state,  21 

Boys  whose  origin  is  unknown  who  went  into  mili- 
tary or  public  service,  3 

Boys  known  to  have  left  medicine,  7 

Untraced.  8 

This  table  may  be  summarized  as  follows: 

Total  number  not  traced,  16 

Total  who  are  known  to  have  left  medicine,  7 

Total  Maine  boys  now  in  medicine  given  aid,  163 

Total  who  are  settled  in  Maine,  97 

Total  who  are  settled  elsewhere,  158 

Total  still  in  training,  13 

Total  into  military  or  public  service,  8 
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SPECIAL  COMMITTEES 

Tuberculosis  Committee 

The  Tuberculosis  Committee  held  one  meeting  at  the 
Central  Maine  Sanatorium,  Fairfield,  on  April  6,  1951. 

Mr.  Wells  of  the  Maine  Tuberculosis  Association  appeared 
and  spoke  on  the  desirability  of  establishing  permanent  tuber- 
culosis clinics  at  vantage  points  throughout  the  State.  Also 
of  establishing  a policy  of  X-raying  chest  of  all  General  Hos- 
pital admissions.  He  expressed  the  desire  to  follow  the  dic- 
tates of  the  medical  profession  in  the  matter  and  asked  if 
this  Committee  would  draw  up  a resolution  for  consideration 
at  the  Maine  Medical  Association  meeting  in  June. 

Dr.  William  Grow  then  outlined  the  tuberculosis  course 
he  attended  in  Boston  on  the  function  of  the  lungs,  especially 
in  its  relationship  to  surgical  procedures. 

Dr.  Wilbur  B.  Mantor  of  Bangor,  who  attended  the  Tuber- 
culosis Conference  in  New  York,  gave  his  impressions  on  the 
methods  used  in  handling  tuberculosis  cases  in  the  New  York 
area. 

Dr.  Frederic  B.  Champlin  of  Waterville,  who  had  just  re- 
turned from  a Conference  in  Philadelphia,  was  to  give  a re- 
port but  was  unable  to  attend. 

Following  the  speakers,  several  unusual  chest  X-rays  were 
presented  and  discussed.  All  present  felt  that  this  was  an 
excellent  and  informative  conference  and  well  worth  while 
for  anyone  interested  in  the  tuberculosis  problem. 

Loren  F.  Carter,  M.  D., 

Chairman. 


Committee  on  Conservation  of  Vision 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

The  Committee  on  Conservation  of  Vision  has  carried  out 
the  usual  liaison  with  Aid  to  the  Blind  and  has  arranged  for 
a full  day  program  on  Monday,  June  18,  at  the  Poland  Spring 
House,  during  the  annual  session  of  the  Maine  Medical  Asso- 
ciation. 

Also,  a committee  has  been  appointed  to  form  a Ophthal- 
mological  Section  for  the  Maine  Medical  Association. 

Respectfully  submitted, 

Howard  F.  Hill,  M.  D., 
Chairman. 


Amy  W.  Pinkham  Trust  Fund  Committee 

The  Maine  Tuberculosis  Association,  following  a confer- 
ence with  the  Amy  W.  Pinkham  Committee  of  the  Maine 
Medical  Association,  and  at  the  request  of  the  committee, 
made  a comprehensive  study  of  the  availability  of  pasteurized 
milk  throughout  the  State  and  the  usage  of  pasteurized  milk 
in  school  hot  lunch  programs. 

Among  the  findings  of  this  study  was  a serious  lack  of 
adequate  equipment  facilities  in  many  of  the  schools  serving- 
hot  lunches,  a lack  of  equipment  needs  which  handicapped 
proper  or  effective  development  of  these  programs  in  many 
schools  and  which  forced  them  to  operate  below  standard 
requirements. 

As  a result  of  these  findings,  and  to  help  improve  hygienic 
and  sanitary  conditions,  as  well  as  promote  the  usage  of 
pasteurized  milk  in  school  lunch  programs,  the  Maine  Tuber- 
culosis Association  recommended  to  the  Pinkham  Committee 
of  the  Maine  Medical  Association  (Bangor  Clinical  Session) 
that  Pinkham  funds  be  utilized  for  grants  for  necessary  capi- 
tal equipment  items  to  schools  setting  up  new  programs  but 
requiring  help,  or  schools  where  the  program  appeared  per- 
manent and  was  well  managed  but  were  unable  because  of 
lack  of  funds  to  realize  standard  equipment  needs.  It  was 
further  suggested  that  when  pasteurized  milk  was  available. 


to  receive  a grant  the  school  agree  to  the  exclusive  use  of 
pasteurized  milk  in  its  program. 

It  was  felt  that  assisting  with  the  establishment  of  hot 
lunch  programs  in  schools  serving  rural  populations  was  in 
keeping  with  the  terms  of  the  trust  which  specified  that  the 
funds  be  used  for  “tuberculosis  or  undernourished  children, 
preferably  from  rural  areas.”  The  committee,  therefore,  gave 
tentative  approval  pending  the  development  of  a plan  of 
administration.  This  plan  was  subsequently  approved  by  the 
Executive  Board  of  the  Maine  Tuberculosis  Association,  co- 
administrators  of  the  trust  fund. 

A plan  was  prepared  by  the  staff  of  the  Maine  Tuberculosis 
Association  which  was  submitted  to  each  group  concerned 
and  approved  by  them.  It  was  necessary  to  seek  the  help  and 
cooperation  of  the  Director  of  the  Department  of  Education’s 
School  Lunch  Program,  Miss  Helen  Madsen. 

Through  Miss  Madsen,  an  individual  questionnaire  was 
sent  to  each  school  superintendent  to  obtain  information  on 
the  physical  needs  of  all  school  lunch  programs  of  the  state. 
Following  a receipt  of  the  questionnaires,  they  went  through 
two  screenings.  Those  then  considered  most  in  need — not  all 
questionnaires  have  been  returned — were  given  a priority  of 
attention,  and  the  local  tuberculosis  association  worker  serv- 
ing the  areas  in  which  these  schools  were  located,  was  re- 
quested to  make  a final  check  and  recommendation. 

Where  final  screening  indicated  a real  need,  the  school 
superintendent  was  then  sent  a letter  indicating  the  Pinkham 
Trust  as  a possible  source  of  assistance,  naming  the  particular 
equipment  need  indicated,  and  requested  him  to  provide  in- 
formation relative  to  costs.  In  each  instance,  the  superin- 
tendent has  been  requested  to  keep  the  matter  confidential. 

In  awarding  grants,  an  agreement  of  acceptance  was  de- 
vised, committing  the  school  administrator  to  utilizing  the 
funds  given  for  the  express  purpose  which  was  agreed  upon 
and  to  return  any  funds  which  might  remain  unexpended 
after  the  purchase  of  the  indicated  equipment.  It  also  con- 
tains an  agreement  to  use  pasteurized  milk. 

For  the  present  a limit  of  $250.00  has  been  arbitrarily 
imposed  by  the  tuberculosis  association  in  an  effort  to  give 
some  responsibility  to  the  community  and  to  make  possible  a 
wider  utilization  of  funds  throughout  the  state. 

The  items  most  frequently  indicated  as  needed  and  being 
considered  are  refrigeration,  deep  well  sinks,  hot  water  sys- 
tems, and  cooking  ranges.  The  schools  indicating  such  needs 
as  potato  peelers,  utensils,  mix-masters,  shelving,  flooring, 
furniture,  et  cetera,  have  not  been  considered  in  the  estab- 
lishment of  priority. 

To  date,  one  award  has  been  made  to  the  Ashland  Com- 
munity High  School  (this  school  had  burned  and  the  equip- 
ment destroyed)  ; $250.00  toward  the  purchase  of  an  11-cubic 
foot  ice  box. 

Correspondence  is  under  way  with  the  superintendents  of 
schools  in  Ellsworth  Falls,  Eustis  and  Howland. 

Final  investigations  by  local  tuberculosis  association 
workers  are  under  way  in  schools  serving  areas  in  and 
around  Ivezar  Falls,  Sebec,  Hiram,  Morrill,  Oakland,  Har- 
mony and  Whitefield;  these  having  been  granted  first  priority. 
When  these  are  completed,  investigations  of  the  next  in  need 
will  be  started. 

In  each  instance,  school  administrators  know  nothing  of 
this  program  until  approached,  nor  do  they  know  of  the 
preliminary  screening  and  final  investigations,  it  all  being 
kept  confidential. 

Our  committee  discussed  the  above  program  with  Mr. 
Wells  of  the  Maine  Tuberculosis  Society  and  we  agreed  it 
would  be  a good  way  to  make  use  of  the  proceeds  of  the  Amy 
Pinkham  Fund.  Mr.  Wells  has  kept  our  committee  posted 
as  to  the  progress  they  are  making  with  the  project  and  I 
have  tried  to  give  you  as  accurate  an  account  as  possible  of 
what  has  been  done  to  date. 

Respectfully  submitted, 

P.  L.  B.  Ebbett,  M.  D., 
Chairman. 
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Veterans'  Affairs  Committee 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

Within  the  near  future  all  duly  licensed  physicians  will 
receive  a revised  schedule  of  the  form  of  agreement  with 
state  medical  societies  (including  administrative  cost) 
which  will  be  self-explanatory. 

In  this  new  contract  and  fee  schedule  for  medical 
services  there  will  be  no  change  which  would  lessen  the 
fees  already  being  paid  to  the  contracting  physicians  nor 
any  changes  which  would  be  of  disadvantage  to  them. 
This  new  contract  has  had  the  careful  consideration  of 
this  department  and  of  the  Veterans’  Administration  in 
Washington. 

Let  us  remind  you  that  the  Associated  Hospital  Service 
of  Maine  (Veterans’  Care  Department)  is  acting  merely 
as  a central  fiscal  agency  which  relieves  doctors,  the 
Maine  Medical  Association,  and  the  Veterans’  Adminis- 
tration of  the  necessary  bookkeeping  in  connection  with 
the  care  of  veterans  by  their  own  family  physicians. 

Note  that  this  new  agreement  may  be  renewed  indefi- 
nitely for  periods  of  one  (1)  year,  upon  notice  in  writing 
to  the  contractor  (the  Veterans’  Care  Department,  Asso- 
ciated Hospital  Service  of  Maine)  at  least  sixty  (60)  days 
prior  to  the  expiration  of  such  periods  as  one  (1)  year, 
and  a written  statement  from  the  contractor  within  thirty 
(30)  days  after  such  notification  agreeing  to  the  renewal. 

We  urge  all  doctors  to  sign  such  an  agreement,  par- 
ticularly for  the  care  of  the  veterans  and  those  of  which 
are  rapidly  becoming  veterans  during  this  Korean  cam- 
paign. 

Respectfully  submitted, 

Harold  E.  Pressey,  Bangor, 

Chairman, 

Elton  R.  Blaisdell,  Portland, 

Currier  C.  Weymouth,  Farmington, 
Francis  A.  Winchenbach,  Bath, 
Edward  H.  Risley,  Waterville, 

Philip  O.  Gregory,  Boothbay  Harbor. 


Health  Insurance  Committee 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

During  the  past  year  a number  of  new  policies  have  been 
issued  by  insurance  companies  operating  under  the  Maine 
Plan.  Another  insurance  company,  The  American  Casualty 
Company  of  Reading,  Pa.,  has  been  accepted  as  meeting  the 
standards  of  the  Plan.  In  September,  the  Associated  Hospital 
Service  of  Maine  informed  the  Health  Insurance  Committee 
that  they  wished  to  prepare  a Blue  Shield  Plan  to  participate 
in  our  insurance  program.  The  Committee  studied  the  poli- 
cies of  the  Blue  Shield  Plan  with  the  assistance  of  the  Execu- 
tive Secretary.  The  policies  were  discussed  at  a joint  meet- 
ing with  our  advisory  committee.  On  December  14,  1950, 
the  Blue  Shield  Plan  was  formally  approved  by  the  Health 
Insurance  Committee.  Like  other  Blue  Shield  Plans,  this 
policy  calls  for  prorating  of  fees  of  practicing  physicians,  if 
this  should  become  necessary,  and  this  provision  required 
solicitation  of  members  of  the  Maine  Medical  Association 
and  their  acceptance.  The  Associated  Hospital  Service  of 
Maine  has  agreed,  in  view  of  the  new  Blue  Shield  Plan,  to 
40%  representation  of  physicians  on  their  Board  of  Directors. 
The  addition  of  the  Blue  Shield  Plan  to  the  participating 
insurance  companies  in  our  Plan  is  important  as  it  promises 
to  be  the  means  of  reaching  many  small  groups  of  persons  and 
people  who  are  unemployed,  including  the  rural  population 
of  Maine,  many  of  whom  need  health  insurance  protection. 

The  sale  of  Blue  Shield  Insurance  by  the  Associated  Hos- 
pital Service  in  Maine  has  already  begun  in  some  of  the 
counties  of  the  state. 

Respectfully  submitted, 

Eugene  H.  Drake,  M.  D., 
Chairman. 


Committee  on  Blood  Transfusions 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

During  the  year  1950-1951,  there  has  been  considerable  ac- 
tivity on  the  part  of  the  Transfusion  Committee,  particularly 
in  relation  to  the  Civil  Defense  Program.  The  recommenda- 
tions of  the  Committee  regarding  Preparation  for  Disaster 
are  contained  in  the  report  which  was  presented  to  the  Coun- 
cil of  the  Maine  Medical  Association  on  October  15,  1950. 
In  brief  these  recommendations,  as  amended,  are  as  follows : 

1.  That  each  existing  blood  bank  increase  its  potential 
donor  list,  its  stock-pile  of  transfusion  apparatus  (bleeding 
and  recipient  sets),  its  stock-pile  of  A and  B substances  and 
its  personnel  so  that  the  existing  blood  banks  could  furnish 
1000  units  of  whole  blood  within  72  to  96  hours  after  a major 
disaster. 

2.  That  each  existing  blood  bank  increase  its  weekly  in- 
take of  blood  so  as  to  gradually  build  a stock-pile  of  liquid 
or  frozen  plasma  so  that  a total  of  5000  units  of  plasma 
would  be  immediately  available  in  this  state  in  the  event 
of  a major  disaster.  It  is  recognized  that  this  quantity  of 
blood  and  plasma  is  insufficient  to  cover  the  prolonged  needs 
which  would  follow  an  atomic  explosion  in  a major  city. 

3.  That  each  existing  bank  select  an  alternate  site  prefer- 
ably outside  of  a major  city  where,  in  an  emergency,  a trained 
team  might  immediately  start  processing  blood.  Wherever 
possible  refrigerating  equipment  not  requiring  electric  power 
should  be  ear-marked  for  use  by  such  a unit. 

4.  That  each  existing  bank  secure  and  train  as  many  as 
possible  volunteer  recruits  for  blood-bank  technicians  and 
phlebotomists,  and  that  a file  be  kept  with  the  name,  address 
and  telephone  number  of  each  volunteer  assistant. 

5.  That  each  hospital  which  now  procures  blood  should 
organize  phlebotomy  teams  (eight  if  possible)  so  that  at  a 
moment’s  notice  there  will  be  facilities  and  personnel  for 
bleeding  the  maximum  number  of  donors  on  a 24-hour  basis. 

6.  That  each  hospital  using  expendable  transfusion  equip- 
ment should  stock-pile  the  used  equipment  from  now  on. 
EXPENDABLE  EQUIPMENT  SHOULD  NOT  BE 
DISCARDED. 

7.  That  each  existing  blood  bank  in  the  State  of  Maine 
submit  to  the  Chairman  of  the  Transfusion  Committee  a copy 
of  the  Disaster  Plan  which  has  been  adopted  by  that  Bank 
for  cooperating  with  the  Office  of  Civilian  Defense. 

8.  That  each  hospital  now  using  dried  plasma  should 
double  the  quantity  which  is  normally  kept  on  hand  for 
reserve. 

9.  That  a duplicate  master-file  of  all  potential  donors  be 
prepared  and  ready  to  be  turned  over  to  the  Bureau  of  Health 
and  Welfare  when  requested. 

10.  That  the  Maine  State  Legislature  be  requested  to 
appropriate  funds  to  purchase  a stock-pile  of  500  units  of 
dried  plasma  to  be  stored  strategically  throughout  the  State. 

11.  That  the  existing  hospitals  in  the  state  be  requested  to 
collect  blood  to  be  sent  to  central  laboratories  for  typing.  It 
is  recommended  that  this  procedure  be  delayed  until  facilities 
are  available  to  handle  the  additional  load. 

12.  That  the  State  Diagnostic  Laboratory  be  requested  to 
supply  the  necessary  typing  serums  to  accomplish  the  typing 
of  donors  whose  blood  is  donated  for  the  plasma  stock-pile. 
Such  typing  serum  should  be  distributed  on  the  basis  of  the 
number  of  units  of  plasma  which  have  actually  been  processed 
and  are  available  for  use  in  case  of  disaster. 

13.  That  the  Diagnostic  Laboratory  of  the  Department  of 
Health  and  Welfare  will  continue  to  do  blood  typing  for  cer- 
tain strategic  localities  in  the  state  where  adequate  facilities 
for  typing  do  not  exist. 

It  is  understood  that  the  limit  which  will  have  to  be  im- 
posed by  the  laboratory  will  be  about  sixty  samples  per 
day.  It  will  be  the  responsibility  of  the  Department  of  Health 
and  Welfare  to  undertake  typing  in  those  areas  which  are 
strategically  located  from  the  standpoint  of  civil  defense.  It 
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is  further  understood  that  the  processing  at  the  laboratory 
will  consist  of  tests  for  typing,  Rh  factor,  and  for  serology. 
This  work  will  be  continued  regardless  of  whether  or  not 
additional  funds  are  made  available  to  the  department  for 
civil  defense  activities.  It  was  unanimously  decided  that 
because  of  the  limited  supply  of  typing  serum  and  the  limited 
supply  of  adequately  trained  technicians  that  so-called  state- 
wide typing  should,  for  the  present,  be  discouraged.  It  was 
further  suggested  that  for  the  present,  the  typing  of  civilian 
personnel,  other  than  that  associated  with  the  treatment  of 
patients,  be  limited  to  potential  donors  who  are  willing  to 
contribute  a pint  of  blood  toward  the  accumulation  of  a 
plasma  pool.  In  this  way  the  program  may  be  accelerated  in 
three  ways. 

(a)  The  potential  donor  will  have  had  the  experience  of  a 
phlebotomy  and  will  be  a better  donor  when  called 
for  an  emergency. 

(b)  Blood  typings  can  be  performed  on  a steadily  increas- 
ing number  of  persons  without  excessive  pressure  and 
haste. 

(c)  Blood  for  plasma  storage  can  be  gradually  accumu- 
lated. 

14.  That  the  Office  of  Civilian  Defense  be  requested  to 
purchase  and  strategically  distribute  one  thousand  donor  sets, 
one  thousand  recipient  sets  and  one  thousand  blood  bottles 
for  emergency  use.  It  is  most  important  that  equipment  for 
bleeding  and  transfusing  be  readily  available.  It  is  possible 
that  plastic  bags  may  replace  glass  bottles.  Some  type  of 
apparatus  should  be  stock-piled  immediately. 

15.  That  each  hospital  now  engaged  in  bleeding  donors 
double  their  normal  supply  of  blood  bottles,  donor  sets  and 
recipient  sets  in  order  to  augment  the  stock-pile  discussed 
in  recommendation  14.  This  has  presumably  already  been 
accomplished. 

The  Department  of  Health  and  Welfare  has  presented  to 
the  State  of  Maine  Legislature  a request  for  appropriations 
to  cover  the  following  activities : 

(a)  Funds  to  supply  to  those  hospitals  in  the  State  of 
Maine  doing  typing  for  civil  defense  the  so-called 
typing  serums.  The  amount  of  serum  to  be  supplied 
will  be  sufficient  to  type  donors  who,  in  turn,  will 
donate  a sufficient  quantity  of  blood  to  permit  the 
hospitals  to  manufacture  5,000  units  of  liquid  plasma 
to  be  used  in  connection  with  civil  defense  activities. 
It  is  understood  that  the  hospitals  will  build  up  this 
supply  of  liquid  plasma  over  a period  of  time  depend- 
ing upon  the  rapidity  with  which  donors  appear  for 
typing. 

(b)  Funds  to  cover  the  cost  of  storage  bottles  in  which 
to  store  plasma. 

(c)  Funds  to  cover  the  cost  of  500  units  of  commercially 
prepared  dried  plasma  as  suggested  in  Item  10. 

The  request  from  the  legislature  now  stands  at : 


1.  100  x 5 cc.  vials  Anti  A Serum  $ 500.00 

2.  100  x 5 cc.  vials  Anti  B Serum  500.00 

3.  250  x 2 cc.  vials  Anti  Rho  Serum  1,875.00 

4.  5000  Baxter  H-20  plasma  unit  bottles  4,000.00 

5.  500  units  Commercial  dried  plasma  8,500.00 


$15,375.00 

On  Thursday,  March  1,  1951,  there  was  a meeting  held  at 
the  Headquarters  of  the  Penobscot  County  Chapter  of  the 
American  Red  Cross  in  Bangor,  Maine,  to  discuss  the  possi- 
bility of  establishing  a Red  Cross  Blood  Center  in  Maine. 
The  representative  of  the  American  Red  Cross  desires  to 
establish  a Blood  Procurement  Center  in  Bangor  and  to  put 
in  operation  a Blood-mobile  Unit  to  collect  blood  over  the 
entire  state  and  to  supply  the  various  hospitals  throughout 
the  state  with  whole  blood  for  transfusion  purposes.  Before 
embarking  on  this  program  the  American  Red  Cross  requests 
the  approval  of  the  Maine  Medical  Association. 

The  A.  R.  C.  has  recommended  the  appointment  of  a Medi- 
cal Advisory  Board  to  act  in  an  advisory  capacity  in  the 


carrying  out  of  the  Blood  Procurement  Program  in  this 
state.  This  Medical  Advisory  Board  would  approve  hospitals 
to  be  included  in  this  program  in  relation  to  the  adequate 
laboratory  and  professional  facilities  for  typing,  cross-match- 
ing and  administering  whole  blood.  This  Board  would  also 
be  expected  to  make  recommendations  regarding  various 
standards  of  operation  of  the  Blood  Procurement  Program 
and  of  the  administration  of  blood. 

This  proposal  of  the  American  Red  Cross  was  presented 
by  the  Chairman  of  the  Transfusion  Committee  at  a joint 
meeting  of  the  Transfusion  Committee,  the  Maine  Pathologi- 
cal Society,  representatives  of  the  Maine  Medical  Association 
(Drs.  Small  and  Belknap),  representatives  of  the  Maine  Hos- 
pital Association,  representatives  of  the  Maine  Civil  Defense 
and  Public  Safety  Agency  and  representatives  of  the  State 
Department  of  Health  and  Welfare.  The  subject  was  dis- 
cussed by  representatives  of  each  of  these  organizations  or 
agencies. 

Before  the  National  Blood  Bank  Committee  proceeds  on 
this  program  it  desires  the  endorsement  of  the  Maine  Medical 
Society,  the  County  Medical  Societies,  the  local  health  offi- 
cers, the  hospital  groups  and  the  various  Red  Cross  Chapters 
of  the  state. 

The  Committee  on  Transfusions  of  the  Maine  Medical 
Association  was  requested  to  consider  the  proposal  of  the 
American  Red  Cross  and  to  make  appropriate  recommenda- 
tions to  the  House  of  Delegates  of  the  Maine  Medical  Asso- 
ciation. 

This  Committee  makes  the  following  recommendations : 

Whereas,  the  American  Red  Cross  has  proposed  to  estab- 
lish within  this  state,  a Blood  Procurement  Center  to  collect 
whole  blood  and  plasma  for  use  in  Maine  Hospitals,  to  col- 
lect blood  for  National  Defense  and  for  the  Armed  Forces  in 
Korea,  and  to  collect  blood  to  be  processed  into  plasma  for 
Civil  Defense  stock-piles,  and 

Whereas,  the  American  Red  Cross  has  given  assurance 
that  they  can  adequately  satisfy  the  whole  blood  needs  of  the 
hospitals  in  the  State  of  Maine,  and 

Whereas,  the  American  Red  Cross  has  been  selected  by 
the  Federal  Government  to  provide  whole  blood,  plasma,  and 
plasma  derivatives  for  the  National  Defense  and  Civil  De- 
fense programs  of  our  Country,  and 

Whereas,  this  committee  feels  that  more  communities  in 
this  state  may  be  more  adequately  supplied  with  whole  blood 
and  its  derivatives  by  the  adoption  of  such  a program 

(1)  Therefore,  the  Committee  on  Blood  Transfusions 
recomends  that  the  House  of  Delegates  favorably  consider 
the  establishment  of  a Red  Cross  Blood  Procurement  Center 
in  this  State. 

(2)  The  Committee  further  recommends  that  if  this  blood 
center  is  approved  that  the  Maine  Medical  Association  ap- 
point a Medical  Advisory  Board  to  make  recommendations 
to  the  American  Red  Cross  concerning  the  medical  aspects 
of  this  project. 

(3)  The  Committee  further  recommends  that  the  stand- 
ards proposed  in  the  1949  report  of  this  committee  be  the 
minimum  standards  used  in  the  selection  of  donors  and  the 
selection  of  blood  to  be  used  for  transfusion  purposes. 

(4)  It  is  further  recommended  that  the  plans  submitted 
by  this  committee  and  approved  by  the  council  of  the  Maine 
Medical  Association  in  October,  1950,  in  relation  to  Civil  De- 
fense Preparation  be  continued  except  for  the  mass  blood 
typing  program.  It  seems  wise  at  this  time  to  restrict  any 
large  scale  typing  program  because  of  the  limited  supply  of 
properly  trained  personnel  and  the  limited  supply  of  satis- 
factory typing  serums. 

Respectfully  submitted, 

Richard  C.  Wadsworth,  Bangor, 

Chairman, 

Joseph  E.  Porter,  Portland, 

Gilbert  Clapperton,  Lewiston, 

John  F.  Reynolds,  Waterville, 
Committee  on  Blood  Transfusions. 
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Diabetes  Committee 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

During  the  past  three  years,  the  American  Diabetes  Asso- 
ciation has  sponsored  a National  Diabetes  Detection  Week 
under  the  auspices  of  the  State  and  County  Medical  Societies. 

Prior  to  and  during  the  National  Diabetes  Detection  Week, 
November  12-18,  the  Maine  Diabetes  Committee  was  active 
in  stimulating  daily  local  newspaper  publicity  and  radio  talks. 
The  cooperation  of  the  secretaries  and  members  of  the  local 
medical  societies  was  excellent.  The  hospitals  gave  freely 
of  their  time  in  examining  urines  and  sending  reports  to  the 
family  physicians.  Nurses  working  in  dispensaries  of  indus- 
trial plants  throughout  the  state  were  especially  helpful.  The 
local  newspapers  and  radio  stations  gave  time  and  space  with- 
out charge. 

The  only  lack  of  response  was  with  the  public  itself.  It  was 
the  impression  that  the  people  in  some  localities  were  sus- 
picious and  failed  to  bring  their  specimens  when  they  were 
told  that  the  service  was  free. 

The  Ames  Company  supplied  without  charge  _ Clinitest 
Tablets  for  urine  tests.  There  was  no  money  available  for 
blood  sugar  determinations.  Throughout  the  state,  2948  speci- 
mens were  examined— 837  by  private  physicians,  382  in  hos- 
pitals and  1729  in  industrial  plants.  There  were  49  positive 
tests,  14  of  which  were  in  known  diabetics. 

With  all  of  the  publicity  and  excellent  professional  coopera- 
tion the  number  of  people  bringing  in  specimens  was  defi- 
nitely less  than  anticipated  by  the  committee.  A salaried  lay 
worker  operating  in  the  state  for  one  month  of  each  year 
would  be  extremely  helpful  but  so  far  the  Diabetes  Associa- 
tion has  no  money  available  for. this  purpose. 

Respectfully  submitted, 

E.  R.  Blaisdell,  M.  D., 
Chairman. 


Arthritis  Committee 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

There  has  been  no  official  meeting  of  the  committee  during 
the  past  year.  On  February  19,  1951,  at  the  Maine  General 
Hospital  we  had  a combined  clinical  session  and  progress 
report. 

The  morning  session  included  the  presentation  of  six  arth- 
ritic clinic  cases,  two  of  whom  had  been  treated  on  the  Medi- 
cal service  with  ACTH.  In  the  afternoon  we  had  a report 
of  progress  of  the  clinics  at  the  Eastern  Maine  and  Maine 
General  Hospitals.  Both  clinics  are  well  established  and 
have  regular  monthly  sessions.  In  the  near  future  another 
Arthritic  Clinic  is  to  be  started  at  the  Thayer  Hospital  in 
Waterville  under  the  supervision  of  Dr.  George  J.  Robertson. 

The  principal  speaker  of  the  day  was  Dr.  Wallace  Zeller 
— Assistant  in  Medicine  of  the  Harvard  Medical  School, 
Physician  at  the  Massachusetts  General  Hospital  and  Asso- 
ciate of  Dr.  Walter  Bauer.  He  presented  a most  informative 
study  of  the  clinical  and  pathological  history  of  Rheumatoid 
Arthritis.  As  well,  he  told  us  of  their  disappointing  results 
with  Cortisone — ACTH  therapy  in  this  group  of  cases. 

Members  of  the  committee  in  attendance  were  Drs.  Richard 
Hawkes,  Edward  Asherman,  of  Portland;  Robert  Kellogg 
of  Bangor;  Robert  Frost  of  Auburn;  and  George  Robertson 
of  Waterville. 

The  Maine  Arthritis  and  Rheumatism  Foundation  had  as 
Chairman  of  its  drive  during  the  past  year,  Mr.  Ralph  Bram- 
hall.  He  asked  me  to  contact  the  Maine  doctors  to  provide 
the  names  of  Arthritic  individuals.  These  people  it  was  felt 
could  be  a nucleus  for  organization  of  a Fund  Committee  to 
work  year  after  year  in  their  communities.  It  was  expected 
that  they  not  be  asked  for  funds  but  asked  to  organize  or  be 
a part  of  a fund-raising  committee  in  their  section.  The 
organization  never  got  organized  but  it  is  hoped  the  plan 


will  work  out  as  intended  in  the  future.  In  any  case,  $3500.00 
was  raised  last  year,  to  support  our  work. 

Respectfully  submitted, 

Philip  P.  Thompson,  Jr.,  M.  D., 
Chairman. 


Committee  on  Mental  Health 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

The  problem  of  sex  education  in  public  schools  continues 
to  arise  throughout  the  State.  It  is  gratifying  to  learn  that 
several  larger  communities  are  showing  films  such  as  Human 
Beginnings  and  Human  Growth,  with  appropriate  discussion 
and  question  periods.  Several  physicians  have  been  called 
upon  to  talk  to  high  school  students  and  answer  questions 
regarding  sex.  We  would  like  to  repeat  our  belief  that  sex 
education  is  an  integral  part  of  a general  education  for  living 
and  should  be  part  of  a course  in  Family  Relations  and 
Preparation  for  Family  Living  in  the  schools.  Physicians 
should  be  able  to  advise  parents  and  teachers  in  regard  to 
sex  education.  We  would  like  to  recommend  a workshop  on 
“Sex  Guidance  in  Family  Life  Education”  to  be  held  at  the 
Boston  University  Summer  Session,  July  9 through  July  27, 
1951,  for  those  who  might  be  interested. 

We  would  like  to  bring  to  the  attention  of  the  Society  the 
fact  that  Maine  now  has  a study  home  for  emotionally  dis- 
turbed children — The  Sweetser  Children’s  Home  in  Saco. 
Here  children  can  be  observed,  studied  and  treated  under  the 
supervision  of  a pediatrician,  psychiatrist,  psychologist  and 
psychiatric  social  worker.  We  consider  this  evidence  of  con- 
siderable progress  in  the  Mental  Health  field  in  the  State. 
We  would  suggest  that  all  physicians  acquaint  themselves 
with  the  school  and  its  work. 

Some  physicians  may  not  know  that  the  Division  of  Mental 
Health,  State  Department  of  Health  and  Welfare,  conducts 
Mental  Health  Clinics  for  children  and  adults  throughout  the 
State  at  regular  intervals.  A list  of  these  clinics  is  printed  in 
the  Maine  Medical  Journal  from  time  to  time. 

We  understand  that  the  Division  of  Mental  Health  would 
be  glad  to  provide  a speaker  on  a Mental  Health  topic  at  the 
Annual  Meeting  if  the  members  so  desire. 

Respectfully  submitted, 

Margaret  R.  Simpson,  M.  D., 

Chairman. 


State  Committee  for  National  Education 

To  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

The  chief  activity  of  the  Education  Committee  has  been 
centered  on  reaching  the  high  school  pupils.  It  is  the 
feeling  that  a proper  and  intelligent  understanding  by 
them  would  be  a very  worthwhile  influence  in  the  homes. 
For  this'  reason  every  high  school  in  the  State  of  Maine 
has  been  sent  the  new  book  by  Dr.  Bauer,  “Santa  Claus, 
M.  D.”  It  is  felt  that  it  presents  in  a factual  and  readable 
manner  the  pertinent  information  needed  at  this  time. 

It  is  hoped  that  our  budget  will  permit  the  adding  of 
new  books  to  high  school  libraries  as  worthwhile  ones 
appear. 

The  committee  intends  to  continue  to  discuss  and  aid 
in  giving  a better  understanding  of  the  fallacies  of  Social- 
ized Medicine  before  groups,  large  or  small. 

Respectfully  submitted, 

Martyn  A.  Vickers,  M.  D., 
Chairman. 

Continued  on  page  197 
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INFORMATION 

Registration: 

Sunday : 2.00  P.  M.  to  6.00  P.  M. 

Monday  and  Tuesday:  8.30  A.  M.  to  6.00  P.  M. 
Registration  headquarters  will  be  in  the  Lobby  of  the 
Poland  Spring  House.  Every  member  and  guest  is  requested 
to  register  and  receive  a badge  on  arrival. 

Papers: 

All  papers  read  before  this  Association  shall  be  its  prop- 
erty for  publication  in  “The  Journal  of  the  Maine  Medical 
Association,”  and  when  read  shall  be  deposited  with  the 
Secretary,  Dr.  Frederick  R.  Carter. 

Visiting  Delegates: 

Introduction  of  Visiting  Delegates  will  take  place  Monday 
afternoon,  June  18th,  at  4.00  P.  M. 

Meeting  Places: 

Consult  Bulletin  Board. 

Commercial  Exhibits: 

Ample  time  should  be  available  to  members  to  visit  the 
Commercial  Exhibits  during  the  meeting. 

Please  register  at  these  exhibits  as  we  are  indebted  to  them 
for  much  of  the  expense  of  running  these  meetings. 


Arranged  by  the  Scientific  Committee 
Franklin  F.  Ferguson,  M.  D.,  Chairman 


SUNDAY,  JUNE  17,  1951 

3.00  P.  M. 

First  Meeting  of  the  House  of  Delegates 
C.  Harold  Jameson,  M.  D.,  President-Elect,  presiding 

Visit  the  Commercial  Exhibits 


7.00  P.  M. 

Dinner  : 

Speaker : 

Ernest  C.  Marriner,  Dean  of  the  Faculty,  Colby  College 
Subject:  The  Problems  of  Pre-Medical  Education 


ACTH  and  Cortisone  in  Surgery: 

Edward  L.  Howes,  M.  D.,  Department  Surgeon,  Colum- 
bia University  College  of  Physicians  and  Surgeons 


12.30  P,  M. 

Luncheon 

Luncheon  Meetings  : 

County  Presidents  and  Secretaries 
John  W.  Cline,  M.  D.,  President-Elect,  American  Medi- 
cal Association,  will  be  present 

Visit  the  Commercial  Exhibits 


2.00  P.  M.-4.00  P.  M. 

General  Session  : 

Franklin  F.  Ferguson,  M.  D.,  Portland,  Chairman 
Surgery  of  the  Thyroid  Gland : 

E.  S.  Judd,  M.  D.,  Surgeon,  Mayo  Clinic 
Hard  of  Hearing  Program : 

George  O.  Cummings,  M.  D.,  Portland 
President’s  Address : 

Foster  C.  Small,  M.  D.,  Belfast 


4.00  P.  M. 

Introduction  of  Visiting  Delegates 
Election  of  President-Elect 


4.30  P.  M. 

Second  Meeting  of  the  House  of  Delegates 
C.  Harold  Jameson,  M.  D.,  President-Elect,  presiding 

Visit  the  Commercial  Exhibits 


MONDAY,  JUNE  18,  1951 

9.00  A.  M. 

General  Assembly  : 

Presiding:  Foster  C.  Small,  M.  D.,  President 
Announcements : 

Franklin  F.  Ferguson,  M.  D.,  Chairman,  Scientific 
Committee 

Frederick  R.  Carter,  M.  D.,  Secretary 


9.30  A.  M.-12.00  Noon 

General  Session  : 

Loring  W.  Pratt,  M.  D.,  Waterville,  Chairman 
X-ray  Conference : 

Forrest  B.  Ames,  M.  D.,  Bangor 
Symposium  on  Burns : 

Charles  F.  Branch,  M.  D.,  William  V.  Cox,  M.  D., 
Ross  W.  Green,  M.  D.,  Lewiston 


7.00  P.  M. 


Dinner: 

Speaker : 

John  W.  Cline,  M.  D.,  President-Elect,  American  Medi- 
cal Association 


TUESDAY,  JUNE  19,  1951 

9.00  A.  M.-12.00  Noon 

General  Session  : 

Robert  W.  Belknap,  M.  D.,  Damariscotta,  Chairman 
Symposium  on  Fractures  and  Trauma: 

Howard  L.  Apollonio,  M.  D.,  Rockland 
Amputee  Demonstration  — Vocational  Rehabilitation 
Group 

Obstetrics  for  the  General  Practitioner : 

H.  Bristol  Nelson,  M.  D.,  Obstetrician,  Boston  Lying-In 
Hospital 


NINETEEN  HUNDRED  AND  FIFTY-ONE— JUNE 
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12.30  P.  M. 

Luncheon 

Visit  the  Commercial  Exhibits 


2.30  P.  M.-5.00  P.  M. 

Medico-Legal  Society: 

President,  Arch  H.  Morrell,  M.  D.,  Presiding 

Announcements 

Presentation  of  Case : 

Wilson  H.  McWethy,  M.  D.,  Medical  Examiner, 
Augusta 

Poisons  from  the  Chemist’s  Point  of  View : 

Dr.  Joseph  Walker,  Boston,  Instructor,  Harvard  Medico- 
Legal  Department 

Poisons  from  a Medico-Legal  Standpoint : 

Richard  Ford,  M.  D.,  Head  of  Harvard  Medico-Legal 
Department 


2.30  P.  M.-5.00  P.  M. 

Maine  LIeart  Association  : 

Ralf  Martin,  M.  D.,  Portland,  Chairman 
Annual  Meeting 

Multiple  Occult  Pulmonary  Emboli  Complicating  Conges- 
tive Heart  Failure : 

Wilbur  B.  Manter,  M.  D.,  Bangor 
Effect  of  Exercise  on  Certain  Aspects  of  the  Circulation  in 
Patients  with  Mitral  Stenosis — A Preliminary  Report : 
Harry  A.  Bliss,  M.  D.,  Portland 


7.00  P.  M. 

Annual  Banquet: 

Speaker:  Governor  Frederick  G.  Payne 

Presentation  of  Fifty-Year  Medals,  Five-  and  Ten-Year 
Bars 

Presentation  of  Golf  Prizes 


SPECIAL  NOTICES 


MONDAY,  JUNE  18,  1951 

9.30  A.  M. 

Ophti-ialmological  Section: 

Howard  L.  Hill,  M.  D.,  Waterville,  Chairman 
Program  to  be  announced 


12.30  P.  M. 

Maine  Radiological  Society — Annual  Meeting: 
Forrest  B.  Ames,  M.  D.,  Bangor,  President 
A luncheon  meeting 


TUESDAY,  JUNE  19,  1951 
10.00  A.  M. 

Maine  Medico-Legal  Society  : 

Joint  meeting  with  County  Attorneys’  Association 
Annual  Reports — Election  of  Officers — New  Business 

Dr.  Ford  and  Dr.  Walker  will  be  present  and  talk  on 
matters  of  interest 


12.30  P.  M. 

Maine  Heart  Association  — Meeting  of  Board  of 
Directors  : 

Eugene  H.  Drake,  M.  D.,  Portland,  President 
A luncheon  meeting 

Ear,  Nose  and  Throat  Section  — Luncheon  Meeting: 
Loring  W.  Pratt,  M.  D.,  Chairman 


Fifty-Year  Service  Medals 

Fifty-Year  Service  Medals  will  be  presented  to  the  fol- 
lowing members  Tuesday  evening,  June  19,  at  the  Annual 

Banquet. 

Cumberland  County  Medical  Society 

Luther  A.  Brown,  M.  D.,  Portland 

Boston  University  School  of  Medicine,  1901 

Harris  B.  Haskell,  M.  D.,  Portland 
Harvard  Medical  School,  1901 

Fred  P.  Webster,  M.  D.,  Portland 
Harvard  Medical  School,  1901 

Kennebec  County  Medical  Society 

Joseph  E.  Odiorne,  M.  D.,  Coopers  Mills 
Bowdoin  Medical  School,  1901 

Oxford  County  Medical  Society 

Raymond  R.  Tibbetts,  M.  D.,  Bethel 
Bowdoin  Medical  School,  1901 

Penobscot  County  Medical  Society 

Martin  C.  Maddan,  M.  D.,  Old  Town 
Bowdoin  Medical  School,  1901 

York  County  Medical  Society 

Ansel  S.  Davis,  M.  D.,  Springvale 
Bowdoin  Medical  School,  1901 

Clarence  F.  Kendall,  M.  D.,  Biddeford 
Bowdoin  Medical  School,  1901 
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Five-  and  Ten-Year  Bars 

The  following  members  who  received  their  Fifty-Year 
Medals  in  June,  1946,  will  be  presented  with  a Ten- Year 
Bar  at  the  Annual  Banquet,  June  19. 

Aroostook  County  Medical  Society 

Wiley  E.  Sincock,  M.  D.,  Caribou 

Cumberland  County  Medical  Society 

William  H.  Bradford,  M.  D.,  Portland 

Piscataquis  County  Medical  Society 

Nathaniel  H.  Crosby,  M.  D.,  Milo 

Five-Year  Bars  will  be  presented  to  the  below  listed 
members  who  received  their  Fifty-Year  Medals  at  the 
June,  1946,  annual  session. 

Cumberland  Comity  Medical  Society 

Thomas  Tetreau,  M.  D.,  Portland 

Hancock  County  Medical  Society 

Hiram  A.  Holt,  M.  D.,  Winter  Harbor 


Somerset  County  Medical  Society 

Walter  S.  Stinchfield,  M.  D.,  Skowhegan 


GOLF  TOURNAMENT 

Francis  A.  Winchenbach,  M.  D.,  Bath,  Chairman 


Art  — Hobby  Exhibit 

The  first  annual  Art  Hobby  Exhibit  will  take  place  at  the 
Poland  Spring  House,  during  the  97th  annual  session. 

Participants  are  requested  to  notify  Dr.  Frederick  R. 
Carter,  Secretary-Treasurer,  Maine  Medical  Association, 
142  High  Street,  Portland,  of  their  entries  as  early  as 
possible. 

If  you  plan  to  participate  please  get  this  information  in 
the  mail  without  delay. 


Convention  Rates 
Poland  Spring  House 
Poland  Spring,  Maine 

The  Convention  Rates  for  the  1951  Annual  Session  are  as 
follows : 

Double  room  with  twin  beds  and  private  bath  — 

$13.00  per  person  per  day. 

Two  double  rooms  with  twin  beds  and  connecting 
bath,  or  a double  room  and  single  room  with 
connecting  bath  — $13.00  per  person  per  day. 

Single  room  with  private  bath  — $15.00  per  day. 

A fifteen  percent  gratuity  will  be  added  to  the  bills  of  members  and  guests  as  they  check  out.  This  relieves  con- 
ventioners  of  the  responsibility  of  tipping  during  the  session. 

MAKE  YOUR  RESERVATIONS  NOW! 


Single  or  double  room  without  bath  — $11.00  per 
person  per  day. 

Charge  for  non-registered  guests  for  meals  will  be  as 


follows : 

Breakfast  $2.00 

Luncheon  3.00 

Dinner  4.00 

Banquet  5.00 


Physical  Medicine  and  Rehabilitation  for  Patients  with  Hemiplegia — Continued  from  page  175 


conditions,  only  one  or  more  are  obtainable.  Hemi- 
plegia offers  the  physiatrist  a challenge  and  will  re- 
quire therapy  from  all  branches  of  his  armamentarium 
to  obtain  the  maximum  results  in  the  four  objectives 
above  stated.  With  the  estimate  of  fifty  percent  of 
such  cases  being  capable  of  self  care  and  possibly 
twenty  percent  of  these  being  capable  of  gainful  em- 
ployment we  have  a definite  goal  to  work  for  with 
this  type  of  patient. 


References 

Wm.  B.  Snow : O.  T.  and  Rehabilitation,  Vol.  28,  No.  6. 
Bierman : Physical  Medicine  in  General  Practice. 

A.  L.  Watkins:  Physical  Medicine  in  General  Practice. 
Covalt,  Yamshon,  Nowicki : American  Journal  of  Occupa- 
tional Therapy,  Vol.  Ill,  No.  6. 

“Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  author  are  the  result 
of  his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration.” 
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PROGRAM 

Woman's  Auxiliary 
to  the 

Maine  Medical  Association 
Third  Annual  Convention,  June  17,  18,  19,  1951 
Poland  Spring  House 
Poland  Spring,  Maine 


Information 

All  meetings  of  the  Woman’s  Auxiliary  will  be  held  at  the 
Mansion  House,  except  for  Luncheon  meetings,  which  will  be 
at  the  Poland  Spring  House. 

Dinner  meetings  will  be  held  in  conjunction  with  the  Maine 
Medical  Association.  See  their  Official  Program  for  details. 

Any  changes  in  the  program  will  be  posted  on  the  Bulletin 
Board. 


2.00  P.  M.  Meeting  open  to  all  women  attending  the  Maine 

Medical  Association  Convention.  Greetin 
from  Maine  Medical  Association — Dr.  Foster 
Small,  President 
Pledge,  Minutes,  Treasurer’s  Report,  Introduc- 
tion of  Guests,  President’s  Report,  Installation 
of  Officers 

Address  by  Mrs.  Harold  F.  Wahlquist 

7.00  P.  M.  Dinner 


SUNDAY,  JUNE  17,  1951 

3.00  P.  M. 
to 

G.00  P.  M.  Registration  (Registration  fee,  $1.00) 

7.00  P.  M.  Dinner 


MONDAY,  JUNE  18,  1951 

0.00  A.  M. 


to 

0.00  P.  M. 
9.00  A.  M. 
9.30  A.  M. 
10.30  A.  M. 


12.30  P.  M. 


Registration 

Executive  Board  and  Council  Meeting 
County  Delegates,  Board  and  Council  Meeting- 
Education  Program  for  Members 
Mrs.  Harold  Dumont  of  Skowhegan,  for  In- 
fantile Paralysis  Foundation.  Movie,  “In  Daily 
Battle,”  and  talk 

Miss  Mary  C.  Leo,  Brunswick,  Executive  Di- 
rector, Maine  Cancer  Society.  Movie,  “Self 
Examination  of  the  Breast,”  with  a talk 
Luncheon  honoring  Mrs.  Harold  F.  Wahlquist, 
President  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association.  Guests  will  in- 
clude Presidents  and  Presidents-elect  of  the 
other  New  England  States. 


9.00  A.  M. 
to 

G.00  P.  M. 
10.00  A.  M. 
12.30  P.  M. 

2.00  P.  M. 

7.00  P.  M. 


TUESDAY,  JUNE  19,  1951 


Registration 

Golf  Tournament  and  Putting  Contest 
Lunch 

Bridge,  Canasta  and  Duplicate  Bridge 
Annual  Banquet  of  the  Maine  Medical  Associa- 
tion 


Program  Committee 

Chairman — Mrs.  Penry  L.  B.  Ebbett 

Plostesses — Mrs.  Stephen  A.  Cobb 

Registration — Mrs.  Henry  C.  Thacher 

Identification — Mrs.  Clyde  I.  Swett 

Prizes — Mrs.  Harold  E.  Small 

Card  Party — Mrs.  Otis  B.  Tibbetts 

Golf— Mrs.  Harold  E.  Small 

Transportation — Mrs.  Richard  S.  Hawkes 

Finances — Mrs.  Henry  C.  Thacher 

Displays — Mrs.  Edward  W.  Holland 

Nominating  Committee  Chairman — Mrs.  James  Shippee 

Publicity — Mrs.  William  V.  Cox 


n« 
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OFFICIAL  DELEGATES  — 1951 


County  Medical  Societies 

FIRST  DISTRICT 
Cumberland  County 

Delegates  ( two  years) : 

Charles  R.  Geer,  M.  D.,  690  Congress  St.,  Portland 

G.  E.  C.  Logan,  M.  D.,  144  State  St.,  Portland 

John  M.  Bischoffberger,  M.  D.,  Naples 

Eugene  P.  McManamy,  M.  D.,  39  Deering  St.,  Portland 

( one  year) : 

Eugene  E.  O’Donnell,  M.  D.,  32  Deering  St.,  Portland 
Richard  S.  Hawkes,  M.  D.,  47  Deering  St.,  Portland 
Joseph  E.  Porter,  M.  D.,  22  Arsenal  St.,  Portland 
George  L.  Maltby,  M.  D.,  203  State  St.,  Portland 

Alternates  (two  years): 

Daniel  F.  Hanley,  M.  D.,  Brunswick 

Henry  A.  Hudson,  M.  D.,  Bridgton 

Sidney  R.  Branson,  M.  D.,  37  Main  St.,  South  Windham 

Ralph  Heifetz,  M.  D.,  173  State  St.,  Portland 

( one  year) : 

Francis  W.  Hanlon,  M.  D.,  46  Deering  St.,  Portland 
Edward  G.  Asherman,  M.  D.,  31  Deering  St.,  Portland 
Richard  J.  Goduti,  M.  D.,  704  Congress  St.,  Portland 
Barron  F.  Mclntire,  Jr.,  M.  D.,  Yarmouth 


York  County 

Delegates: 

Carl  E.  Richards,  M.  D.,  28  Winter  St.,  Sanford 
Paul  S.  Hill,  Jr.,  M.  D.,  176  Main  St.,  Saco 
Charles  W.  Kinghorn,  M.  D.,  Kittery 

Alternates: 

James  H.  Macdonald,  M.  D.,  103  Main  St.,  Kennebunk 
Kenneth  J.  Cuneo,  M.  D.,  31  Summer  St.,  Kennebunk 
J.  Robert  Downing,  M.  D.,  37  Storer  St.,  Kennebunk 

SECOND  DISTRICT 
Androscoggin  County 

Delegates: 

Romeo  A.  Beliveau,  M.  D.,  89  Pine  St.,  Lewiston 
Waldo  A.  Clapp,  M.  D.,  215  College  St.,  Lewiston 
Daniel  F.  D.  Russell,  M.  D.,  Leeds 
Eustache  N.  Giguere,  M.  D.,  109  Cedar  St.,  Lewiston 
Alternates: 

Robert  A.  Frost,  M.  D.,  2 Goff  St.,  Auburn 

Franklin  County 

Delegate: 

George  L.  Pratt,  M.  D.,  Farmington 
Alternate: 

Currier  C.  Weymoutb,  M.  D.,  Farmington 


Oxford  County 

Delegates: 

John  A.  Greene,  M.  D.,  96  Congress  St.,  Rumford 
Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Alternate: 

Peter  B.  Aucoin,  M.  D.,  77  Rumford  Ave.,  Rumford 
THIRD  DISTRICT 

Knox  County 

Delegate: 

Wesley  N.  Wasgatt,  M.  D.,  41  Talbot  Ave.,  Rockland 
Alternate: 

Frederick  C.  Dennison,  M.  D.,  Thomaston 

Lincoln-Sagadahoc  Counties 

Delegates: 

Francis  A.  Winchenbach,  M.  D.,  910  Washington  St., 
Bath 

Stanley  R.  Lenfest,  M.  D.,  Waldoboro 

FOURTH  DISTRICT 
Kennebec  County 

Delegates: 

Lorrimer  M.  Schmidt,  M.  D.,  Veterans’  Adm.,  Togus 
George  J.  Robertson,  M.  D.,  33  College  Ave.,  Waterville 
Hugh  J.  Matthews,  M.  D.,  Gardiner 
Thomas  F.  Fay,  M.  D.,  284  Water  St.,  Augusta 
John  F.  Reynolds,  M.  D.,  101  Main  St.,  Waterville 

Alternates : 

Robert  W.  Wilson,  M.  D.,  Veterans’  Adm.,  Togus 
Frederic  B.  Cbamplin,  M.  D.,  216  Main  St.,  Waterville 
Anthony  E.  Lepore,  M.  D.,  72  Church  St.,  Gardiner 
Henry  A.  Brann,  M.  D.,  31  Western  Ave.,  Augusta 
James  N.  Shippee,  M.  D.,  122  Main  St.,  Winthrop 

Somerset  County 

Delegates: 

George  E.  Sullivan,  M.  D.,  Bingham 

Howard  L.  Reed,  M.  D.,  235  Madison  Ave.,  Skowhegan 

Waldo  County 

Delegate: 

Carl  H.  Stevens,  M.  D.,  18  Franklin  St.,  Belfast 
Alternate: 

George  L.  Temple,  M.  D.,  18  Franklin  St.,  Belfast 
FIFTH  DISTRICT 

Hancock  County 

Delegates: 

James  H.  Crowe,  M.  D.,  121  Main  St.,  Ellsworth 
Philip  L.  Gray,  M.  D.,  Blue  Hill 
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Washington  County 

Delegate: 

Oscar  F.  Larson,  M.  D.,  Machias 
j Alternate: 

Robert  G.  MacBride,  M.  D.,  Lubec 
SIXTH  DISTRICT 

Aroostook  County 

Delegates: 

Armand  Albert,  M.  D.,  Van  Buren 

Clement  L.  Donabue,  M.  D.,  22  Main  St.,  Caribou 
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Alternates: 

Clyde  I.  Swett,  M.  D.,  Island  Falls 
Bernard  H.  Gagnon,  M.  D.,  Houlton 

Penobscot  County 

Delegates : 

William  A.  Purinton,  M.  D.,  15  Ohio  St.,  Bangor 
Herbert  C.  Scribner,  M.  D.,  259  Union  St.,  Bangor 
John  J.  Pearson,  Jr.,  M.  D.,  Old  Town 
Winford  C.  Adams,  M.  D.,  66  Washington  St.,  Brewer 

Piscataquis  County 

Delegate: 

Ralph  C.  Stuart,  M.  D.,  Guilford 


Out-of-State  Delegates 


New  Hampshire  Medical  Society 

Carleton  R.  Metcalf,  M.  D.,  Concord,  N.  H. 
Clarence  E.  Dunbar,  M.  D.,  Manchester,  N.  H. 

Vermont  State  Medical  Society 

John  H.  Woodruff,  M.  D.,  Barre,  Vt. 

The  Massachusetts  Medical  Society 

Samuel  Proger,  M.  D.,  Boston,  Mass. 

Rhode  Island  Medical  Society 


The  Connecticut  State  Medical  Society 

Janies  D.  Corridon,  M.  D.,  So.  Norwalk,  Conn. 
Stanley  B.  Weld,  M.  D.,  Hartford,  Conn. 

The  New  Brunswick  Medical  Society 

E.  A.  Stuart,  M.  D.,  St.  Andrews,  N.  B. 

Canadian  Medical  Association,  Quebec  Division 

J.  Olivier.  M.  D.,  Sherbrooke,  P.  Q. 


COMMERCIAL  EXHIBITS 


Ayerst,  McKenna  & Harrison,  Ltd.,  22  East  40th  St., 
New  York  16,  N.  Y. 

Representative,  Mr.  Edward  C.  McMahon 

Blackwell’s,  207  Strand  Building,  Portland  3,  Me. 

Representatives,  Mr.  Elmer  Blackwell  and  Mr.  Oak- 
ley R.  Sanborn 

Buffington’s,  Inc.,  Worcester  8,  Mass. 

Representatives,  Mr.  R.  C.  Corson  and  Mr.  D.  J. 
Ratte 

Burroughs  Wellcome  & Co.,  Inc.,  Tuckahoe  7,  N.  Y. 

Representative,  Mr.  J.  W.  Rickards 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 

Mr.  H.  M.  Bilden,  Assistant  Sales  Manager 

Davies,  Rose  & Company,  Ltd.,  22  Thayer  St.,  Boston  18, 
Mass. 

Representative,  Mr.  Frederick  L.  Moulton 


F.  A.  Davis  & Company,  1914-16  Cherry  St.,  Philadelphia 
3,  Pa. 

Representative,  Mr.  R.  M.  Richter 

DoHo  Chemical  Corporation,  100  Varick  St.,  New  York 
13,  N.  Y. 

Mr.  Herbert  R.  Steinman,  Vice  President 

C.  B.  Fleet  Co.,  921-927  Commerce  St.,  Lynchburg,  Va. 

Representative,  Mr.  Raymond  S.  Carman 

Geo.  C.  Frye  Company,  116  Free  St.,  Portland,  Me. 

Representatives,  Mr.  Milton  S.  Kimball,  Mr.  Hubert 
H.  Honan,  Mr.  Sidney  F.  Cheney,  Mr.  Claude 
W.  Lamson  and  Mr.  Millard  C.  Webber,  Jr. 

Holland-Rantos  Company,  145  Hudson  St.,  New  York  13, 
N.  Y. 

Representative,  Mr.  Robert  B.  Richard 

Kremers-Urban  Co.,  141  West  Vine  St.,  Milwaukee  1, 
Wisconsin 

Representative,  Mr.  James  G.  Austin 
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Lederle  Laboratories,  30  Rockefeller  Plaza,  New  York  20, 
N.  Y. 

Representatives,  Mr.  Rocco  Maffei,  Mr.  C.  H.  John- 
son and  Mr.  Kenneth  Morrill 

Eli  Lilly  and  Company,  Indianapolis  6,  Ind. 

Representatives,  Mr.  J.  F.  Raleigh,  Mr.  R.  J.  Dalton 
and  Mr.  G.  R.  Tadgell 

E.  F.  Mahady  Company,  851  Boylston  St.,  Boston  16, 
Mass. 

Mr.  E.  J.  Runge,  Vice-President 

Maine  Surgical  Supply  Co.,  10  Longfellow  Sq.,  Portland, 
Me. 

Representatives,  Mr.  John  H.  Lacy,  Mr.  Leo  Curran, 
Mr.  Robert  Blair  and  Mrs.  Maynard  Crockett 

M & R Dietetic  Laboratories,  Columbus  16,  Ohio 

M.  Herbert  W.  Sackett,  Regional  Manager  (Similac 
Division) 

Mead  Johnson  Company,  Evansville  21,  Indiana 

Representative,  Mr.  Angus  D.  MacLean 

Medco  Products  Co.,  3603  E.  Admiral  Place,  Tulsa  12, 
Okla. 

Mr.  M.  E.  DeGroff,  Director 

Chas.  Pfizer  & Co.,  Inc.,  630  Flushing  A.ve.,  Brooklyn  6, 

N.  Y. 

Representatives,  Mr.  Richard  Hosmer  and  Mr. 
Thomas  Gratton 

Picker  X-Ray  Corporation,  300  Fourth  Ave.,  New  York 
10,  N.  Y. 

Representative,  Mr.  J.  Tacker 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Ave.,  New  York 
17,  N.  Y. 

Mr.  W.  F.  Greenwald,  Research  Director 

A.  H.  Robins  Co.,  Inc.,  Richmond,  Va. 

Representative,  Mr.  D.  F.  Kidney 

W.  B.  Saunders  Company,  West  Washington  Sq.,  Phila- 
delphia 5,  Pa. 

Representative,  Mr.  Joseph  Juneman 

Schering  Corporation,  2 Broad  St.,  Bloomfield,  N.  J. 

Mr.  George  E.  Hlavin,  Assistant  Manager,  Profes- 
sional Service  Dept. 

G.  D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago  80,  111. 

Representative,  Mr.  John  Pash 


E.  R.  Squibb  & Sons,  745  Fifth  Ave.,  New  York  22,  N.  Y. 

Mr.  Harald  Tonnessen,  Manager,  Professional  Ex- 
hibits Dept. 

Surgeons’  & Physicians’  Supply  Co.,  761  Boylston  St., 
Boston  16,  Mass. 

Representatives,  Mr.  Charles  H.  Joy  and  Mr.  John 
R.  Stutz 

The  Borden  Company,  350  Madison  Ave.,  New  York  17, 
N.  Y. 

Mr.  Ted  Miller,  Advertising  Manager 

The  Coca-Cola  Company,  Atlanta  1,  Georgia 

Mr.  A.  W.  Hughes,  Manager  Lewiston  Plant 

The  National  Drug  Company,  Philadelphia  44,  Pa. 

Mr.  Robert  P.  Neale,  Advertising  Manager 

The  P.  J.  Noyes  Company,  Lancaster,  N.  H. 

Representative,  Mr.  Joe  E.  Brown 

The  William  S.  Merrell  Company,  Lockland  Station, 
Cincinnati,  Ohio 

Mr.  David  Palmer 

Thomas  W.  Reed  Company,  533  Commonwealth  Ave., 
Boston,  Mass. 

Representative,  Mr.  J.  F.  Walsh 

U.  S.  Vitamin  Corporation,  250  East  43rd  St.,  New  York 
17,  N.  Y. 

Representative,  Mr.  William  G.  Moran 

Vaisey-Bristol  Shoe  Company,  Inc.,  Rochester  3,  N.  Y. 

Representative,  Mr.  John  J.  McKee 

Winthrop-Stearns,  Inc.,  1450  Broadway,  New  York  18, 
N.  Y. 

Mr.  John  J.  Martocci,  Advertising  Dept. 

Wyeth,  Incorporated,  1600  Arch  St.,  Philadelphia  3,  Pa. 

Representative,  Mr.  Ronald  Macomber 

Brewer  & Company,  Inc.,  67  Union  St.,  Worcester  8, 
Mass. 

Representative,  Paul  C.  Barton,  M.  D. 

Rose-Derry  Company,  95  Chapel  St.,  Newton,  Mass. 

Representative,  Mr.  Robert  Kramer 

H.  D.  Burrage  Co.,  499  Fore  St.,  Portland,  Me. 
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Special  Committees — Continued  from  page  188 


Medical  School  Committee 

Fo  the  Officers  and  Members  of  the  Maine  Medical 
Association: 

Comment  regarding  the  possibility  of  a medical  school  in 
Maine  continues  to  arrive.  The  Medical  School  Committee 
vas  reappointed  by  the  President  of  the  Maine  Medical 
\ssociation,  in  order  that  it  might  be  possible  to  lay  plans 
or  receiving  funds  for  a medical  school  if  such  funds  became 
ivailable.  A bill  amending  the  charter  of  the  University  of 
Maine  was  introduced  in  the  95th  Legislature.  On  February 
:8,  1951,  the  President,  Dr.  Foster  Small,  the  Executive 


Secretary,  and  the  Chairman  of  the  Medical  School  Commit- 
tee appeared  and  spoke  in  favor  of  this  legislation  before  the 
Educational  Committee  of  the  state  legislature.  The  bill  was 
passed,  signed  by  the  Governor  and  has  become  a law.  It 
provides  for  the  establishment  of  a medical  school  and  the 
conferring  of  the  M.  D.  degree  by  the  state  university.  The 
establishment  of  such  a school  is,  of  course,  dependent  upon 
the  availability  of  funds  to  meet  its  expenses. 

Respectfully  submitted, 

Eugene  H.  Drake,  M.  D., 
Chairman. 


REPORT  OF  THE  SECRETARY-TREASURER 


F o the  Officers  and  Members  of  the  Maine  Medical 
Association: 

There  are  761  members  in  the  Association;  644  Active;  47 
■honorary;  8 Affiliate;  51  Senior  and  11  in  Military  Service, 
rhirty-nine  new  members  have  been  added  to  our  roster 
luring  the  past  year.  We  have  lost  thirteen  members  by 
leath,  eight  have  resigned  or  moved  out  of  the  State  and 
hirteen  have  not  paid  their  1951  State  dues. 

The  Fall  Clinical  Session  was  held  in  Bangor,  October  15 
ind  16,  with  approximately  200  members  of  the  Association 
n attendance.  The  session  was  sponsored  by  the  Penobscot 
bounty  Society  and  the  program  arranged  by  Dr.  Herbert  C. 
Scribner  and  Dr.  Clement  S.  Dwyer.  Mr.  Milton  McGorrill 
)f  Orono,  was  guest  speaker  at  the  opening  session,  Sunday, 
Dctober  15,  at  the  Bangor  House.  Clinics  at  the  Eastern 
Vlaine  General  Hospital  on  Monday,  were  conducted  by 
nembers  of  the  Surgical,  Medical  and  Pediatric  Services. 
Hie  Staff  of  the  Hospital  entertained  members  of  the  Asso- 
ciation and  the  Woman’s  Auxiliary  at  a Cocktail  Party  at  the 
3angor  House  from  5.00  to  7.00  P.  M.  that  evening.  C. 
Stuart  Welch,  M.  D.,  of  the  Pratt  Diagnostic  Clinic,  Boston, 
vas  guest  speaker  at  the  dinner  Monday  evening. 

An  Interim  Meeting  of  the  House  of  Delegates  was  held 
n Pittsfield,  April  14,  1951.  Thirty-one  delegates  attended 
his  meeting,  which  was  held  to  acquaint  delegates  with  mat- 
:ers  to  come  up  for  discussion  and  action  at  the  annual  meet- 
ng  of  the  House  in  June.  The  Council  recommended  budget 
or  1951-1952  was  presented  by  Dr.  Eugene  H.  Drake,  Chair- 
nan  of  the  Council.  Reports  were  presented  by  the  following : 
Zr.  Eugene  H.  Drake,  Chairman  of  the  Health  Insurance 
Committee ; Dr.  Martyn  A.  Vickers,  Chairman  of  the  State 
Committee  for  National  Education;  Dr.  Frederick  T.  Hill, 
Zhairman  of  the  Public  Relations  Committee ; Dr.  Richard 
Z.  Wadsworth,  Chairman  of  the  Committee  on  Blood  Trans- 
usions ; Dr.  Clyde  I.  Swett,  member  of  the  Committee  on 
Medical  Education  and  Hospital,  and  W.  Mayo  Payson, 
Executive  Secretary,  relative  to  the  Nineteen-Fifty  Legisla- 
te Session.  Mr.  Payson  also  presented  a few  questions  rela- 


tive to  the  revised  Constitution  and  By-Laws,  which  will  be 
discussed  at  the  June  meeting. 

The  Ninety-seventh  annual  session  of  the  Maine  Medical 
Association  will  be  held  at  the  Poland  Spring  House,  Poland 
Spring,  Maine,  June  17,  18  and  19.  Franklin  F.  Ferguson, 
M.  D.,  of  Portland,  Chairman  of  the  Scientific  Committee, 
and  members  of  his  committee,  have  arranged  an  excellent 
program  for  this  event,  which  is  published  elsewhere  in  this 
issue  of  the  Journal. 

Fifty-Year  Service  Medals  will  be  presented  to  the  follow- 
ing members,  who  were  graduated  from  Medical  School  in 
1901,  at  the  annual  banquet  Tuesday  evening,  June  19,  by 
Foster  C.  Small,  M.  D.,  President;  Luther  A.  Brown,  M.  D., 
Harris  B.  Haskell,  M.  D.,  Fred  P.  Webster,  M.  D.,  Joseph 
E.  Odiorne,  M.  D.,  Raymond  R.  Tibbetts,  M.  D.,  Martin  C. 
Madden,  M.  D.,  Ansel  S.  Davis,  M.  D.,  and  Clarence  F. 
Kendall,  M.  D.  The  following  members  who  received  Fifty- 
Year  Medals  at  the  1941  annual  session  will  receive  Ten-Year 
Bars ; Wiley  E.  Sincock,  M.  D.,  William  H.  Bradford,  M.  D., 
and  Nathaniel  H.  Crosby,  M.  D.  Five-Year  Bars  will  be 
presented  to;  Thomas  A.  Tetreau,  M.  D.,  Hiram  A.  Holt, 
M.  D.,  and  Walter  S.  Stinchfield,  M.  D. 

Forty-one  companies  have  reserved  Commercial  Exhibit 
space  for  this  session ; the  largest  number  on  record.  I can’t 
urge  you  too  strongly  to  visit  each  one  of  these  exhibits  and 
so  show  your  appreciation  to  them  for  their  support  of  your 
Association. 

The  books  of  the  Association  and  Journal  were  closed 
and  audited,  as  of  this  date,  by  Jordan  and  Jordan,  Account- 
ants and  Auditors,  and  were  found  to  be  complete  and  correct 
in  all  details  of  record.  Their  report,  which  will  be  published 
in  the  July  issue  of  the  Journal,  will  be  available  to  any 
member  attending  the  annual  session  and  a copy  placed  on 
file  in  the  Association  office. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 
Secretary-Treasurer. 
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Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 

Clinic  Schedule — 1951 

Orthopedic  Clinics 

Portland — Maine  General  Hospital,  9.00-11.00  a.  in.:  Jan. 
8,  Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 

13,  Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Lewiston  — Central  Maine  General  Hospital,  9.00-11.00 
a.  m. : Jan.  19,  Feb.  1C,  Mar.  16,  April  20,  May  18,  June  15, 
July  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumford  — Community  Hospital,  1.30-3.00  p.  m. : Mar. 

14,  June  20,  Sept.  19,  Dec.  19. 

Watcrville  — Thayer  Hospital,  1.30-3.00  p.  m. : Feb.  15, 
April  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Rockland  — Knox  County  Hospital,  1.30-3.00  p.  m. : Feb. 
8,  May  17,  Aug.  16,  Nov.  15. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
11,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Presque  Isle  — Northern  Maine  Sanatorium,  9.00-11.00 
a.  m.— 1.00-3.00  p.  m. : Jan.  9,  Mar.  7,  May  8,  July  11,  Sept. 
11,  Nov.  7. 

Houlton  • — Aroostook  General  Hospital,  9.00-11.00  a.  m. : 
Mar.  6,  July  10,  Nov.  6. 

Fort  Kent  — Normal  School,  10.00-1.00  p.  m. : Jan.  10, 
May  9,  Sept.  12. 

Bangor  — Eastern  Maine  General  Hospital,  1.30-3.00  p.  m. : 
Jan.  25,  Mar.  29,  May  24,  July  26,  Sept.  27,  Nov.  29. 

Cardiac  Clinics 

Portland  — Maine  General  Hospital,  9.00-12.00  a.  m. : 
Will  be  held  every  Friday  with  the  exception  of  holidays. 

Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
m. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
27,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

Watervillc  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
June  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Waterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
Mar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
2,  Nov.  6,  Dec.  4. 

Presque  Isle  — Northern  Maine  Sanatorium,  1.30  p.  m. : 
Jan.  24,  Mar.  28,  May  23,  July  25,  Sept.  26,  Nov.  28. 

By  appointment  only. 


Neurosurgical  and  Convulsive  Clinics 
at  the 

Maine  General  Hospital 

Neurological  and  Neurosurgical  Clinics,  both  therapeutic 
and  diagnostic,  are  held  at  the  Maine  General  Hospital,  Port- 
land, on  the  1st  and  3rd  Thursday  of  each  month  at  2.00  P.  M. 
The  convulsive  clinic,  designated  for  the  diagnosis'  and  treat- 
ment of  epilepsy  and  other  convulsive  disorders,  is  held  at 
the  same  time  on  the  2nd  Thursday  of  each  month. 


Mental  Health  Clinic  Schedule 

The  Division  of  Mental  Health  offers  psychiatric  clinic 
service  to  children  and  adults  in  the  following  cities : 

Portland  — Health  and  Welfare  Department,  178  Middle1 
Street.  Every  Tuesday. 

Leiviston  — Out-Patient  Department,  Central  Maine  Gen- 
eral Hospital.  Every  Monday. 

Augusta  — Bureau  of  Health,  Division  of  Mental  Health. 
By  Appointment. 

Waterville  - — Out-Patient  Department,  Thayer  Hospital. 
2nd  Thursday,  4th  Wednesday. 

Bangor  ■ — Out-Patient  Department,  Eastern  Maine  Gen- 
eral Hospital.  1st  Wednesday  afternoon. 

Valentine  School,  Union  Street.  1st  Thursday. 

A traveling  clinic  visits  the  following  towns  and  cities  at 
irregular  intervals : Brunswick,  Caribou,  Farmington,  Fort 
Kent,  Houlton,  Lincoln,  Machias,  Old  Town,  Presque  Isle, 
Rockland,  Rumford  and  South  Paris.  All  clinics  are  staffed 
by  a psychiatrist  and  psychologist. 

Referrals  may  be  made  by  private  physicians,  parents,  fami- 
lies, social  agencies,  school  superintendents,  Department  of 
Education,  all  divisions  within  the  Department  of  Health  and 
Welfare.  Application  blanks  may  be  obtained  from  the  main 
office  of  the  Division  of  Mental  Health  — State  House, 
Augusta. 

Patients  are  seen  by  appointment  only.  Each  child  must  be 
accompanied  by  a parent  or  guardian.  Applications  should  be 
sent  to  the  Director,  Division  of  Mental  Health,  Department 
of  Health  and  Welfare,  State  House,  Augusta,  where  all 
appointments  are  made. 


Tumor  Clinics 

Sisters  Hospital,  Waterville,  Maine,  1st  and  3rd  Thurs- 
days, 10.00-11.00  A.  M.,  Armand  L.  Guite,  M.  D.,  Director. 

Augusta  General  Hospital,  Augusta,  Maine,  1st  Monday, 

9.00  A.  M.,  Leon  D.  Herring,  M.  D.,  Director. 

Bath  Memorial  Hospital,  Bath,  Maine,  2nd  Tuesday,  3.00- 

5.00  P.  M.,  Francis  A.  Winchenbach,  M.  D.,  Director. 

Maine  General  Hospital,  Portland,  Maine,  Thursdays,  10.00 
A.  M.,  Joseph  E.  Porter,  M.  D.,  Director. 

Presque  Isle  General  Hospital,  Presque  Isle,  Maine,  Thurs- 
days, 10.00-12.00  A.  M.,  Storer  W.  Boone,  M.  D.,  Director. 

Madigan  Memorial  Hospital,  Houlton,  Maine,  2nd  and  4th 
Wednesdays,  10.00-12.00  A.  M.,  Joseph  A.  Donovan,  M.  D., 
Director. 

Central  Maine  General  Hospital,  Lewiston,  Maine,  Tues- 
days, 10.00  A.  M.,  Waldo  A.  Clapp,  M.  D.,  Director. 

St.  Mary’s  General  Hospital,  Lewiston,  Maine,  Wednes- 
days, 3.30  P.  M.,  Romeo  A.  Beliveau,  M.  D.,  Director. 

Eastern  Maine  General  Hospital,  Bangor,  Maine,  Thurs- 
days, 10.30  A.  M.,  Magnus  F.  Ridlon,  M.  D„  Director. 

Thayer  Hospital,  Waterville,  Maine,  2nd  and  4th  Thurs- 
days, 10.00-11.00  A.  M.,  Arthur  H.  McQuillan,  M.  D.,  Di- 
rector. 
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Past  Presidents 

Maine  Medical  Association 


*Isaac  Lincoln,  M.  D.,  Brunswick, 

*James  McKeen,  M.  D„  Topsham, 

* Charles  Millett,  M.  I).,  Lewiston, 

*Joseph  H.  Estabrook,  M.  D.,  Camden, 
♦Hosea  Rich,  M.  D.,  Bangor, 

♦Gilman  Daveis,  M.  D.,  Portland, 

♦J.  C.  Bradbury,  M.  D.,  Old  Town, 

*H.  H.  Hill,  M.  D.,  Augusta, 

♦T.  G.  Stockbridge,  M.  D.,  Bath, 

*H.  M.  Harlow,  M.  D.,  Augusta, 

♦Alonzo  Garcelon,  M.  D.,  Lewiston, 

♦J.  T.  Gilman,  M.  D„  Portland, 

*N.  P.  Monroe,  M.  D.,  Belfast, 

•Amos  Nourse,  M.  D.,  Bath, 

*S.  H.  Tewksbury,  M.  D.,  Portland, 

♦Cyrus  Briggs,  M.  D.,  Augusta, 

*1.  T.  Dana,  M.  D.,  Portland, 

*D.  McRuer,  M.  D.,  Bangor, 

♦B.  F.  Buxton,  M.  D.,  Warren, 

♦A.  J.  Fuller,  M.  D„  Bath, 

*A.  P.  Snow,  M.  D.,  Winthrop, 

♦A.  F.  Page,  M.  D.,  Bucksport, 

* Thomas  H.  Brown,  M.  D.,  Paris, 

♦J.  H.  Bates,  M.  D.,  Yarmouth, 

*E.  F.  Sanger,  M.  D.,  Bangor, 

♦T.  H.  Jewett,  M.  D.,  South  Berwick, 

♦M.  C.  Wedgwood,  M.  D.,  Lewiston, 

*S.  C.  Gordon,  M.  D.,  Portland, 

*Wm.  Warren  Greene,  M.  D„  Portland, 
*A.  K.  P.  Meserve,  M.  D„  Buxton, 

* George  E.  Brickett,  M.  D„  Augusta, 

. *Oren  A.  Horr,  M.  D.,  Lewiston, 

♦Thomas  A.  Foster,  M.  D.,  Portland, 
*Sumner  Laughton,  M.  D„  Bangor, 

♦J.  B.  Walker,  M.  D.,  Thonraston, 
♦Frederick  C.  Thayer,  M.  D.,  Waterville, 
♦Stephen  H.  Weeks,  M.  D.,  Portland, 
♦Benjamin  F.  Sturgis,  M.  D.,  Auburn, 
♦Samuel  B.  Hunter,  M.  D.,  Machias, 
♦Edwin  M.  Fidler,  M.  D.,  Bath, 

♦Alfred  Mitchell,  M.  D.,  Brunswick, 

♦John  A.  Donovan,  M.  D.,  Lewiston, 

*W.  P.  Giddings,  M.  D.,  Gardiner, 

♦Lewis  W.  Pendleton,  M.  D.,  Portland, 
♦D.  A.  Robinson,  M.  D„  Bangor, 

♦Wallace  K.  Oakes,  M.  D.,  Auburn, 
♦Charles  O.  Hunt,  M.  D.,  Portland, 
♦Bigelow  T.  Sanborn,  M.  D.,  Augusta, 
♦Edward  H.  Hill,  M.  D.,  Lewiston, 
♦Frederic  H.  Gerrish,  M.  D.,  Portland, 


April- June,  1853 

1853- 1854 

1854- 1855 

1855- 1856 

1856- 1857 

1857- 1858 

1858- 1859 

1859- 1860 

1860- 1861 
1861-1862 

1862- 1863 

1863- 1864 

1864- 1865 

1865- 1866 

1866- 1867 

1867- 1868 

1868- 1869 

1869- 1870 

1870- 1871 

1871- 1872 

1872- 1873 

1873- 1874 

1874- 1875 

1875- 1876 

1876- 1877 

1877- 1878 

1878- 1879 

1879- 1880 

1880- 1881 
1881-1882 

1882- 1883 

1883- 1884 

1884- 1885 

1885- 1886 

1886- 1887 

1887- 1888 

1888- 1889 

1889- 1890 

1890- 1891 

1891- 1892 

1892- 1893 

1893- 1894 

1894- 1895 

1895- 1896 

1896- 1897 

1897- 1898 

1898- 1899 

1899- 1900 

1900- 1901 

1901- 1902 


♦Hiram  Hunt,  M.  D.,  Greenville, 

♦Augustus  S.  Thayer,  M.  D.,  Portland, 

♦F.  L.  Dixon,  M.  D.,  Lewiston, 

♦Randall  D.  Bibber,  M.  D.,  Bath, 

*C.  E.  Williams,  M.  D.,  Auburn, 

♦B.  B.  Foster,  M.  D.,  Portland, 

♦Alfred  D.  Sawyer,  M.  D.,  Fort  Fairfield, 
♦Galen  M.  Woodcock,  M.  D.,  Bangor, 

♦E.  H.  Bennett,  M.  D.,  Lubec, 

♦Stanley  P.  Warren,  M.  D„  Portland, 

♦Ralph  H.  Marsh.  M.  D„  Guilford, 

♦W.  C.  Peters,  M.  D.,  Bangor, 

♦H.  L.  Bartlett,  M.  D„  Norway, 

♦Erastus  E.  Holt,  M.  D.,  Portland, 

*W.  F.  Hart,  M.  D.,  Camden, 

♦James  A.  Spalding,  M.  D„  Portland, 

♦George  H.  Coombs,  M.  D.,  Waldoboro, 

♦H.  B.  Mason,  M.  D.,  Calais, 

♦Theodore  E.  Hardy,  M.  D.,  Waterville, 
♦Addison  S.  Thayer,  M.  D.,  Portland, 

*L.  T.  Snipe,  M.  D.,  Bath, 

*C.  A.  Moulton,  M.  D.,  Hartland, 

♦F.  W.  Mann,  M.  D.,  Houlton, 

♦J.  D.  Phillips,  M.  D.,  Southwest  Harbor, 

♦L.  P.  Gerrish,  M.  D.,  Lisbon  Falls, 

♦N.  M.  Marshall,  M.  D.,  Portland,  1927 

♦Herbert  F.  Twitchell  M.  D.,  Portland, 
♦Frank  Y.  Gilbert,  M.  D.,  Portland, 

Delbert  M.  Stewart,  M.  D.,  South  Paris, 
♦Charles  B.  Sylvester,  M.  D.,  Portland, 

Ernest  V.  Call,  M.  D.,  Lewiston, 

*E.  Delmont  Merrill,  M.  D.,  Dover-Foxcroft, 
Warren  E.  Kershner,  M.  D.,  Bath, 

Edwin  W.  Gehring,  M.  D„  Portland, 

♦John  L.  Johnson,  M.  D.,  Bangor, 

Frederick  T.  Hill,  M.  D.,  Waterville, 

♦Ralph  W.  Wakefield,  M.  D„  Bar  Harbor, 
Willard  H.  Bunker,  M.  D„  York  Harbor, 
George  P.  Pratt,  M.  D„  Farmington, 

Thomas  A.  Foster,  M.  D.,  Portland, 

P.  L.  B.  Ebbett,  M.  D.,  Houlton, 

Carl  H.  Stevens,  M.  D.,  Belfast, 

Oscar  F.  Larson,  M.  D.,  Machias, 

R.  V.  N.  Bliss,  M.  D„  Blue  Hill, 

Adam  P.  Leighton,  M.  D.,  Portland, 

John  O.  Piper,  M.  D.,  Waterville, 

Stephen  A.  Cobb,  M.  D.,  Sanford, 

Forrest  B.  Ames,  M.  D„  Bangor, 

Ralph  A.  Goodwin,  M.  D.,  Auburn, 

* Deceased. 


1902- 1903 

1903- 1904 

1904- 1905 

1905- 1906 

1906- 1907 

1907- 1908 

1908- 1909 

1909- 1910 

1910- 1911 

1911- 1912 

1912- 1913 

1913- 1914 

1914- 1915 

1915- 1916 

1916- 1917 

1917- 1918 

1918- 1919 

1919- 1920 

1920- 1921 

1921- 1922 

1922- 1923 

1923- 1924 

1924- 1925 

1925- 1926 

1926- 1927 
(Died  in  Office) 

1927- 1928 

1928- 1929 

1929- 1930 

1930- 1931 

1931- 1932 

1932- 1933 

1933- 1934 

1934- 1935 

1935- 1936 

1936- 1937 

1937- 1938 

1938- 1939 

1939- 1940 

1940- 1941 

1941- 1942 

1942- 1943 

1943- 1944 

1944- 1945 

1945- 1946 

1946- 1947 

1947- 1948 

1948- 1949 

1949- 1950 


Members 

Active — Honorary — Affiliate — Senior — Military 


ANDROSCOGGIN  COUNTY 

ACTIVE  MEMBERS 


Anderson,  Donald  L., 
Archambault,  Philip  L., 
Beeaker,  Vincent  H., 
Beliveau,  Bertrand  A., 
Beliveau,  Romeo  A„ 
Bernard,  Romeo  A., 
Bluhm,  Samuel, 
Bousquet,  Jean  J., 
Branch,  Charles  F., 
Brien,  Maurice, 


54  Pine  St.,  Lewiston 
75  Mill  St.,  Auburn 
85  Wood  St.,  Lewiston 
56  Howe  St.,  Lewiston 
89  Pine  St.,  Lewiston 
26  Beacon  St.,  Lewiston 
St.  Mary’s  Hospital,  Lewiston 
91  Bartlett  St.,  Lewiston 
69  Gamage  St.,  Auburn 
76  Pine  St.,  Lewiston 


Buker,  Edson  B., 

Busch,  John  J., 

Caron,  Frederic  J., 
Cartland,  John  E., 

Cattley,  Amy  L., 

Chapin,  Milan  A., 
Chenery,  Frederick  L.,  Jr., 
Chevalier,  Paul  R., 

Clapp,  Waldo  A., 
Clapperton,  Gilbert, 

Cox,  William  V., 
Desaulniers,  George  E.  D., 
DuMais,  Alcid  F., 


80  Goff  St.,  Auburn 
105  Elm  St.,  Mechanic  Falls 
174  Bates  St.,  Lewiston 
117  Goff  St.,  Auburn 
477  Main  St.,  Lewiston 
237  Turner  St.,  Auburn 
Monmouth 
355  Pine  St.,  Lewiston 
215  College  St.,  Lewiston 
21  Ryder  St.,  Lewiston 
133  Court  St„  Auburn 
106  Chestnut  St.,  Lewiston 
125  College  St.,  Lewiston 
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Fahey,  William  J., 
Fisher,  Dean, 

Flanders,  Merton  N., 
Frost,  Robert  A., 
Gauvreau,  Florace  L„ 
Giguere,  Eustache  N., 
Goldman,  Morris  E„ 
Goodwin,  Ralph  A., 
Goodwin,  Ralph  A.,  Jr., 
Grant,  Alton  L.,  Jr., 
Green,  Ross  W., 

Greene,  Merrill  S.  F., 
Gross,  Leroy  C., 

Haas,  Rudolph, 
Harkins,  Michael  J., 
Hirshler,  Max, 

James,  Chakmakis, 
James,  John  A., 
Lemaitre,  Paul  G., 
Lynn,  Geraldine, 
Martel,  Dominique  A., 
Methot,  Frank  P., 
Miller,  Clark  F., 

Miller,  Hudson  R., 
Morissette,  Russell  A., 
Murphy,  D.  Jerome, 
Nadeau,  J.  Paul, 
O’Connell,  George  B., 
Poulin,  J.  Emile, 

Pratt,  Harold  S., 

Rand,  Carleton  H., 
Rock,  Daniel  A., 

Rowe,  Gunther  H., 
Russell,  Blinn  W., 
Spear,  William, 

Starks,  Pauline  G., 
Steele,  Charles  W„ 
Sweatt,  Lin  wood  A„ 
Thacher,  Henry  C., 
Tibbetts,  Otis  B., 
Tousignant,  Camille, 
Twaddle,  Gard  W., 
Ulpts,  Reynold  G.  E., 
Viles,  Wallace  E., 
Wakefield,  H.  Paid, 
Williams,  James  A., 


17  Frye  St.,  Lewiston 
300  Main  St.,  Lewiston 
344  Main  St.,  Lewiston 
108  Summer  St.,  Auburn 
82  Pine  St.,  Lewiston 
109  Cedar  St.,  Lewiston 

487  Main  St.,  Lewiston 
56  Denison  St.,  Auburn 

33  Court  St.,  Auburn 
133  Court  St.,  Auburn 
33  Court  St.,  Auburn 
466  Main  St.,  Lewiston 
19  Goff  St.,  Auburn 

488  Main  St.,  Lewiston 
437  Main  St.,  Lewiston 

85  Pine  St.,  Lewiston 
47  Howe  St.,  Lewiston 
112  Summer  St.,  Auburn 
80  Seventh  St.,  Auburn 
74  Pierce  St.,  Lewiston 
460  Sabattus  St.,  Lewiston 
256  Lisbon  St.,  Lewiston 
778  Minot  Ave.,  Auburn 
11  Turner  St.,  Auburn 
70  Pine  St.,  Lewiston 
126  College  St.,  Lewiston 
91  Pine  St.,  Lewiston 
11  Lisbon  St.,  Lewiston 
194  Lisbon  St.,  Lewiston 
Livermore  Falls 
219  Oak  St.,  Lewiston 
477  Main  St.,  Lewiston 
42  Main  St.,  Livermore  Falls 
98  Pine  St.,  Lewiston 
107  Main-  St.,  Lisbon  Falls 
376  Main  St.,  Lewiston 
472  Main  St.,  Lewiston 
48  Drummond  St.,  Auburn 
1 1 Turner  St.,  Auburn 
33  Court  St.,  Auburn 
111  Pine  St.,  Lewiston 
57  Goff  St.,  Auburn 
67  Webster  St.,  Lewiston 
Turner 

33  Nichols  St.,  Lewiston 
40  Pleasant  St.,  Mechanic  Falls 


HONORARY  MEMBERS 


Hayden,  Louis  B., 
Peaslee,  Clarence  C., 
Plummer,  Albert  W., 
Rand,  George  H., 
Renwick,  Ward  J., 
Webber,  Wallace  E., 


Livermore  Falls 
42  Goff  St.,  Auburn 
Lisbon  Falls 
Livermore  Falls 
102  Goff  St.,  Auburn 
297  Main  St.,  Lewiston 


AFFILIATE  MEMBERS 

Gottlieb,  Julius,  210  College  St„  Lewiston 

Thomas,  Camp  C.,  Greene 


SENIOR  MEMBERS 


Call,  Ernest  V., 
Higgins,  Everett  C., 
Randall,  Ray  N., 

Roy,  Leopold  O., 
Russell,  Daniel  F.  D., 


118  Pine  St.,  Lewiston 
149  College  St.,  Lewiston 
19  Sabattus  St.,  Lewiston 
54  Pine  St.,  Lewiston 
Leeds 


AROOSTOOK  COUNTY 

ACTIVE  MEMBERS 


Albert,  Armand, 
Albert,  Joseph  L., 
Ascher,  David  S., 
Aungst,  Melvin  R., 
Berrie,  Lloyd  H., 
Boone,  Storer  W., 
Brown,  Stephen  S., 
Burr,  Charles  G., 
Carter,  Loren  F., 
Donahue,  Clement  L„ 
Donahue,  Gerald  H„ 


193  Main  St.,  Van  Buren 

Fort  Kent 
Patten 
Eagle  Lake 
2 Main  St.,  Caribou 

194  Main  St.,  Pxesque  Isle 

Mars  Hill 
Houlton 
Presque  Isle 
22  Main  St.,  Caribou 
5 Station  St.,  Presque  Isle 


Donovan,  Joseph  A., 

Houlton 

Ebbett,  Penry  L.  P., 

Houlton 

Faucher,  Francois  J., 

Grand  Isle 

Gagnon.  Bernard  H., 

Hoidton 

Gormley,  Eugene  G., 

Houlton 

Greene,  Theodore  C., 

Houlton 

Gregory,  Frederick  L., 

16  High  St.,  Caribou 

Griffiths,  Eugene  B., 

Presque  Isle 

Harvey,  Thomas  G., 

164  Main  St.,  Fort  4 airfield 

Hogan,  Chester  F., 

Houlton 

Johnson,  Gordon  N., 

Houlton 

Kimball,  Herrick  C., 

Fort  Fairfield 

Kirk,  William  V., 

Eagle  Lake 

Labbe,  Onil  B., 

Van  Buren 

LaPorte,  Paul  C., 

Edmundston,  N.  B. 

Larrabee,  Fay  F'., 

Washburn 

Levesque,  Romeo  J., 

Frenchville 

Madigan,  John  B., 

Houlton 

Merrick,  John  R., 

17  South  Main  St.,  Caribou 

Osborne,  John  R., 

Houlton 

Page,  Rosario  A., 

Sweden  St.,  Caribou 

Proctor,  Ray  A., 

3 Teague  St.,  Caribou 

Reynolds,  Arthur  P„ 

181  Main  St.,  Presque  Isle 

Savage,  Richard  L., 

Fort  Kent 

Somerville,  Robert  B., 

264  Main  St.,  Presque  Isle 

Somerville,  Wallace  B., 

Mars  Hill 

Swett,  Clyde  I., 

Island  Falls 

Toussaint,  Leonid  G., 

Fort  Kent 

Webber,  John  R., 

Houlton 

SENIOR 

MEMBERS 

Huggard,  Leslie  H., 

Limestone 

HONORARY  MEMBERS 

Albert,  Louis  N., 

Van  Buren 

Damon,  Albert  H., 

Limestone 

Doble,  Eugene  H., 

Presque  Isle 

Kalloch,  Herbert  F„ 

Fort  Fairfield 

Sincock,  Wiley  E., 

Caribou 

MILITARY  SERVICE 

Graves,  Robert  A., 

Fort  Fairfield 

CUMBERLAND  COUNTY 


ACTIVE  MEMBERS 


Agan,  Robert  W„ 

Ansell,  Harvey  B., 

Applin,  Hilton  H., 

Aranson,  Albert, 

Asali,  Louis  A., 

Asherman,  Edward  G., 
Babalian,  Leon, 

Bachrach,  Louis, 

Beck,  Henry  W„ 

Bergmann,  Jerome  W., 
Bettle,  Ronald  A., 
Bickmore,  Harold  V., 
Eidwell,  Robinson  L., 
Bischoffberger,  John  M., 
Bishop,  Lloyd  W„ 

Blaisdell,  Elton  R., 
Bramhall,  Theodore  C„ 
Branson,  Sidney  R., 

Broggi,  Frank  S., 

Burbank,  Bernerd  H., 
Burns,  Robert  M„ 

Burrage,  William  C., 
Cappello,  Joseph, 

Casey,  William  L., 

Center,  Ervin  A., 
Christensen,  Harry  E., 
Clarke,  Chester  L., 

Clarkin,  Charles  P., 
Conneen,  Lawrence  W„ 
Cook,  Edward  M.,  Jr., 
Crane,  Lawrence, 
Cummings,  George  O., 
Cummings,  George  O.,  Jr., 
Apt.  1,  Bldg 


22  Arsenal  St.,  Portland 
39  Deering  St.,  Portland 
129  Maine  Ave.,  Brunswick 
73  Deering  St.,  Portland 
29  Deering  St.,  Portland 
31  Deering  St.,  Portland 
38  Deering  St.,  Portland 
Brunswick 
Gray 

131  State  St.,  Portland 
Brunswick 
723  Congress  St.,  Portland 
203  State  St.,  Portland 
Naples 

211  Vaughan  St.,  Portland 
12  Deering  St.,  Portland 
49  Deering  St.,  Portland 
37  Main  St.,  South  Windham 
18  Neal  St.,  Portland 
275  Cottage  Rd.,  South  Portland 
810  Main  St.,  Westbrook 
57  Deering  St.,  Portland 
144  Spring  St.,  Portland 
131  State  St.,  Portland 
Steep  Falls 
672  Ocean  Ave.,  Portland 
10  Congress  Sq.,  Portland 
131  State  St.,  Portland 
131  State  St.,  Portland 
22  Arsenal  St.,  Portland 
265  Western  Promenade,  Portland 
47  Deering  St.,  Portland 

. J-2,  Slocum  Hgts.,  Syracuse,  N.  Y. 
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Curtis,  Harry  L., 

Daniels,  Donald  H., 
Darche,  Albert  A., 
Davidson,  David, 
Davidson,  Gisela  K., 
Davies,  Lloyd  G., 

Davis,  Harry  E., 

Derry,  G.  Hermann,  Jr., 
Dionne,  Maurice  J., 
Dooley,  Francis  M., 

Dore,  Kenneth  E., 

Dorsey,  F.  Donald, 
Douphinett,  Otis  J., 
Drake,  Emerson  H., 
Drake,  Eugene  H., 
Dunham,  Carl  E., 
Dyhrberg,  Norman  E., 
Eagone,  Francis  A., 
Ferguson,  Franklin  F., 
Finks,  Henry  B., 

Fish,  Nicholas, 

Foster,  Thomas  A., 

Fox,  Francis  H., 

Fox,  S.  Frank, 

Freeman,  William  E., 
Geer,  Charles  R., 

Geer,  George  I.,  Jr., 
Getchell,  Ralph  A., 
Geyerhahn,  George, 
Glassmire,  Charles  R., 
Goduti,  Richard  J., 

Good,  Philip  G., 

Gordon,  Charles  H., 
Gould,  Arthur  L., 

Greco,  Edward  A., 

Hall,  Earl  S„ 

Ham,  Joseph  G., 

Hamel,  John  R., 

Hanley,  Daniel  F., 
Hanlon,  Francis  W., 
Hanson,  Henry  W.,  Jr., 
Hawkes,  Richard  S., 
Heifetz,  Ralph, 

Herrick,  Stanley  E., 

Holt,  C.  Lawrence, 

Holt,  William, 

Hudson,  Henry  A., 
Huntress,  Roderick  L., 
Ives,  Howard  R.,  Jr., 
Jackson,  Calvin  F., 
Johnson,  Albert  C., 
Johnson,  Henry  I’., 
Johnson,  Oscar  R., 
Kupelian,  Nessib  S.. 
Lamb,  Henry  W., 

Lappin,  John  J., 

Laughlin,  K.  Alexander, 
Leighton,  Adam  P., 
Leighton,  Wilbur  F., 
Libby,  Harold  E., 

Lincoln,  John  R., 
Loewenstein,  George, 
Logan,  G.  E.  C., 

Lombard,  Reginald  T., 
Lorimer,  Robert  V., 

Love,  Robert  B., 

Lovely,  David  K., 
Macdonald,  H.  Eugene, 
MacVane,  William  L„  Jr., 
Maier,  Paul, 

Maltby,  George  L., 
Marshall,  Donald  F„ 
Marston,  Paul  C., 

Martin,  Ralf, 

Martin,  Thomas  A., 
McAdams,  William  R., 
McCann,  Eugene  C., 
McCrum,  Philip  H., 
McDermott,  Leo  J., 
McFarland,  Edward  A., 


142  High  St.,  Portland 
73  Deering  St.,  Portland 
782  Main  St.,  Westbrook 
45  Deering  St.,  Portland 

45  Deering  St.,  Portland 

Fryeburg 
169  State  St.,  Portland 
690  Congress  St.,  Portland 
36  Cumberland  St.,  Brunswick 
53  Deering  St.,  Portland 
Fryeburg 
52  Deering  St.,  Portland 
763  Congress  St.,  Portland 
29  Deering  St.,  Portland 
58  Deering  St.,  Portland 
201  State  St.,  Portland 
331  Main  St.,  Cumberland  Mills 
312  Congress  St.,  Portland 
22  Arsenal  St.,  Portland 
73  Deering  St.,  Portland 
38  Deering  St.,  Portland 
131  State  St.,  Portland 
83  West  St.,  Portland 
173  State  St.,  Portland 
107  Main  St.,  Yarmouth 
690  Congress  St.,  Portland 
690  Congress  St.,  Portland 
690  Congress  St.,  Portland 
47  Deering  St.,  Portland 
58  Deering  St.,  Portland 
704  Congress  St.,  Portland 
38  Deering  St.,  Portland 

46  Deering  St.,  Portland 

Freeport 
12  Pine  St.,  Portland 
696  Congress  St.,  Portland 
690  Congress  St.,  Portland 
50  Deering  St.,  Portland 
Brunswick 

46  Deering  St.,  Portland 

Cumberland  Center 

47  Deering  St„  Portland 
173  State  St.,  Portland 

12  Deering  St.,  Portland 
29  Deering  St.,  Portland 
14  Deering  St.,  Portland 
Bridgton 
10  Congress  Sq.,  Portland 

31  Deering  St.,  Portland 
State  Rd.,  Falmouth  Foreside 

45  Deering  St.,  Portland 

32  Deering  St.,  Portland 
18  Deering  St.,  Portland 

Pownal  State  School,  Pownal 
77  Ocean  Ave.,  Portland 
171  State  St.,  Portland 
201  State  St.,  Portland 
192  State  St.,  Portland 
192  State  St.,  Portland 
310  Main  St.,  Westbrook 
22  Arsenal  St.,  Portland 
Great  Chebeague  Island 
144  State  St.,  Portland 
793  Main  St.,  South  Portland 
150  State  St.,  Portland 
Gorham 
73  Deering  St.,  Portland 
690  Congress  St.,  Portland 
211  State  St.,  Portland 
723  Congress  St.,  Portland 
203  State  St.,  Portland 
142  High  St.,  Portland 
Kezar  Falls 
58  Deering  St.,  Portland 
203  State  St.,  Portland 
723  Congress  St.,  Portland 
49  Deering  St.,  Portland 
188  State  St.,  Portland 
151  Vaughan  St.,  Portland 
Brunswick 


Mclntire,  Barron  P'.,  Jr., 
McLean,  E.  Allan, 
McManamy,  Eugene  P., 
Melnick,  Jacob, 

Miller,  Thor, 

Mills,  Nathaniel, 
Monkhouse,  William  A., 
Moore,  Roland  B., 
Morrison,  Alvin  A., 
Moulton,  Albert  W., 
Moulton,  Albert  W.,  Jr., 
O’Donnell,  Eugene  F.., 
Ottum,  Alvin  E., 

Parker,  James  M., 

Peaslee,  C.  Capen,  Jr., 
Penta,  Walter  E., 

Pogue,  Jackson  S., 
l’olisner,  Saul  R., 

Porter,  Joseph  E„ 
Richardson,  C.  Earle, 
Robinson,  Carl  M„ 

Rowe,  Daniel  M., 

Russell,  Walter, 

Santoro.  Domenico  A., 
Sapiro,  Howard  M„ 
Schwartz,  Carol, 

Schaeffer,  John  H., 
Scolten,  Adrian  H., 
Shanahan,  William  FL, 
Skillin,  Charles  E., 

Smith,  Frank  A., 

Sowles,  Horace  K., 
Spencer,  Jack, 

Stevens,  Theodore  M., 
Sturgis,  Karl  B., . 
Tabachnick,  Henry  M., 
Thaxter,  Langdon  T., 
Thompson,  Philip  P„  Jr., 
Tongas,  Raymond  A., 
Upham,  Roscoe  C., 

Ward,  John  V., 

Webber,  Isaac  M„ 
Webber,  M.  Carroll, 
Weeks,  DeForest, 
Wellington,  J.  Foster, 
Whittier,  Alice  A.  S., 
Wight,  Donald  G., 
Williams,  Ralph  E., 
Woodman,  Arthur  B., 
Zolov,  Benjamin, 


Barker,  Nathaniel  B.  T., 
Beach,  S.  Judd, 

Brown,  Luther  A., 
Carmichael,  Frank  E., 
Cragin,  Charles  L„ 
Ferguson,  Franklin  A., 
Fogg,  C.  Eugene, 

Haskell,  Harris  B., 

Hills,  Louis  L„ 

Jamieson,  James  G.  S., 
Patterson,  James, 

Webb,  Harold  R., 


Yarmouth 
29  Deering  St.,  Portland 
39  Deering  St.,  Portland 
333  Congress  St.,  Portland 
752  Main  St.,  Westbrook 
Pownal  State  School,  Pownal 
131  State  St„  Portland 
201  State  St.,  Portland 
57  Deering  St.,  Portland 
180  State  St.,  Portland 
180  State  St.,  Portland 
32  Deering  St.,  Portland 
150  State  St.,  Portland 
31  Deering  St.,  Portland 
339  Woodford  St.,  Portland 
316  Woodford  St.,  Portland 
529  Gilmore  Ave.,  Trafford,  Pa. 

188  State  St.,  Portland 
22  Arsenal  St.,  Portland 
3 Cumberland  St.,  Brunswick 

31  Deering  St.,  Portland 
306  Congress  St.,  Portland 

22  Arsenal  St.,  Portland 
756  Congress  St.,  Portland 
175  State  St.,  Portland 
38  Deering  St.,  Portland 
22  Arsenal  St.,  Portland 

32  Deering  St.,  Portland 
1231  Forest  Ave.,  Portland 

131  State  St.,  Portland 
343  Main  St.,  Westbrook 
131  State  St.,  Portland 
31  Deering  St.,  Portland 
148  State  St.,  Portland 
Pownal  State  School,  Pownal 
110  Park  Ave.,  Portland 
31  Deering  St.,  Portland 
704  Congress  St.,  Portland 
Brunswick 
15  Crescent  St.,  Biddeford 
131  State  St.,  Portland 
29  Deering  St.,  Portland 
735  Stevens  Ave.,  Portland 
158  Pleasant  Ave.,  Portland 
655  Congress  St.,  Portland 
143  Neal  St.,  Portland 
30  Mitchell  Rd.,  South  Portland 
Freeport 
Falmouth  Foreside 
296  Congress  St.,  Portland 


HONORARY  MEMBERS 


Bradford,  William  H., 
Brock,  Henry  FL, 
Emery,  Harry  S., 

Foster,  Albert  D., 
Haskell,  Alfred  W., 
Howard,  Harvey, 
Sawyer,  Samuel  G., 
Stetson,  Elbridge  G.  A., 
Tetreau,  Thomas, 
Tobie,  Walter  E., 
Wbeet,  Frederick  E., 


133  Coyle  St.,  Portland 
Alfred 

721  Stevens  Ave.,  Portland 
Bay  Shore  Drive,  Falmouth  Foreside 
142  High  St.,  Portland 
Freeport 

658  Watertown  St.,  Newtonville,  Mass. 

Brunswick 
44  Monument  Sq.,  Portland 
3 Deering  St.,  Portland 
773  Main  St.,  Westbrook 


AFFILIATE  MEMBER 


Gehring,  Edwin  W., 


284  Ocean  Ave.,  Portland 


SENIOR  MEMBERS 

Yarmouth 
704  Congress  St.,  Portland 
13  Deering  St.,  Portland 
72  Deering  St.,  Portland 
831  Congress  St.,  Portland 
9 Deering  St.,  Portland 
35  Deering  St.,  Portland 
9 Bramhall  St.,  Portland 
816  Main  St.,  Westbrook 
82  High  St.,  Portland 
614  Highland  Ave.,  South  Portland 
114  Main  St.,  Brunswick 
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Webster,  Fred  P., 
Welch,  Francis  J., 
Wescott,  Clement  P., 


101  Vaughan  St.,  Portland 
44  Deering  St.,  Portland 
Windham  Hill 


MILITARY  SERVICE 

Smith,  Kenneth  E.,  73  Deering  St.,  Portland 

Ventimiglia,  William  A., 


84  Hersey  St.,  Portland 


Brinkman,  Harry, 
Chase,  Philip  B., 

Colley,  Maynard  B., 
Duffy,  Wallace  H., 
Eastman,  Charles  W., 
Floyd,  Paul  E., 
Moulton,  John  H., 
Reed,  James  W„ 
Thompson,  Cecil  F., 
Weymouth,  Currier  C., 
Zikel,  Herbert  M., 


FRANKLIN  COUNTY 

ACTIVE  MEMBERS 

47  Perham  St.,  Farmington 


Anson  St.,  Farmington 
Wilton 

100  Main  St.,  Farmington 
Livermore  Falls 
2 Middle  St.,  Farmington 
Rangeley 
18  Main  St.,  Farmington 
Phillips 

83  Main  St.,  Farmington 
Wilton 


HONORARY  MEMBER 
White,  Verdeil  O., 

24  Howard  St.,  Springvale  and  East  Dixfield 
AFFILIATE  MEMBER 

Brown,  Elmer  J.,  81  Main  St.,  Farmington 

SENIOR  MEMBERS 

Floyd,  Albion  E., 

Pratt,  George  L., 


New  Sharon 
7 Main  St.,  Farmington 


HANCOCK  COUNTY 


ACTIVE 

Babcock,  Harold  S., 

Bliss,  Raymond  V.  N., 
Burgess,  Lyman  C., 

Cameron,  Dwight, 

Coffin,  Ernest  L„ 

Coffin,  Silas  A., 

Crowe,  James  H., 

Gray,  Philip  L., 

Hanson,  Joseph  H., 

Joost,  Arthur  M.,  Jr., 
Knowlton,  Charles  C., 
Kopfmann,  Harry, 

Larrabee,  Charles  F., 
Millstein,  Hyman, 

Morrison,  Charles  C.,  Jr., 
O’Meara,  Edward  S., 

Parcher,  George, 

Russell,  Robert  F., 

Sumner,  Charles  M„ 

Thegan,  W.  Edward, 

Torrey,  Marcus  A., 
Trowbridge,  Mason,  Jr., 
Weymouth,  Raymond  E., 
Wilbur,  Herbert  T.,  Jr., 


MEMBERS 

Castine 
Blue  Hill 
Blue  Hill 
Northeast  Harbor 
Northeast  Harbor 
39  High  St.,  Bar  Harbor 
121  Main  St.,  Ellsworth 
Blue  Hill 
Bar  Harbor 
Bucksport 
Ellsworth 
Deer  Isle 
Bar  Harbor 
Southwest  Harbor 
Bar  Harbor 
Ellsworth 
Ellsworth 
Penobscot 
West  Sullivan 
Bucksport 
Ellsworth 
Ellsworth 
194  Main  St.,  Bar  Harbor 
Southwest  Harbor 


HONORARY  MEMBERS 

Holt,  Hiram  A., 

(Little,  Clarence  Cook, 

MILITARY  SERVICE 
Knickerbocker,  Charles  H., 


Winter  Harbor 
Bar  Harbor) 

Bar  Harbor 


KENNEBEC  COUNTY 

ACTIVE  MEMBERS 


Abbott,  Henry  W., 
Bauman,  Clair  S„ 
Beckerman,  Stanley  C., 
Bisson,  Napoleon, 
Bourassa,  Harvey  J., 
Brann,  Henry  A., 


Breard,  J.  Alfred, 

Bull,  Frank  B., 

Cates,  Samuel  C., 

Champlin,  Frederic  B., 

Chasse,  Richard  L., 

Cook,  Aaron, 

Cordray,  David  P., 

Cyr,  Gerald  A., 

Dachslager,  Philip, 

Dennis,  Richard  H., 

Dore,  Clarence  E., 

Dunn,  Robert  H., 

Elkins,  Harry, 

Emanuel,  Meyer, 

Ervin,  Edmund  N., 

Farrell,  Chalmers  G., 

Fay,  Thomas  F., 

Fisher,  Samson, 

Foote,  Edward  L., 

Giddings,  Paul  D., 

Giesen,  Joseph  H., 

Gingras,  Adolphe  J., 

Goodof,  Irving  I., 

Goodrich,  Blynn  O., 

Gould,  George  I., 

Guite,  L.  Armand, 

Harlow,  Edwin  W., 

Herring,  Leon  D., 

Hill,  Frederick  T., 

Hill,  Howard  F., 

Hirschberger,  Celia, 

Hurd,  Allan  C., 

Jackson,  Elmer  H., 

Kagan,  Samuel  H., 

Lambert,  Greenlief  H., 

1 12  So.  Dianthus  St 

Langer,  Ella, 

Lepore,  Anthony  E., 

Lubell,  Moses  F.,  50 

Marquardt,  Matthias, 

Mathews,  Hugh  J.,  Jr., 

McKay,  Roland  L„ 

McLaughlin,  Clarence  R., 
McLaughlin,  Ivan  E., 

McQuillan,  Arthur  H., 

McWethy,  Wilson  H., 

Metzgar,  John  G., 

Michaud,  Joseph  H.  C., 

Milliken,  Howard  H., 

Moore,  Arnold  W., 

Moore,  Valentine  J., 

Morrell,  Arch  H., 

Murphy,  Norman  B., 

Nelson,  John  A., 


15  Summer  St.,  Walerville 
72  Church  St.,  Gardiner 
East  Vassalboro 
216  Main  St.,  Waterville 
173  Main  St.,  Waterville 
44  Main  St.,  Waterville 
31  Western  Ave.,  Augusta 
50  Main  St.,  Waterville 
269i/2  Water  St.,  Augusta 
33  College  Ave.,  Waterville 
65  Temple  St.,  Waterville 
Veterans’  Adm.,  Togus 
State  Hosp.,  Augusta 
Veterans’  Adm.,  Togus 
33  College  Ave.,  Waterville 
2 Church  St.,  Gardiner 
284  Water  St.,  Augusta 
Oakland 
Veterans’  Adm.,  Togus 
31  Western  Ave.,  Augusta 
35  College  Ave.,  Waterville 
99  Water  St.,  Augusta 
Thayer  Hosp.,  Waterville 
165  Main  St.,  Waterville 
76  Main  St.,  Richmond 
27  Main  St.,  Waterville 
177  Main  St.,  Waterville 
Winthrop 
177  Main  St.,  Waterville 
33  College  Ave.,  Waterville 
44  Main  St.,  Waterville 
72  Church  St.,  Gardiner 
Depositors  Trust  Bldg.,  Augusta 
283  Water  St.,  Augusta 


, Manhattan  Beach,  Calif. 
State  House,  Augusta 
72  Church  St.,  Gardiner 
Roosevelt  Ave.,  Waterville 
State  Hosp.,  Augusta 
Gardiner 
284  Water  St.,  Augusta 
345  Water  St.,  Gardiner 
345  Water  St.,  Gardiner 
177  Main  St.,  Waterville 
31  Western  Ave.,  Augusta 
175  Water  St.,  Augusta 
76  Main  St.,  Waterville 
105  Second  St.,  Hallowell 
State  Hosp.,  Augusta 
Thayer  Hosp.,  Waterville 
State  House,  Augusta 
31  Western  Ave.,  Augusta 
Veterans’  Adm.,  Togus 


Newman,  Benjamin, 

1204  Westwood  Ave.,  Charleston  2,  W.  Va. 


116  Main  St.,  Waterville 
177  Main  St.,  Waterville 
Waterville 
29  Common  St.,  Waterville 
50  Main  St.,  Waterville 
31  Western  Ave.,  Augusta 


Parizo,  Harry  L., 

Piper,  John  O., 

Pomerleau,  Ovid  F., 
Pomerleau,  Rodolphe  J.  F., 
Poulin,  James  E., 

Pratt,  Loring  W., 

Priest,  Maurice  A., 

Provost,  Helen  C., 

Provost,  Pierre  E., 
Reynolds,  John  F., 
Reynolds,  Ralph  L., 
Robertson,  George  J., 
Sanders,  Stephen  W., 
Schmidt,  Lorrimer  M., 
Sewall,  Kenneth  W., 
Shelton,  M.  Tieche, 
Shippee,  James  N., 
Simpson,  Margaret  R., 
Sleeper,  Francis  H., 

Small,  Harold  E., 
Sommerfeld,  Kurt  A., 
Southworth,  John  D., 
Tashiro,  Sabro, 

Towne,  Charles  E„ 


2 Silver  St.,  Waterville 
177  Main  St.,  Waterville 
177  Main  St.,  Waterville 
27  Main  St.,  Waterville 
177  Main  St.,  Waterville 
177  Main  St.,  Waterville 
State  House,  Augusta 
48  Green  St.,  Augusta 
48  Green  St.,  Augusta 
101  Main  St.,  Waterville 
101  Main  St.,  Waterville 
33  College  Ave.,  Waterville 
120  Main  St.,  Winthrop 
Veterans’  Adm.,  Togus 
173  Main  St.,  Waterville 
284  Water  St.,  Augusta 
122  Main  St.,  Winthrop 
P.  O.  Box  275,  Togus 
State  Hosp.,  Augusta 
31  Grove  St.,  Augusta 
6 Maine  Ave.,  Gardiner 
Veterans’  Adm.,  Togus 
3113  Glendale  Ave.,  Baltimore  17,  Md. 

50  Main  St.,  Waterville 
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Tyson,  Forrest  C., 
Valentine,  John  B., 
Wilson,  Robert  W., 
Young,  William  J., 


R.  F,  D.  5,  Augusta 
25  Patterson  St.,  Augusta 
Veterans’  Adm„  Togus 
92  Wood  St.,  Lewiston 


HONORARY  MEMBERS 

Coombs,  George  A.,  283  Water  St.,  Augusta 

Milliken,  Howard  A.,  Hallowed 

Towne,  John  G.,  135  Main  St.,  Waterville 

Turner,  Oliver  W.,  P.  O.  Box  481,  Boothbay  Harbor 


SENIOR 

Carter,  Frederick  R., 

Gousse,  William  J., 

Mitchell,  Roscoe  L„ 
Newcomb,  Charles  H., 
Odiorne,  Joseph  E., 

Risley,  Edward  H., 

Stubbs,  Richard  H., 
Williams,  Edmund  P., 


MEMBERS 

43  Sylvan  Rd.,  South  Portland 
76  Main  St.,  Fairfield 
97  Water  St.,  Hallowed 
Clinton 
Coopers  Mills 
27  College  Ave.,  Waterville 
133  State  St.,  Augusta 
Oakland 


MILITARY  SERVICE 

Gingras,  Napoleon  J.,  105  Water  St.,  Augusta 

KNOX  COUNTY 

ACTIVE  MEMBERS 


Aden,  Robert  L., 

Apollonio,  Howard  L., 

Brown,  Donald  H., 

Brown,  Freeman  F., 

Brown,  Freeman  F.,  Jr., 

446  Hartford 

Campbell,  Fred  G., 

Dennison,  Frederick  C., 

Earle,  Ralph  P., 

Green,  Archibald  F., 

Hinckley,  Harry  F.,  Jr., 

Jameson,  C.  Harold, 

Jones,  Paid  A., 

Kibbe,  Frank  W., 

Lawry,  Oram  R., 

Luce,  Barbara  G., 

Mann,  David  V., 

Miller,  John  F., 

Millington,  Paul  A., 

Platt,  Anna, 

(Winter  address:  Route 
Soule,  Gilmore  W., 

Tounge,  Harry  G., 

Wasgatt,  Wesley  N., 

Waterman,  Richard, 

Weisman,  Herman  J., 

Worthing,  Verla, 


37  Spring  St.,  Rockland 
7 Talbot  Ave.,  Rockland 
13  Maple  St.,  Rockland 
5 Beech  St.,  Rockland 

Ave.,  Wethersfield,  Conn. 

Warren 
Main  St.,  Thomaston 
Vinal  haven 
60  Elm  St.,  Camden 
Dark  Harbor 
463  Main  St.,  Rockland 
Union 

37  Spring  St.,  Rockland 
96  Limerock  St.,  Rockland 
43  Park  St.,  Rockland 
47  Chestnut  St.,  Camden 
81  Park  St.,  Rockland 
44  Mountain  St.,  Camden 
Friendship 
1,  Box  246,  Largo,  Florida) 
463  Main  St.,  Rockland 
12  Union  St.,  Camden 
41  Talbot  Ave.,  Rockland 
Friendship 
76  Limerock  St.,  Rockland 
Thomaston 


HONORARY  MEMBER 


Had,  Walter  D., 


407  Main  St.,  Rockland 


SENIOR  MEMBER 

North,  Charles  D.,  38  Union  St.,  Rockland 


MILITARY  SERVICE 


Bearor,  Robert  H., 


North  Haven 


LINCOLN-SAGADAHOC  COUNTIES 


Barrows,  Harris  C., 
Belknap,  Robert  W. 
Belknap,  Samuel  L., 
Dougherty,  John  F., 
Fuller,  Edwin  M., 
Goodrich,  John  P., 
Gregory,  Philip  O., 
Hamilton,  Virginia 
Hawkins,  Donald  B. 
Lenfest,  Stanley  R., 
Nichols,  Arthur  A., 


ACTIVE  MEMBERS 

5 Oak  St.,  Boothbay  Harbor 
, Damariscotta 

Damariscotta 
1 12  Front  St.,  Bath 
1740  Barnbridge  St.,  Philadelphia  46,  Pa. 

Boothbay  Harbor 
Boothbay  Harbor 
C.,  900  Washington  St.,  Bath 

, 260  SA  Green  St.,  Harrisburg,  Pa. 

Waldoboro 

Wiscasset 


Parsons,  Neil  L., 

Powell,  Ralph  C., 

Smith,  Jacob, 

Smith,  Joseph  1., 

Stetson,  Rufns  E., 

Stott,  Ardenne  A., 
Westermeyer,  Marion  W., 
Wilson,  Harry  M., 
Winchenbach,  Francis  A., 


Damariscotta 
New  Harbor 
118  Front  St.,  Bath 
118  Front  St.,  Bath 
Damariscotta 
117  Front  St.,  Bath 
Washington  St.,  Bath 
Middle  St.,  Bath 
910  Washington  St.,  Bath 


Pratt,  Edwin  F., 


HONORARY  MEMBER 

4 Pleasant  St.,  Richmond 


AFFILIATE  MEMBERS 


Dash,  George  E., 

Desjardins,  A.  W., 

SENIOR  MEMBERS 

Bousfield,  Cyril  E„ 

Day,  DeForest  S„ 

Kershner,  Warren  E., 

Morin,  Harry  F., 


Sylvester,  Philip  H., 


Boothbay  Harbor 
South  Bristol 


Woolwich 
Wiscasset 
119  Front  St.,  Bath 
72  Front  St.,  Bath 
Bristol  Rd.,  Damariscotta 


MILITARY  SERVICE 

Dalrymple,  Sidney  C.,  239  Walnut  St.,  Brookline,  Mass. 

OXFORD  COUNTY 

ACTIVE  MEMBERS 


Adams,  Lester, 

Aucoin,  Pierre  B., 
Boynton,  Willard  H., 
Broughton,  David  S., 
Defoe,  Garfield  G., 
Dixon,  Walter  G., 
Elsemore,  Dexter  E., 
Greene,  John  A., 
Howard,  Henry  M„ 
Hubbard,  Roswell  E., 
Kay,  Edwin, 
MacDougad,  James  A., 
McCormack,  Roland  L., 
Moore,  Beryl  M., 
Nangle,  Thomas  P., 
Nelson,  Chesley  W., 
Noyes,  Harriett  L., 
Oestrich,  Alfred. 

Reeves,  Edward  L., 
Reeves,  Helen  M„ 
Rowe,  Linwood  M., 
Royal,  Albeit  P„  Jr., 
Stanwood,  Harold  W., 


Western  Maine  San.,  Greenwood  Mt. 

77  Runiford  Ave.,  Rumford 
Bethel 

18  Hartford  Ave.,  Rumford 
Dixfield 

16  Deering  St.,  Norway 
Dixfield 

96  Congress  St.,  Rumford 
105  Franklin  St.,  Rumford 
Waterford 
31  Frye  St.,  Lewiston 
303  Penobscot  St.,  Rumford 
245  Main  St.,  Norway 
Oxford 
West  Paris 
121  Main  St.,  Norway 
114  Congress  St.,  Rumford 
20  Congress  St.,  Rumford 
38  Market  Sq.,  South  Paris 
38  Market  Sq.,  South  Paris 
250  Penobscot  St.,  Rumford 
82  Maine  Ave.,  Rumford 
5 Franklin  St.,  Rumford 


HONORARY  MEMBER 

McCarty,  Eugene  M.,  82  Maine  Ave.,  Rumford 

SENIOR  MEMBERS 

Pearson,  Henry,  Brownfield  Center  (Conway,  N.  H>.) 

Stewart,  Delbert  M.,  15  Main  St.,  South  Paris 

Tibbetts,  Raymond  R.,  Bethel 

PENOBSCOT  COUNTY 


ACTIVE 

Adams,  Asa  C., 

Adams,  Winford  C., 

Albro,  Ward  A., 

Ames,  Forrest  B., 

Anderson,  Karl  V., 

Blaisdell,  Carl  E., 

Blaisdell,  William  B., 

Bridges,  Donald  E., 

Brown,  Eugene  E., 

Brown,  Lloyd, 

Burke,  Paul  W., 

Butler,  Harry, 

Butterfield,  Wilfred  I., 
Clough,  Dexter  J.,  2nd, 
Comean,  Wilfrid  J., 


MEMBERS 

Main  St.,  Orono 
66  Washington  St.,  Brewer 
47  Broadway,  Bangor 
255  Hammond  St.,  Bangor 
174  Cedar  St.,  Bangor 
42  Broadway,  Bangor 
11  Ohio  St.,  Bangor 
263  State  St.,  Bangor 
316  State  St.,  Bangor 
316  State  St.,  Bangor 
5 High  St.,  Newport 
77  Broadway,  Bangor 
67  Main  St.,  Lincoln 
224  State  St.,  Bangor 
1 Fern  St.,  Bangor 


MINETEEN  HUNDRED  AND  FIFTY-ONE— JUNE 


205 


Cornell,  Robert  C., 

Coulton,  Donald, 

Curran,  Edward  L„ 

Dunham,  Rand  A., 

Dwyer,  Clement  S., 

Emerson,  W.  Merritt, 

Emery,  Clarence,  Jr., 

Emery,  Frederick  C., 

Fellows,  Albert  W., 

Hall,  Walter  L.  EL, 

Higgins,  George  I., 

Hill,  Allison  K., 

Horton,  George  H., 

Houlilian,  John  S., 

Inglee,  Frances  L.,  384 

Irwin,  Carl  W., 

Kellogg,  Robert  O., 

Lezberg,  Joseph, 

Liebennann,  Arthur  R., 
Lippmann,  Werner  O., 
Macdonald,  Donald  F., 

Manter,  Wilbur  B., 

McNamara,  Wesley  C., 

McNeil,  Hairy  D„ 

McQuoid,  Robert  M., 
Memmelaar,  Joseph  E., 

Merrill,  Urban  H., 

Miragliuolo,  Leonard  G., 

Morris,  Lloyd  E.,  Jr., 

Moulton,  Manning  C„ 

Munce,  Richard  1'., 

Osier,  Jay  K., 

Pearson,  John  J„  Jr., 

Pooler,  Harold  A., 

Pressey,  Harold  E., 

Purinton,  William  A., 

Ridlon,  Magnus  F., 

Ruhlin,  Carl  W., 

Scribner,  Herbert  C., 

Sewall,  Elmer  M., 

Shapero,  Benjamin  L., 

Shubert,  Alice  )., 

Shurman,  Hans, 

Silsby,  Samuel  S., 

Skinner,  Peter  S., 

Smith,  Hugh  A., 

Stebbins,  Arthur  P., 

Strout,  Arthur  C„ 

Strout,  Warren  G., 

Stull,  Joseph  B., 

Sullivan,  John  R., 

Taylor,  Herbert  L„ 

Thomas,  Philip  B., 

Todd,  Albert  C., 

Vickers,  Martyn  A., 

Wadsworth,  Richard  C., 

Wagner,  Samuel  L., 

Weatherbee,  George  B., 

Weisz,  Hans, 

White,  William  J„ 

Whitney,  Byron  V., 

Whitworth,  John  E„ 

Woodcock,  Allan, 

HONORARY 
Lethiecq,  J.  Albert, 

Mansfield,  Blanche  M., 

Mason,  Luther  S., 

Purinton,  Watson  S., 

Small,  Amos  E., 

Thompson,  John  B., 

Weymouth,  Frank  D„ 


Orono 

326  State  St.,  Bangor 
159  State  St.,  Bangor 
East  Millinocket 
47  Broadway,  Bangor 
131  State  St.,  Bangor 
92  Essex  St.,  Bangor 
3 Third  St.,  Bangor 
52  Ohio  St.,  Bangor 
50  No.  4th  St.,  Old  Town 
Newport 
113  Somerset  St.,  Bangor 
247  Hammond  St.,  Bangor 
209  State  St.,  Bangor 
Market  St.,  Rockland,  Mass. 
316  State  St.,  Bangor 
316  State  St.,  Bangor 
209  State  St.,  Bangor 
209  State  St.,  Bangor 
State  Hosp.,  Bangor 
263  State  St.,  Bangor 
1 Fern  St.,  Bangor 
8 Lee  St.,  Lincoln 
58  Hamond  St.,  Bangor 
39  Columbia  St.,  Bangor 
54  Forest  Ave.,  Bangor 
13  Water  St.,  Newport 
130  Hammond  St.,  Bangor 
489  State  St.,  Bangor 
5 Grove  St.,  Bangor 
262  State  St.,  Bangor 
5 Grove  St.,  Bangor 
Old  Town 
State  Hosp.,  Bangor 
23  Hammond  St.,  Bangor 
15  Ohio  St.,  Bangor 
99  Broadway,  Bangor 
205  French  St.,  Bangor 
259  Union  St.,  Bangor 
Orono 

73  Broadway,  Bangor 
127  Leighton  St.,  Bangor 
381  Main  St.,  Dexter 
1 1 Ohio  St.,  Bangor 
112  Ohio  St.,  Bangor 
768  Union  St.,  Bangor 
209  State  St.,  Bangor 
Dexter 

44  Main  St.,  Pittsfield 
489  State  St.,  Bangor 
59  Spruce  St.,  Millinocket 
Dexter 

209  French  St.,  Bangor 
Brewer 

268  State  St.,  Bangor 
489  State  St.,  Bangor 
Winterport 
Hampden  Highlands 
164  Main  St.,  Lincoln 
Howland 
156  State  St.,  Bangor 
1 1 6 Hammond  St.,  Bangor 
35  Second  St.,  Bangor 

MEMBERS 

115  Wilson  St.,  Brewer 
297  14th  St.,  Bangor 
109  State  St.,  Bangor 
15  Ohio  St.,  Bangor 
31  Central  St.,  Bangor 
9 Central  St.,  Bangor 
46  No.  Main  St.,  Brewer 


AFFILIATE  MEMBERS 

Knowlton,  Henry  C.,  194  French  St.,  Bangor 

Smith,  LeRoy  S„  Winterport 

SENIOR  MEMBERS 

Devan,  Thomas  A.,  10245-47th  Ave.,  Corona,  L.  I.,  N.  Y. 

Hedin,  Carl  J.,  Penobscot  Terrace,  Brewer 

Maddan,  Marlin  C.,  165  Center  St.,  Old  Town 


MILITARY  SERVICE 
Clough,  Herbert  T.,  Jr., 

101st  Med.  Corps.,  Dow  Air  Force  Base,  Bangor 
Damazo,  Frank  S.,  Corinna 

Shubert,  William  M.,  127  Leighton  St.,  Bangor 


PISCATAQUIS  COUNTY 

ACTIVE  MEMBERS 


Bradbury,  Francis  W., 
Bundy,  Harvey  C., 
Garde,  Albert  M., 
Curtis,  John  B., 
Howard,  George  C., 
Nickerson,  Norman  FL, 
StanhojDe,  Charles  N., 
Slitham,  Linus  J., 
Stuart,  Ralph  C., 


Dover-Foxcroft 

Milo 

33  Elm  St.,  Milo 
10  High  St.,  Milo 
Guilford 
Greenville 
Dover-Foxcroft 
50  Main  St.,  Dover-Foxcroft 
Guilford 


HONORARY  MEMBER 

Crosby,  Nathaniel  H.,  Milo 


SENIOR  MEMBERS 

MacDougal,  Wilbur  E.,  Dover-Foxcroft 

Pritham,  Fred  J.,  Greenville  Junction 


SOMERSET  COUNTY 


ACTIVE  MEMBERS 


Amrein,  H.  Carl, 

Ball,  Franklin  P„ 
Bernard,  Albert  J„  Jr., 
Briggs,  Paid  R., 

Friend,  John, 
Greenlaw,  William  A., 
Grow,  William  B., 
Humphreys,  Ernest  D., 
Hutchins,  Eugene  L., 
Laney,  Richard  P., 
Lord,  Edwin  M., 

Lord,  Maurice  E., 
Norris,  Lester  F„ 
Philbrick,  Maurice  S., 
Reed,  Howard  L., 
Smith,  Henry  F„ 
Stinchfield,  Allan  J., 
Strickland,  Marion  S., 
Sullivan,  George  E., 
Turner,  Harland  G„ 
Young,  George  E., 


29  Weston  Ave.,  Madison 
Bingham 

198  Madison  Ave.,  Skowhegan 
Hartland 
North  Anson 
Fairfield 

Central  Maine  San.,  Fairfield 
91  Main  St.,  Pittsfield 
North  New  Portland 
50  Water  St.,  Skowhegan 
198  Madison  Ave.,  Skowhegan 
220  Water  St.,  Skowhegan 
36  Maple  St.,  Madison 
292  Water  St.,  Skowhegan 
235  Madison  Ave.,  Skowhegan 
Jackman  Station 
56  Hospital  St.,  Augusta 
Canaan 
Main  St.,  Bingham 
R.  F.  D.  No.  2,  Norridgewock 
159  Water  St.,  Skowhegan 


HONORARY  MEMBERS 

Stinchfield,  Walter  S.,  Court  St„  Skowhegan 


SENIOR  MEMBER 

Marston,  Henry  E.,  North  Anson 

MILITARY  SERVICE 
Jordon,  Walter  E.,  Jr„ 

Bayview,  Indian  Mound  Beach,  Buzzard  Bay,  Mass. 


WALDO  COUNTY 


ACTIVE  MEMBERS 


Caswell,  John  A., 
Holmes,  George  W., 
Read,  Seth  H„ 

Small,  Foster  C„ 
Stein,  Abraham  O., 
Stein,  Ernest  W., 
Stevens,  Carl  H„ 
Temple,  George  L., 
Torrey,  Raymond  L., 


7 Cedar  St.,  Belfast 
Belfast 

15  Church  St.,  Belfast 
169  High  St.,  Belfast 
132  Main  St.,  Belfast 
Stockton  Springs 
18  Franklin  St.,  Belfast 
18  Franklin  St.,  Belfast 
E.  Main  St.,  Searsport 


HONORARY  MEMBERS 

Stevens,  Eugene  L.,  38  Church  St.,  Belfast 

Tapley,  Eugene  D„  17  High  Sf„  Belfast 
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WASHINGTON  COUNTY 


ACTIVE  MEMBERS 


Armstrong,  Charles  M., 
Bates,  James  C., 

Bennett,  DaCosta  F., 
Brownrigg,  Leslie  W., 
Capron,  Charles  W.,  Jr., 
Cobb,  Norman  E„ 

Jacob,  Donald  R., 
Kazutow,  John, 

Larson,  Karl  V., 

Larson,  Oscar  F., 
MacBride,  Robert  G., 
Metcalf,  John  T., 
Mitchell,  Flazen  C., 
Mundie,  Perley  J., 

Sears,  Plarold  G., 
Webber,  Samuel  R., 
Young,  H.  John, 


Robbinston 
Eastport 
4 Main  St.,  Lubec 
St.  Stephen,  N.  B. 
48  Washington  St.,  Eastport 
Moreland,  Oklahoma 
Princeton 
Machias 
East  Machias 
Machias 
Lubec 
Calais 
Calais 
Calais 
Woodland 
Calais 
Jonesport 


HONORARY  MEMBER 

Gilbert,  Walter  J., 


Calais 


SENIOR  MEMBER 

Crane,  James  W., 


Woodland 


YORK  COUNTY 

ACTIVE  MEMBERS 


Bacon,  Melvin, 

Bancroft,  George  R.,  Jr., 
Barden,  Frank  W., 
Belmont,  Ralph  S., 
Bonanno,  Anthony  M., 
Bunker,  Willard  H„ 
Charest,  Leandre  R., 
Cobb,  Stephen  A., 
Cuneo,  Kenneth  J., 
Davis,  Ansel  S., 

Dennett,  Carl  G., 
Dionne,  William  E., 
Downing,  J.  Robert, 
Drummond,  S.  Dunton, 
Eppinger,  Ernest, 


206  Main  St.,  Sanford 
Kennebunkport 
Saco-Lowell  Shops,  Biddeford 
207  Main  St.,  Sanford 
179  Main  St.,  Berwick 
York  Harbor 
260  Main  St.,  Biddeford 
28  Winter  St.,  Sanford 
31  Summer  St.,  Kennebunk 
Springvale 
Saco 

21  Main  St.,  Springvale 
37  Storer  St.,  Kennebunk 
Buxton 
West  Buxton 


Fortier,  Andie  P., 

Haas,  Carl  M., 

Hill,  Paul  S.,  Jr., 

Holland,  Edward  W., 

Floule,  Marcel  P., 

Kinghorn,  Charles  W., 
LaFond,  Robert  S., 
LaRochelle,  Joseph  R„ 
Lengyel,  Charles, 

Lesieur,  Louis  C., 

Lincourt,  Arnrand  S., 
Macdonald,  James  H., 
Magocsi,  Alexander  W., 
Mahaney,  William  F„ 
Mazzacane,  Walter  D., 

Morse,  Waldron  L., 

Moulton,  Marion  A.  K., 
Murphy,  John  J., 

Myer,  John  C., 

Nemon,  Leon, 

O'Sullivan,  William  B., 
Patane,  Joseph  M.,  21 

Perrault,  Oscar  W., 

Richards,  Carl  E., 

Ross,  H.  Danforth, 

Ross,  Maurice, 

Roussin,  William  T., 

Smith,  Gerald  R., 

Taylor,  Paul  E„ 

Tower,  Elmer  M. 

Vachon,  Robert  D., 

Webber,  Edward  P„ 

Xaphes,  Chrysaphes  J., 


260  Main  St.,  Biddeford 
31  Adam  St.,  Biddeford 
176  Main  St.,  Saco 
28  Winter  St.,  Sanford 
13  Bacon  St.,  Biddeford 
4 Wentworth  St.,  Kittery 
258  Main  St.,  Saco 
42  Bacon  St.,  Biddeford 
9 Alfred  St.,  Biddeford 
66  Beach  St.,  Saco 
47  Allen  St.,  Sanford 
103  Main  St.,  Kennebunk 
York  Village 
388  Main  St.,  Saco 
Old  Orchard 
1 1 i/2  Main  St.,  Springvale 
West  Newfield 
South  Berwick 
2 School  St.,  Sanford 
243  State  St.,  Portland 
331  Main  St.,  Saco 
ishington  Ave.,  Old  Orchard 
30  South  St.,  Biddeford 
28  Winter  St.,  Sanford 
28  Winter  St.,  Sanford 
372  Main  St.,  Saco 
48  Bacon  St.,  Biddeford 
Ogunquit 
9 Wentworth  St.,  Kittery 
Ogunquit 
28  Winter  St.,  Sanford 
York  Harbor 
154  Graham  St.,  Biddeford 


HONORARY  MEMBERS 


Head,  Owen  B., 
Shapleigh,  Edward  E., 
Small,  Fitz  E., 
Stimpson,  Arthur  J., 


6 Washington  St.,  Sanford 
Kittery 

260  Main  St.,  Biddeford 
Kennebunk 


SENIOR  MEMBERS 


Kendall,  Clarence  F., 
Stickney,  Laura  B., 
Whitney,  Ray  L., 
Wiley,  Arthur  G„ 


68  Birch  St.,  Biddeford 
Saco 

Cape  Porpoise 
Bar  Mills 


An  Alphabetical  List  of  the  Members  of  the  Maine  Medical  Association* 

* The  figures  in  parentheses  refer  to  County  Societies  as  follows:  (1)  Androscoggin,  (2)  Aroostook,  (3)  Cumberland, 

(4)  Franklin,  (5)  Hancock,  (0)  Kennebec,  (7)  Knox,  (S)  Lincoln-Sagadahoc,  (0)  Oxford,  (10)  Penobscot,  (11)  Piscataquis, 
(12)  Somerset,  (13)  Waldo,  (14)  Washington,  (15)  York. 


A 

Abbott,  Henry  W.,  110  Main  St.,  Waterville  (0) 

Adams,  Asa  C.,  Main  St.,  Orono  (10) 

Adams,  Lester,  Western  Maine  San.,  Greenwood  Mt.  (0) 
Adams,  Winford  C.,  06  Washington  St.,  Brewer  (10) 
Agan,  22  Arsenal  St.,  Portland  (3) 

Albert,  Armand,  193  Main  St.,  Van  Buren  (2) 

Albert,  Joseph  L.,  Fort  Kent  (2) 

Albert,  Louis  N.,  Van  Buren  (2) 

Albro,  Ward  A.,  47  Broadway,  Bangor  (10) 

Allen,  Robert  L.,  37  Spring  St.,  Rockland  (7) 

Ames,  Forrest  B.,  255  Hammond  St.,  Bangor  (10) 
Amrein,  H.  Carl,  29  Weston  Ave.,  Madison  (12) 
Anderson,  Donald  L.,  54  Pine  St.,  Lewiston  (1) 
Anderson,  Karl  T T. , 174  Cedar  St.,  Bangor  (10) 

Ansell,  Harvey  B.,  39  Deering  St.,  Portland  (3) 
Apollonio,  Howard  L.,  7 Talbot  Ave.,  Rockland  (7) 
Applin,  Hilton  H.,  129  Maine  St.,  Brunswick  (3) 
Aranson,  Albert,  73  Deering  St.,  Portland  (3) 
Arcliambault,  Philip  L.,  75  Mill  St.,  Auburn  (1) 
Armstrong,  Charles  M.,  Robbinston  (14) 


Asali,  Louis  A.,  29  Deering  St.,  Portland  (3) 
Ascher,  David  S.,  Patten  (2) 

Asherman,  Edward  G.,  31  Deering  St.,  Portland  (3) 
Aucoin,  Pierre  B.,  77  Rumford  Ave.,  Rumford  (9) 
Aungst,  Melvin  R.,  Eagle  Lake  (2) 


B 

Babalian,  Leon,  38  Deering  St.,  Portland  (3) 

Babcock,  Harold  S.,  Castine  (5) 

Bachrach,  Louis,  Brunswick  (3) 

Bacon,  Melvin,  20G  Main  St.,  Sanford  (15) 

Ball,  Franklin  P.,  Bingham  (12) 

Bancroft,  George  R.,  Jr.,  Kennebunkport  (15) 

Barden,  Frank  W.,  Saco-Lowell  Shops,  Biddeford  (15) 
Barker,  Nathaniel  B.  T.,  Yarmouth  (3) 

Barrows,  Harris  C.,  5 Oak  St.,  Boothbay  Harbor  (8) 
Bates,  James  C.,  Eastport  (14) 

Bauman,  Clair  S.,  177  Main  St.,  Waterville  (0) 

Beach,  S.  Judd,  704  Congress  St.,  Portland  (3) 

Bearor,  Robert  H.,  North  Haven  (7) 
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Beck,  Henry  W.,  Gray  (3) 

Beeaker,  Vincent  H.,  85  Wood  St.,  Lewiston  (1) 

Beckerman,  Stanley  C.,  Waterville  (6) 

Beliveau,  Bertrand  A.,  50  Howe  St.,  Lewiston  (1) 

Beliveau,  Romeo  A.,  89  Pine  St.,  Lewiston  (1) 

Belknap,  Robert  W.,  Damariscotta  (8) 

Belknap,  Samuel  L.,  Damariscotta  (8) 

Belmont,  Ralph  S.,  207  Main  St.,  Sanford  (15) 

Bennett,  DaCosta  F.,  4 Main  St.,  Lubec  (14) 

Bergmann,  Jerome  W7,  131  State  St.,  Portland  (3) 

Bernard,  Albert  J.,  198  Madison  Ave.,  Skowhegan  (12) 
Bernard,  Romeo  A.,  20  Beacon  St.,  Lewiston  (1) 

Berrie,  Lloyd  H.,  2 Main  St.,  Caribou  (2) 

Bettle,  Ronald  A.,  Brunswick  (3) 

Bickmore,  Harold  V.,  723  Congress  St.,  Portland  (3) 

Bidwell,  Robinson  L.,  203  State  St.,  Portland  (3) 
Bischoffberger,  John  M.,  Naples  (3) 

Bishop,  Lloyd  W.,  211  Vaughan  St.,  Portland  (3) 

Bisson,  Napoleon,  29  Common  St.,  Waterville  (0) 

Blaisdell,  Carl  E.,  42  Broadway,  Bangor  (10) 

Blaisdell,  Elton  R.,  12  Deering  St.,  Portland  (3) 

Blaisdell,  William  B.,  11  Ohio  St.,  Bangor  (10) 

Bliss,  Raymond  V.  N.,  Blue  Hill  (5) 

Bluhm,  Samuel,  St.  Mary’s  Hospital,  Lewiston  (1) 

Bonanno,  Anthony  M.,  179  Main  St.,  Berwick  (15) 

Boone,  Storer  W.,  194  Main  St.,  Presque  Isle  (2) 

Bourassa,  Harvey  J.,  50  Main  St.,  Waterville  (0) 

Bousfteld,  Cyril  E.,  Woolwich  (8) 

Bousquet,  Jean  J.,  91  Bartlett  St.,  Lewiston  (1) 

Boynton,  Willard  H.,  Bethel  (9) 

Bradbury,  Francis  W.,  Dover-Foxcroft  (11) 

Bradford,  William  H.,  133  Coyle  St.,  Portland  (3) 

Bramhall,  Theodore  C.,  49  Deering  St.,  Portland  (3) 

Branch,  Charles  F.,  69  Gamage  St.,  Auburn  (1) 

Brann,  Henry  A.,  31  Western  Ave.,  Augusta  (6) 

Branson,  Sidney  R.,  37  Main  St.,  So.  Windham  (3) 

Breard,  J.  Alfred,  15  Summer  St.,  Waterville  (6) 

Bridges,  Donald  E.,  263  State  St.,  Bangor  (10) 

Briggs,  Paul  R.,  Hartland  (12) 

Brien,  Maurice,  76  Pine  St.,  Lewiston  (1) 

Brinkman,  Harry,  47  Perham  St.,  Farmington  (4) 

Brock,  Henry  H.,  Alfred  (3) 

Broggi,  Frank  S.,  18  Neal  St.,  Portland  (3) 

Broughton,  David  S.,  18  Hartford  Ave.,  Rumford  (9) 

Brown,  Donald  H„  13  Maple  St.,  Rockland  (7) 

Brown,  Elmer  J.,  SI  Main  St.,  Farmington  (4) 

Brown,  Eugene  E.,  316  State  St.,  Bangor  (10) 

Brown,  Freeman  F.,  5 Beech  St.,  Rockland  (7) 

Brown,  Freeman  F.,  Jr.,  446  Hartford  Ave.,  Wethei  sfield. 
Conn.  (7) 

Brown,  Lloyd,  316  State  St.,  Bangor  (10) 

Brown,  Luther  A.,  13  Deering  St.,  Portland  (3) 

Brown,  Stephen  S.,  Mars  Hill  (2) 

Brownrigg,  Leslie  W.,  St.  Stephen,  N.  B.  (14) 

Buker,  Edson  B.,  80  Goff  St.,  Auburn  (1) 

Bull,  Frank  B.,  72  Church  St.,  Gardiner  (6) 

Bundy,  Harvey  C.,  Milo  (11) 

Bunker,  Willard  H.,  York  Harbor  (15) 

Burbank,  Bernerd  H.,  275  Cottage  Rd.,  So.  Portland  (3) 
Burgess,  Lyman  C.,  Blue  Hill  (5) 

Burke,  Paul  W„  5 High  St.,  Newport  (10) 

Burns,  Robert  M.,  810  Main  St.,  Westbrook  (3) 

Burr,  Charles  G.,  Houlton  (2) 

Burrage,  William  C.,  57  Deering  St.,  Portland  (3) 

Busch,  John  J.,  105  Elm  St.,  Mechanic  Falls  (1) 

Butler,  Harry,  77  Broadway,  Bangor  (10) 

Butterfield,  Wilfred  I.,  67  Main  St.,  Lincoln  (10) 

c 

Call,  Ernest  V.,  118  Pine  St.,  Lewiston  (1) 

Cameron,  Dwight,  Northeast  Harbor  (5) 

Campbell,  Fred  G.,  Warren  (7) 

Capron,  Charles  W.,  Jr.,  48  Washington  St.,  Eastport  (14) 
Cappello,  Joseph,  144  Spring  St.,  Portland  (3) 

Carde,  Albert  M.,  33  Elm  St.,  Milo  (11) 

Carmichael,  Frank  E.,  72  Deering  St.,  Portland  (3) 

Caron,  Frederic  J.,  174  Bates  St.,  Lewiston  (1) 

Carter,  Frederick  R.,  43  Sylvan  Rd.,  So.  Portland  (6) 


Carter,  Loren  F.,  Northern  Maine  San.,  Presque  Isle  (2) 
Cartland,  John  E.,  117  Goff  St.,  Auburn  (1) 

Casey,  William  L .,  131  State  St.,  Portland  (3) 

Caswell,  John  A.,  7 Cedar  St.,  Belfast  (13) 

Cates,  Samuel  C.,  East  Vassalboro  (6) 

Cattley,  Amy  L.,  477  Main  St.,  Lewiston  (1) 

Center,  Ervin  A.,  Steep  Falls  (3) 

Champlin,  Frederic  B.,  216  Main  St.,  Waterville  (6) 

Chapin,  Milan  A.,  237  Turner  St.,  Auburn  (1) 

Charest,  Leandre  R.,  260  Main  St.,  Biddeford  (15) 

Chase,  Philip  B.,  Anson  St.,  Farmington  (4) 

Chasse,  Richard  L.,  173  Main  St.,  Waterville  (6) 

Chenery,  Frederick  L.,  Jr.,  Monmouth  (1) 

Chevalier,  Paul  R.,  355  Pine  St.,  Lewiston  (1) 

Christensen,  Harry  E.,  672  Ocean  Ave.,  Portland  (3) 

Clapp,  Waldo  A.,  215  College  St.,  Lewiston  (1) 

Clapperton,  Gilbert,  21  Ryder  St.,  Lewiston  (1) 

Clarke,  Chester  L.,  10  Congress  Sq.,  Portland  (3) 

Clarkin,  Charles  P.,  131  State  St.,  Portland  (3) 

Clough,  Dexter  J.,  2nd,  224  State  St.,  Bangor  (10) 

Clough,  Herbert  T.,  Jr.,  101st  Med.  Grp.,  D.  A.  F.  Base, 
Bangor  (10) 

Cobb,  Norman  E.,  Moreland,  Okla.  (14) 

Cobb,  Stephen  A.,  28  Winter  St.,  Sanford  (15) 

Coffin,  Ernest  L.,  Northeast  Harbor  (5) 

Collin,  Silas  A.,  39  High  St.,  Bar  Harbor  (5) 

Colley,  Maynard  B.,  Wilton  (4) 

Comeau,  Wilfred  J.,  1 Fern  St.,  Bangor  (10) 

Conneen,  Lawrence  W.,  131  State  St.,  Portland  (3) 

Cook,  Aaron,  44  Main  St.,  Waterville  (6) 

Cook,  Edward  M.,  Jr.,  22  Arsenal  St.,  Portland  (3) 

Coombs,  George  A.,  283  Water  St.,  Augusta  (6) 

Cordray,  David  P.,  31  Western  Ave.,  Augusta  (6) 

Cornell,  Robert  C.,  Orono  (10) 

Coulton,  Donald,  326  State  St.,  Bangor  (10) 

Cox,  William  V.,  133  Court  St.,  Auburn  (1) 

Cragin,  Charles  L.,  831  Congress  St.,  Portland  (3) 

Crane,  James  W.,  Woodland  (14) 

Crane,  Lawrence,  265  Western  Promenade,  Portland  (3) 

Crowe,  James  H.,  121  Main  St.,  Ellsworth  (5) 

Crosby,  Nathaniel  H.,  Milo  (11) 

Cummings,  George  O.,  47  Deering  St.,  Portland  (3) 
Cummings,  George  O.,  Jr.,  Apt.  1,  Bldg.  J-2,  Slocum  Hgts., 
Syracuse,  N.  Y.  (3) 

Cuneo,  Kenneth  J.,  31  Summer  St.,  Kennebunk  (15) 

Curran,  Edward  L.,  159  State  St.,  Bangor  (10) 

Curtis,  Harry  L.,  142  Higli  St.,  Portland  (3) 

Curtis,  John  B.,  10  High  St.,  Milo  (11) 

Cyr,  Gerald  R.,  50  Main  St.,  Waterville  (6) 


D 

Dachslager,  Philip,  269%  Water  St.,  Augusta  (6) 

Dalrymple,  Sidney  C.,  239  Walnut  St.,  Brookline,  Mass.  (8) 
Damazo,  Frank  S.,  Corinna  (10) 

Damon,  Albert  H.,  Limestone  (2) 

Daniels,  Donald  H.,  73  Deering  St.,  Portland  (3) 

Darche,  Albert  A.,  782  Main  St.,  Westbrook  (3) 

Dash,  George  E.,  Boothbay  Harbor  (8) 

Davidson,  David,  45  Deering  St.,  Portland  (3) 

Davidson,  Gisela  K.,  45  Deering  St.,  Portland  (3) 

Davies,  Lloyd  G.,  Fryeburg  (3) 

Davis,  Ansel  S.,  Springvale  (15) 

Davis,  Harry  E.,  169  State  St.,  Portland  (3) 

Day,  DeForest  S.,  Wiscasset  (S) 

DeFoe,  Garfield  G.,  Dixfield  (9) 

Dennett,  Carl  G.,  Saco  (15) 

Dennis,  Richard  H.,  33  College  Ave.,  Waterville  (6) 

Dennison,  Frederick  C.,  Main  St.,  Thomaston  (7) 

DeSaulniers,  George  E.  D.,  106  Chestnut  St.,  Lewiston  (1) 
Derry,  G.  Hermann,  Jr.,  690  Congress  St.,  Portland  (3) 
Desjardins,  A.  W.,  So.  Bristol  (8) 

Devan,  Thomas  A.,  10245 — 47th  Ave.,  Corona,  L.  I.,  N.  Y.  (10) 
Dionne,  Maurice  J.,  36  Cumberland  St.,  Brunswick  (3) 
Dionne,  William  E.,  21  Main  St.,  Springvale  (15) 

Dixon,  Walter  G.,  16  Deering  St.,  Norway  (9) 

Doble,  Eugene  H.,  Presque  Isle  (2) 

Donahue,  Clement  L .,  22  Main  St.,  Caribou  (2) 

Donahue,  Gerald  H.,  5 Station  St..  Presque  Isle  (2) 
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Donovan,  Joseph  A.,  Houlton  (2) 

Dooley,  Francis  M.,  53  Deering  St.,  Portland  (3) 

Dore,  Clarence  E.,  05  Temple  St.,  Waterville  (0) 

Dore,  Kenneth  E.,  Fryeburg  (3) 

Dorsey,  F.  Donald,  52  Deering  St.,  Portland  (3) 

Dougherty,  John  F.,  112  Front  St.,  Bath  (8) 

Douphinett,  Otis  J.,  703  Congress  St.,  Portland  (3) 

Downing,  J.  Robert,  37  Storer  St.,  Kennebunk  (15) 

Drake,  Emerson  H.,  29  Deering  St.,  Portland  (3) 

Drake,  Eugene  H.,  58  Deering  St.,  Portland  (3) 

Drummond,  S.  Dunton,  Buxton  (15) 

Duffy,  Wallace  E.,  100  Main  St.,  Farmington  (4) 

DuMais,  Alcid  F,.  125  College  St.,  Lewiston  (1) 

Dunham,  Carl  E.,  201  State  St.,  Portland  (3) 

Dunham,  Rand  A.,  East  Millinocket  (10) 

Dunn,  Robert  H.,  Veterans’  Adm.,  Togus  (0) 

Dwyer,  Clement  S.,  47  Broadway,  Bangor  (10) 

Dyhrberg,  Norman  E.,  331  Main  St.,  Cumberland  Mills  (3) 

E 

Earle,  Ralph  P.,  Vinalhaven  (7) 

Eastman,  Charles  W.,  Livermore  Falls  (4) 

Ebbett,  Penry  L.  B.,  Houlton  (2) 

Elkins,  Harry,  State  Hosp.,  Augusta  (0) 

Elsemore,  Dexter  E.,  Dixfield  (9) 

Emanuel,  Meyer,  Veterans’  Adm.,  Togus  (0) 

Emerson,  W.  Merritt,  131  State  St.,  Bangor  (10) 

Emery,  Clarence,  Jr.,  92  Essex  St.,  Bangor  (10) 

Emery,  Frederick  C.,  3 Third  St.,  Bangor  (10) 

Emery,  Harry  S.,  721  Stevens  Ave.,  Portland  (3) 

Eppinger,  Ernest,  West  Buxton  (15) 

Ervin,  Edmund  N.,  33  College  Ave.,  Waterville  (0) 

F 

Fagone,  Francis  A.,  312  Congress  St.,  Portland  (3) 

Fahey,  William  J.,  17  Frye  St.,  Lewiston  (1) 

Farrell,  Chalmers  G.,  2 Church  St.,  Gardiner  (0) 

Faucher,  Francois  J.,  Grand  Isle  (2) 

Fay,  Thomas  F.,  284  Water  St.,  Augusta  (6) 

Fellows,  Albert  W.,  52  Ohio  St.,  Bangor  (10) 

Ferguson,  Franklin  A.,  9 Deering  St.,  Portland  (3) 

Ferguson,  Franklin  F.,  22  Arsenal  St.,  Portland  (3) 

Finks,  Henry  B.,  73  Deering  St.,  Portland  (3) 

Fish,  Nicholas,  38  Deering  St.,  Portland  (3) 

Fisher,  Dean,  300  Main  St.,  Lewiston  (1) 

Fisher,  Samson,  Oakland  (6) 

Flanders,  Merton  N.,  344  Main  St.,  Lewiston  (1) 

Floyd,  Albion  E.,  New  Sharon  (4) 

Floyd,  Paul  E.,  2 Middle  St.,  Farmington  (4) 

Fogg,  C.  Eugene,  35  Deering  St.,  Portland  (3) 

Foote,  Edward  L.,  Veterans’  Adm.,  Togus  (0) 

Fortier,  Andre  P.,  260  Main  St.,  Biddeford  (15) 

Foster,  Albert  D.,  Bay  Shore  Drive,  Falmouth  Foreside  (3) 
Foster,  Thomas  A.,  131  State  St.,  Portland  (3) 

Fox,  Francis  H.,  83  West  St.,  Portland  (3) 

Fox,  S.  Frank,  173  State  St.,  Portland  (3) 

Freeman,  William  E.,  107  Main  St.,  Yarmouth  (3) 

Friend,  John  W.,  No.  Anson  (12) 

Frost,  Robert  A.,  108  Summer  St.,  Auburn  (1) 

Fuller,  Edwin  M.,  1740  Barnbridge  St.,  Philadelphia  40,  Pa. 

(8) 

G 

Gagnon,  Bernard  H.,  Houlton  (2) 

Gauvreau,  Horace  L.,  82  Pine  St.,  Lewiston  (1) 

Geer,  Charles  R.,  090  Congress  St.,  Portland  (3) 

Geer,  George  I.,  Jr.,  090  Congress  St.,  Portland  (3) 

Getchell,  Ralph  A.,  090  Congress  St.,  Portland  (3) 

Geyerhahn,  George,  47  Deering  St.,  Portland  (3) 

Giddings,  Paul  D.,  31  Western  Ave.,  Augusta  (0) 

Giesen,  Joseph  H.,  35  College  Ave.,  Waterville  (0) 

Giguere,  Eustache  N.,  109  Cedar  St.,  Lewiston  (1) 

Gilbert,  Walter  J.,  Calais  (14) 

Gingras,  Adolphe  J.,  99  Water  St.,  Augusta  (0) 

Gingras,  Napoleon  .J.,  105  Water  St.,  Augusta  (0) 
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Glassmire,  Charles  R.,  58  Deering  St.,  Portland  (3) 

Goduti,  Richard  J.,  704  Congress  St.,  Portland  (3) 

Goldman,  Morris  E.,  487  Main  St.,  Lewiston  (1) 

Good,  Philip  G.,  38  Deering  St.,  Portland  (3) 

Goodof,  Irving  I.,  Thayer  Hosp.,  Waterville  (6) 

Goodrich,  Blynn  O.,  105  Main  St.,  Waterville  (0) 

Goodrich,  John  P.,  Boothbay  Harbor  (8) 

Goodwin,  Ralph  A.,  56  Denison  St.,  Auburn  (1) 

Goodwin,  Ralph  A.,  Jr.,  33  Court  St.,  Auburn  (1) 

Gordon,  Charles  H.,  40  Deering  St.,  Portland  (3) 

Gormley,  Eugene  G.,  Houlton  (2) 

Gottlieb,  Julius,  210  College  St.,  Lewiston  (1) 

Gould,  Arthur  L.,  Freeport  (3) 

Gould,  George  I.,  70  Main  St.,  Richmond  (0) 

Gousse,  William  L.,  70  Main  St.,  Fairfield  (0) 

Grant,  Alton  L.,  Jr.,  133  Court  St.,  Auburn  (1) 

Graves,  Robert  A.,  Fort  Fairfield  (2) 

Gray,  Philip  L.,  Blue  Hill  (5) 

Greco,  Edward  A.,  12  Pine  St.,  Portland  (3) 

Green,  Archibald  F.,  00  Elm  St.,  Camden  (7) 

Green,  Ross  W.,  33  Court  St.,  Auburn  (1) 

Greene,  John  A.,  90  Congress  St.,  Rumford  (9) 

Greene,  Merrill  S.  F.,  400  Main  St.,  Lewiston  (1) 

Greene,  Theodore  C.,  Houlton  (2) 

Greenlaw,  William  A.,  Fairfield  (12) 

Gregory,  Frederick  L.,  10  High  St.,  Caribou  (2) 

Gregory,  Philip  O.,  Boothbay  Harbor  (8) 

Griffiths,  Eugene  B.,  Presque  Isle  (2) 

Gross,  Leroy  C.,  19  Goff  St.,  Auburn  (1) 

Grow,  William  B.,  Cent.  Me.  San.,  Fairfield  (12) 

Guite,  L.  Armand,  27  Main  St.,  Waterville  (0) 

H 

Haas,  Carl  M.,  31  Adam  St.,  Biddeford  (15) 

Haas,  Rudolph,  488  Main  St.,  Lewiston  (1) 

Hall,  Earl  S.,  090  Congress  St.,  Portland  (3) 

Hall,  Walter  D.,  407  Main  St.,  Rockland  (7) 

Hall,  Walter  L.  H.,  50  N.  4th  St.,  Old  Town  (10) 

Ham,  Joseph  G.,  090  Congress  St.,  Portland  (3) 

Hamel,  John  R.,  50  Deering  St.,  Portland  (3) 

Hamilton,  Virginia  C.,  900  Washington  St.,  Bath  (8) 
Hanley,  Daniel  F.,  Brunswick  (3) 

Hanlon,  Francis  W.,  40  Deering  St.,  Portland  (3) 

Hanson,  Henry  W.,  Jr.,  Cumberland  Center  (3) 

Hanson,  Joseph  H.,  Bar  Harbor  (5) 

Harkins,  Michael  J.,  437  Main  St.,  Lewiston  (1) 

Harlow,  Edwin  W.,  177  Main  St.,  Waterville  (0) 

Harvey,  Thomas  G.,  104  Main  St.,  Ft.  Fairfield  (2) 

Haskell,  Alfred  W.,  142  High  St.,  Portland  (3) 

Haskell,  Harris  B.,  9 Bramhall  St.,  Portland  (3) 

Hawkes,  Richard  S.,  47  Deering  St.,  Portland  (3) 

Hawkins,  Donald  B.,  200  SA  Green  St.,  Harrisburg,  Pa.  (8) 
Hayden,  Louis  B.,  Livermore  Falls  (1) 

Head,  Owen  B.,  0 Washington  St.,  Sanford  (15) 

Hedin,  Carl  J.,  Penobscot  Terrace,  Brewer  (10) 

Heifetz,  Ralph  A,  173  State  St.,  Portland  (3) 

Herrick,  Stanley,  12  Deering  St.,  Portland  (3) 

Herring,  Leon  D.,  Winthrop  (0) 

Higgins,  Everett  C.,  149  College  St.,  Lewiston  (1) 

Higgins,  George  I.,  Newport  (10) 

Hill,  Allison  K. , 113  Somerset  St.,  Bangor  (10) 

Hill,  Frederick  T.,  177  Main  St.,  Waterville  (0) 

Hill,  Howard  F.,  33  College  Ave.,  Waterville  (0) 

Hill,  Paul  S.,  Jr.,  176  Main  St.,  Saco  (15) 

Hills,  Louis  L.,  810  Main  St.,  Westbrook  (3) 

Hinckley,  Harry  F.,  Jr.,  Dark  Harbor  (7) 

Hirschberger,  Celia,  44  Main  St.,  Waterville  (0) 

Hirshler,  Max,  85  Pine  St.,  Lewiston  (1) 

Hogan,  Chester  F.,  Houlton  (2) 

Holland,  Edward  W.,  28  Winter  St.,  Sanford  (15) 

Holmes,  George  W.,  Belfast  (13) 

Holt,  C.  Lawrence,  29  Deering  St.,  Portland  (3) 

Holt,  Hiram  A.,  Winter  Harbor  (5) 

Holt,  William,  14  Deering  St.,  Portland  (3) 

Horton,  George  H.,  247  Hammond  St.,  Bangor  (10) 

Houle,  Marcel  P.,  13  Bacon  St.,  Biddeford  (15) 

Houlihan,  John  S.,  209  State  St.,  Bangor  (10) 

Howard,  George  C.,  Guilford  (11) 
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Howard,  Harvey,  Freeport  (3) 

Howard,  Henry  M.,  105  Franklin  St.,  Rumford  (9) 

Hubbard,  Roswell  E.,  Waterford  (9) 

Hudson,  Henry  A.,  Bridgton  (3) 

Huggard,  Leslie  H.,  Limestone  (2) 

Humphreys,  Ernest  D.,  91  Main  St.,  Pittsfield  (12) 

Huntress,  Roderick  L.,  10  Congress  Sq.,  Portland  (3) 

Hurd,  Allan  C.,  72  Church  St.,  Gardiner  (0) 

Hutchins,  Eugene  L.,  No.  New  Portland  (12) 

I 

Ingler,  Frances  L.,  384  Market  St.,  Rockland,  Mass.  (10) 

Irwin,  Carl  W.,  310  State  St.,  Bangor  (10) 

Ives,  Howard  R.,  Jr.,  31  Deering  St.,  Portland  (3) 

J 

Jackson,  Calvin  F.,  State  Rd.,  Falmouth  Foreside  (3) 

Jackson,  Elmer  H.,  Depositors  Trust  Bldg.,  Augusta  (6) 

Jacob,  Donald  R.,  Princeton  (14) 

James,  Chakmakis,  47  Howe  St.,  Lewiston  (1) 

James,  John  A.,  112  Summer  St.,  Auburn  (1) 

Jameson,  C.  Harold,  403  Main  St.,  Rockland  (7) 

Jamieson,  James  G.  S.,  82  High  St.,  Portland  (3) 

Johnson,  Albert  C.,  45  Deering  St.,  Portland  (3) 

Johnson,  Gordon  N.,  Houlton  (2) 

Johnson,  Henry  P.,  32  Deering  St.,  Portland  (3) 

Johnson,  Oscar  R.,  18  Deering  St.,  Portland  (3) 

Jones,  Paul  A.,  Union  (7) 

Joost,  Arthur  M.,  Jr.,  Bucksport  (5) 

Jordon,  Walter  E.,  Buzzard  Bay,  Mass.  (12) 

K 

Kagan,  Samuel  H.,  283  Water  St.,  Augusta  (0) 

Kalloch,  Herbert  F.,  Fort  Fairfield  (2) 

Kay,  Edwin,  31  Frye  St.,  Lewiston  (9) 

Kazutow,  John,  Machias  (14) 

Kellogg,  Robert  O.,  316  State  St.,  Bangor  (10) 

Kendall,  Clarence  F.,  68  Birch  St.,  Biddeford  (15) 

Kershner,  Warren  E.,  119  Front  St.,  Batli  (8) 

Kibbe,  Frank  W.,  37  Spring  St.,  Rockland  (7) 

Kimball,  Herrick  C.,  Ft.  Fairfield  (2) 

Kinghorn,  Charles  W.,  4 Wentworth  St.,  Kittery  (15) 

Kirk,  William  V.,  Eagle  Lake  (2) 

Knickerbocker,  Charles  H.,  Bar  Harbor  (5) 

Knowlton,  Charles  C.,  Ellsworth  (5) 

Knowlton,  Henry  C.,  194  French  St.,  Bangor  (10) 

Kopfmann,  Harry,  Deer  Isle  (5) 

Kupelian,  Nessib  S.,  State  School,  Pownal  (3) 

L 

Labbe,  Onil  B.,  Van  Buren  (2) 

LaFond,  Robert  S.,  258  Main  St.,  Saco  (15) 

Lamb,  Henry  W.,  77  Ocean  Ave.,  Portland  (3) 

Lambert,  Greenlief  H.,  112  So.  Dianthus  St.,  Manhattan 
Beach,  Calif.  (6) 

Laney,  Richard  P.,  50  Water  St.,  Skowhegan  (12) 

Langer,  Ella,  State  House,  Augusta  (6) 

LaPorte,  Paul  C.,  Edmundston,  N.  B.  (2) 

Lappin,  John  J.,  171  State  St.,  Portland  (3) 

LaRochelle,  Joseph  R. , 42  Bacon  St.,  Biddeford  (15) 

Larrabee,  Charles  F.,  Bar  Harbor  (5) 

Larrabee,  Fay  F.,  Washburn  (2) 

Larson,  Karl  V.,  East  Machias  (14) 

Larson,  Oscar  F.,  Machias  (14) 

Laughlin,  K.  Alexander,  201  State  St.,  Portland  (3) 

Lawry,  Oram  R.,  Jr.,  96  Limerock  St.,  Rockland  (7) 

Leighton,  Adam  P. , 192  State  St.,  Portland  (3) 

Leighton,  Wilbur  F.,  192  State  St.,  Portland  (3) 

Lemaitre,  Paul  G.,  80  Seventh  St.,  Auburn  (1) 

Lenfest,  Stanley  R.,  Waldoboro  (8) 

Lengyel,  Charles,  9 Alfred  St.,  Biddeford  (15) 

Lepore,  Anthony  E.,  72  Church  St.,  Gardiner  (6) 

Lesieur,  Louis  C.,  66  Beach  St.,  Saco  (15) 


Lethiecq,  J.  Albert,  115  Wilson  St.,  Brewer  (10) 

Levesque,  Romeo  J.,  Frenchville  (2) 

Lezberg,  Joseph,  209  State  St.,  Bangor  (10) 

Libby,  Harold  E.,  310  Main  St.,  Westbrook  (3) 

Liebermann,  Arthur  R.,  209  State  St.,  Bangor  (10) 

Lincoln,  John  R.,  22  Arsenal  St.,  Portland  (3) 

Lincourt,  Armand  L.,  47  Allen  St.,  Sanford  (15) 

Lippman,  Werner  O.,  State  Hosp.,  Bangor  (10) 

Loewenstein,  George,  Great  Chebeague  Island  (3) 

Logan,  G.  E.  C.,  144  State  St.,  Portland  (3) 

Lombard,  Reginald  T.,  793  Main  St.,  So.  Portland  (3) 

Lord,  Edwin  M.,  198  Madison  Ave.,  Skowhegan  (12) 

Lord,  Maurice  E.,  220  Water  St.,  Skowhegan  (12) 

Lorimer,  Robert  V.,  150  State  St.,  Portland  (3) 

Love,  Robert  B.,  Gorham  (3) 

Lovely,  David  K.,  73  Deering  St.,  Portland  (3) 

Lubell,  Moses  F. , 50  Roosevelt  Ave.,  Waterville  (6) 

Luce,  Barbara,  43  Park  St.,  Rockland  (7) 

Lynn,  Geraldine,  74  Pierce  St.,  Lewiston  (1) 

M 

MacBride,  Robert  G.,  Lubec  (14) 

Macdonald,  Donald  F.,  263  State  St.,  Bangor  (10) 
Macdonald,  H.  Eugene,  690  Congress  St.,  Portland  (3) 
Macdonald,  James  H.,  103  Main  St.,  Kennebunk  (15) 
MacDougall,  James  A.,  303  Penobscot  St.,  Rumford  (9) 
MacDougal,  Wilbur  E.,  Dover-Foxcroft  (11) 

MacVane,  William  L.,  Jr.,  211  State  St.,  Portland  (3) 
Madden,  Martin  C.,  165  Center  St.,  Old  Town  (10) 
Madigan,  John  B.,  Houlton  (2) 

Magosci,  Alexander  W.,  York  Village  (15) 

Mahaney,  William  F.,  338  Main  St.,  Saco  (15) 

Maier,  Paul,  723  Congress  St.,  Portland  (3) 

Maltby,  George  L.,  203  State  St.,  Portland  (3) 

Mann,  David  V.,  47  Chestnut  St.,  Camden  (7) 

Mansfield,  Blanche  M.<  297 — 14th  St.,  Bangor  (10) 

Manter,  Wilbur  B.,  1 Fern  St.,  Bangor  (10) 

Marquardt,  Matthias,  State  Hospital,  Augusta  (6) 
Marshall,  Donald  F.,  142  High  St.,  Portland  (3) 

Marston,  Henry  E.,  No.  Anson  (12) 

Marston,  Paul  C.,  Kezar  Falls  (3) 

Martel,  Dominique  A.,  460  Sabattus  St.,  Lewiston  (1) 
Martin,  Ralf,  58  Deering  St.,  Portland  (3) 

Martin,  Thomas  A.,  203  State  St.,  Portland  (3) 

Mason,  Luther  S.,  109  State  St.,  Bangor  (10) 

Mathews,  Hugh  J.,  Jr.,  Gardiner  (6) 

Mazzacane,  Walter  D.,  Old  Orchard  (15) 

Melnick,  Jacob,  333  Congress  St.,  Portland  (3) 

Memmelaar,  Joseph  E.,  54  Forest  Ave.,  Bangor  (10) 
Merrick,  John  R.,  17  So.  Main  St.,  Caribou  (2) 

Merrill,  Urban  H.,  15  Water  St.,  Newport  (10) 

Metcalf,  John  T.,  Calais  (14) 

Methot,  Frank  P.,  265  Lisbon  St.,  Lewiston  (1) 

Metzgar,  John  G.,  175  Water  St.,  Augusta  (6) 

Michaud,  Joseph  H.  C.,  76  Main  St.,  Waterville  (6) 

Miller,  Clark  F.,  778  Minot  Ave.,  Auburn  (1) 

Miller,  Hudson  R.,  11  Turner  St.,  Auburn  (1) 

Miller,  John  F.,  81  Park  St.,  Rockland  (7) 

Miller,  Thor,  752  Main  St.,  Westbrook  (3) 

Milliken,  Howard  A.,  Hallowell  (6) 

Milliken,  Howard  H.,  105  Second  St.,  Hallowell  (6) 
Millington,  Paul  A.,  44  Mountain  St.,  Camden  (7) 

Mills,  Nathaniel,  Pownal  State  School,  Pownal  (3) 
Millstein,  Hyman,  Southwest  Harbor  (5) 

Miragliuolo,  Leonard  G.,  130  Hammond  St.,  Bangor  (10) 
Mitchell,  Hazen  C.,  Calais  (14) 

Mitchell,  Roscoe  L.,  97  Water  St.,  Hallowell  (6) 
Monkhouse,  William  A.,  131  State  St.,  Portland  (3) 

Moore,  Arnold  W.,  State  Hosp.,  Augusta  (6) 

Moore,  Beryl  M.,  Oxford  (9) 

Moore,  Roland  B.,  201  State  St.,  Portland  (3) 

Moore,  Valentine  J.,  Thayer  Hosp.,  Waterville  (6) 

Morin,  Harry  F.,  72  Front  St.,  Bath  (8) 

Morissette,  Russell  A.,  70  Pine  St.,  Lewiston  (1) 

Morrell,  Arch  H.,  State  House,  Augusta  (6) 

Morris,  Lloyd  E.,  Jr.,  489  State  St.,  Bangor  (10) 
Morrison,  Alvin  A.,  57  Deering  St.,  Portland  (3) 

Morrison,  Charles  C.,  Jr.,  Bar  Harbor  (5) 
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Morse,  Waldron  L.,  11%  Main  St.,  Springvale  (15) 

Moulton,  Albert  W.,  180  State  St.,  Portland  (3) 

Moulton,  Albert  W.,  Jr.,  180  State  St.,  Portland  (3) 

Moulton,  John  H.,  Rangeley  (4) 

Moulton,  Manning  C.,  5 Grove  St.,  Bangor  (10) 

Moulton,  Marion  A.  K.,  West  Newfield  (15) 

Munce,  Richard  T.,  202  State  St.,  Bangor  (10) 

Mundie,  Perley  J.,  Calais  (14) 

Murphy,  D.  Jerome,  126  College  St.,  Lewiston  (1) 

Murphy,  John  J.,  So.  Berwick  (15) 

Murphy,  Norman  B.,  31  Western  Ave.,  Augusta  (0) 

Myer,  John  C.,  2 School  St.,  Sanford  (15) 

Me 

McAdams,  William  R.,  723  Congress  St.,  Portland  (3) 

McCann,  Eugene  C.,  49  Deering  St.,  Portland  (3) 

McCarty,  Eugene  M.,  82  Maine  Ave.,  Rumford  (9) 
McCormack,  Roland  L.,  245  Main  St.,  Norway  (9) 

McCrum,  Philip  H.,  188  State  St.,  Portland  (3) 

McDermott,  Leo  J.,  151  Vaughan  St.,  Portland  (3) 

McFarland,  Edward  A.,  Brunswick  (3) 

Mclntire,  Barron  F.,  Jr.,  Yarmouth  (3) 

McKay,  Roland  L.,  284  Water  St.,  Augusta  (0) 

McLaughlin,  Clarence  R.,  345  Water  St.,  Gardiner  (6) 
McLaughlin,  Ivan  E.,  345  Water  St.,  Gardiner  (0) 

McLean,  E.  Allan,  29  Deering  St.,  Portland  (3) 

McManamy,  Eugene  P.,  39  Deering  St.,  Portland  (3) 
McNamara,  Wesley  C.,  8 Lee  St.,  Lincoln  (10) 

McNeil,  Harry  D.,  58  Hammond  St.,  Bangor  (10) 

McQuillan,  Arthur  H.,  177  Main  St.,  Waterville  (6) 

McQuoid,  Robert  M.,  39  Columbia  St.,  Bangor  (10) 

McWethy,  Wilson  H.,  31  Western  Ave.,  Augusta  (0) 

N 

Nadeau,  J.  Paul,  91  Pine  St.,  Lewiston  (1) 

Nangle,  Thomas  P.,  West  Paris  (9) 

Nelson,  Chesley  W.,  121  Main  St.,  Norway  (9) 

Nelson,  John  A.,  Veterans’  Adm.,  Togus  (0) 

Nemon,  Leon,  243  State  St.,  Portland  (15) 

Newcomb,  Charles  H.,  Clinton  (6) 

Newman,  Benjamin,  1204  Westwood  Ave.,  Charleton  2,  W. 
Va.  (6) 

Nichols,  Arthur  A.,  Wiscasset  (S) 

Nickerson,  Norman  H.,  Greenville  (11) 

Norris,  Lester  F.,  36  Maple  St.,  Madison  (12) 

North,  Charles  D.,  38  Union  St.,  Rockland  (7) 

Noyes,  Harriet  L.,  114  Congress  St.,  Rumford  (9) 

o 

O’Connell,  George  B.,  11  Lisbon  St.,  Lewiston  (1) 

Odiorne,  Joseph  E.,  Cooper’s  Mills  (6) 

O’Donnell,  Eugene  E.,  32  Deering  St.,  Portland  (3) 

Oestrich,  Alfred,  Rumford  (9) 

O’Meara,  Edward  S.,  Ellsworth  (5) 

Osborne,  John  R.,  Houlton  (2) 

Osier,  Jay  K.,  5 Grove  St.,  Bangor  (10) 

O’Sullivan,  William  B.,  331  Main  St.,  Saco  (15) 

Otturn,  Alvin  E.,  150  State  St.,  Portland  (3) 

P 

Page,  Rosar  io  A.,  Sweden  St.,  Caribou  (2) 

Parcher,  George,  Main  St.,  Ellsworth  (5) 

Parizo,  Harry  L.,  2 Silver  St.,  Waterville  (6) 

Parker,  James  M„  31  Deering  St.,  Portland  (3) 

Parsons,  Neil  L.,  Damariscotta  (8) 

Patane,  Joseph  M.,  21  Washington  Ave.,  Old  Orchard  (15) 
Patterson,  James,  614  Highland  Ave.,  So.  Portland  (3) 
Pearson,  Henry,  Brownfield  Center  (9) 

Pearson,  John  J.,  Jr.,  Old  Town  (10) 

Peaslee,  Clarence  C.,  42  Goff  St.,  Auburn  (1) 

Peaslee,  C.  Capen,  Jr.,  339  Woodford  St.,  Portland  (3) 

Penta,  Walter  E.,  316  Woodford  St.,  Portland  (3) 

Perrault,  Oscar  W.,  30  South  St.,  Biddeford  (15) 

Philbrick,  Maurice  S.,  292  Water  St.,  Skowhegan  (12) 

Piper,  John  O.,  177  Main  St.,  Waterville  (6) 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


Platt,  Anna,  Friendship  (7) 

Plummer,  Albert  W.,  Lisbon  Falls  (1) 

Poque,  Jackson  S.,  529  Gilmore  Ave.,  Trafford,  Pa.  (3) 
Polisner,  Saul  R.,  188  State  St.,  Portland  (3) 

Pomerleau,  Ovid  F.,  17  Main  St.,  Waterville  (6) 

Pomerleau,  Rodolphe  J.  F.,  27  Main  St.,  Waterville  (6) 
Pooler,  Harold  A.,  State  Hosp.,  Bangor  (10) 

Porter,  Joseph  E.,  22  Arsenal  St.,  Portland  (3) 

Poulin,  James  E.,  177  Main  St.,  Waterville  (6) 

Poulin,  J.  Emile,  194  Lisbon  St.,  Lewiston  (1) 

Powell,  Ralph,  New  Harbor  (8) 

Pratt,  Edwin  F.,  14  Pleasant  St.,  Richmond  (8) 

Pratt,  George  L.,  7 Main  St.,  Farmington  (4) 

Pratt,  Harold  S.,  Livermore  Falls  (1) 

Pratt,  Loring  W.,  177  Main  St.,  Waterville  (6) 

Pressey,  Harold  E.,  23  Hammond  St.,  Bangor  (10) 

Priest,  Maurice  A.,  State  House,  Augusta  (6) 

Pritham,  Fred  J.,  Greenville  Jet.  (11) 

Pr  octor,  Ray  A.,  3 Teague  St.,  Car  ibou  (2) 

Proctor,  Thomas  E.,  Bothbay  Harbor  (8) 

Provost,  Helen  C.,  48  Green  St.,  Augusta  (6) 

Provost,  Pierre  E.,  48  Green  St.,  Augusta  (6) 

Purinton,  Watson  S.,  15  Ohio  St.,  Bangor'  (10) 

Purinton,  William  A.,  15  Ohio  St.,  Bangor'  (10) 

R 

Rand,  Carleton  H.,  219  Oak  St.,  Lewiston  (1) 

Rand,  George  H.,  Livermore  Falls  (1) 

Randall,  Ray  N.,  19  Sabattus  St.,  Lewiston  (1) 

Read,  Seth  H.,  15  Church  St.,  Belfast  (13) 

Reed,  Howard  L.,  235  Madison  Ave.,  Skowhegan  (12) 

Reed,  James  W.,  IS  Main  St.,  Farmington  (4) 

Reeves,  Edward  L .,  38  Market  Sq.,  So.  Paris  (9) 

Reeves,  Helene  M.,  38  Market  Sq.,  So.  Paris  (9) 

Renwick,  Ward  J.,  102  Goff  St.,  Auburn  (1) 

Reynolds,  Arthur  P.,  181  Main  St.,  Presque  Isle  (2) 

Reynolds,  John  F.,  101  Main  St.,  Waterville  (6) 

Reynolds,  Ralph  L.,  101  Main  St.,  Waterville  (6) 

Richards,  Carl  E.,  28  Winter  St.,  Sanford  (15) 

Richardson,  C.  Earle,  3 Cumberland  St.,  Brunswick  (3) 
Ridlon,  Magnus  F.,  99  Broadway,  Bangor  (10) 

Risley,  Edward  H.,  27  College  Ave.,  Waterville  (6) 

Robertson,  George  J.,  33  College  Ave.,  Waterville  (6) 
Robinson,  Carl  M.,  31  Deering  St.,  Portland  (3) 

Rock,  Daniel  A.,  477  Main  St.,  Lewiston  (1) 

Ross,  H.  Danforth,  2S  Winter  St.,  Sanford  (15) 

Ross,  Maurice,  372  Main  St.,  Saco  (15) 

Roussin,  William  T.,  4S  Bacon  St.,  Biddeford  (15) 

Rowe,  Daniel  M.,  306  Congress  St.,  Portland  (3) 

Rowe,  Gunther  H.,  42  Main  St.,  Livermore  Falls  (1) 

Rowe,  Linwood  M.,  250  Penobscot  St.,  Rumford  (9) 

Roy,  Leopold  O.,  54  Pine  St.,  Lewiston  (1) 

Royal,  Albert  P.,  Jr.,  82  Maine  Ave.,  Rumford  (9) 

Ruhlin,  Carl  W.,  205  French  St.,  Bangor  (10) 

Russell,  Blinn  W.,  98  Pine  St.,  Lewiston  (1) 

Russell,  Daniel  D.  F.,  Leeds  (1) 

Russell,  Robert  F.,  Penobscot  (5) 

Russell,  Walter,  22  Arsenal  St.,  Portland  (3) 

s 

Sanders,  Stephen  W.,  120  Main  St.,  Winthrop  (6) 

Santoro,  Domenico  A.,  756  Congress  St.,  Portland  (3) 

Sapiro,  Howard  M.,  175  State  St.,  Portland  (3) 

Savage,  Richar  d L.,  Fort  Kent  (2) 

Sawyer,  Samuel  G.,  658  Watertown  St.,  Newtonville,  Mass.  (3) 
Schaeffer,  John,  22  Arsenal  St.,  Portland  (3) 

Schmidt,  Lorrimer  M.,  Veterans’  Adm.,  Togus  (6) 

Schwartz,  Carol,  38  Deering  St.,  Portland  (3) 

Scolten,  Adrian  H.,  32  Deering  St.,  Portland  (3) 

Scribner,  Herbert  C.,  259  Union  St.,  Bangor  (10) 

Sears,  Harold  G.,  Woodland  (14) 

Sewall,  Elmer  M.,  Orono  (10) 

Sewall,  Kenneth  W.,  173  Main  St.,  Waterville  (6) 

Shanahan,  William  H.,  1231  Forest  Ave.,  Portland  (3) 
Shapero,  Benjamin  L.,  73  Broadway,  Bangor  (10) 

Shapleigli,  Edward  E.,  Kittery  (15) 

Shelton,  M.  Tieche,  284  Water  St.,  Augusta  (6) 
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Shippee,  James  N.,  122  Main  St.,  Winthrop  (6) 
Shubert,  Alice  J.,  127  Leighton  St.,  Bangor  (10) 
Shubert,  William  M.,  127  Leighton  St.,  Bangor  (10) 
Shurman,  Hans,  381  Main  St.,  Dexter  (10) 

Silsby,  Samuel  S.,  11  Ohio  St.,  Bangor  (10) 

Simpson,  Margaret  R.,  P.  O.  Box  275,  Togus  (0) 
Sincock,  Wiley  E.,  Caribou  (2) 

Skillin,  Charles  E.,  131  State  St.,  Portland  (3) 
Skinner,  Peter  S.,  112  Ohio  St.,  Bangor  (10) 

Sleeper,  Francis  H.,  State  Hosp.,  Augusta  (0) 

Small,  Amos  E.,  31  Central  St.,  Bangor  (10) 

Small,  Foster  C.,  169  High  St.,  Belfast  (13) 

Small,  Fitz  E.,  260  Main  St.,  Biddeford  (15) 

Small,  Harold  E.,  31  Grove  St.,  Augusta  (6) 

Smith,  Frank  A.,  343  Main  St.,  Westbrook  (3) 

Smith,  Gerald  R. , Ogunquit  (15) 

Smith,  Henry  F.,  Jackman  Sta.  (12) 

Smith,  Hugh  A.,  768  Union  St.,  Bangor  (10) 

Smith,  Jacob,  118  Front  St.,  Bath  (8) 

Smith,  Joseph  I.,  118  Front  St.,  Bath  (8) 

Smith,  Kenneth  E.,  73  Deering  St.,  Portland  (3) 
Smith,  LeRoy  H.,  Winterport  (10) 

Somerville,  Robert  B.,  264  Main  St.,  Presque  Isle  (2) 
Somerville,  Wallace  B.,  Mars  Hill  (2) 

Sommerfeld,  Kurt  A.,  6 Maine  Ave.,  Gardiner  (6) 
Soule,  Gilmore  W.,  463  Main  St.,  Rockland  (7) 
Southworth,  John  D.,  Veterans’  Adm.,  Togus  (6) 
Sowles,  Horace  K.,  131  State  St.,  Portland  (3) 

Spear,  William,  107  Main  St.,  Lisbon  Falls  (1) 
Spencer,  Jack,  31  Deering  St.,  Portland  (3) 

Stanhope,  Charles  N.,  Dover-Foxcroft  (11) 

Stanwood,  Harold  W.,  5 Franklin  St.,  Rumford  (9) 
Starks,  Pauline  G.,  376  Main  St.,  Lewiston  (1) 
Stebbins,  Arthur  P.,  209  State  St.,  Bangor 
Steele,  Charles  W.,  472  Main  St.,  Lewiston  (1) 

Stein,  Abraham  O.,  132  Main  St.,  Belfast  (13) 

Stein,  Ernest  W.,  Stockton  Springs  (13) 

Stetson,  Elbridge  G.  A.,  Brunswick  (3) 

Stetson,  Rufus  E.,  Damariscotta  (8) 

Stevens,  Carl  H.,  18  Franklin  St.,  Belfast  (13) 
Stevens,  Eugene  L.,  38  Church  St.,  Belfast  (13) 
Stevens,  Theodore  M.,  14S  State  St.,  Portland  (3) 
Stewart,  Delbert  M.,  15  Main  St.,  So.  Paris  (9) 
Stickney,  Laura  B.,  Saco  (15) 

Stimpson,  Arthur  J.,  Kennebunk  (15) 

Stinchfield,  Allan  J.,  56  Hospital  St.,  Augusta  (12) 
Stinchfield,  Walter  S.,  Court  St.,  Skowhegan  (12) 
Stitham,  Linus  J.,  50  Main  St.,  Dover-Foxcroft  (11) 
Stott,  Ardenne  A.,  117  Front  St.,  Bath  (8) 

Strickland,  Marion  S.,  Canaan  (12) 

Strout,  Arthur  C.,  Dexter  (10) 

Strout,  Warren  G.,  44  Main  St.,  Pittsfield  (10) 
Stuart,  Ralph  C.,  Guilford  (11) 

Stubbs,  Richard  H.,  133  State  St.,  Augusta  (6) 

Stull,  Joseph  B.,  489  State  St.,  Bangor  (10) 

Sturgis,  Karl  B.,  State  School,  Pownal  (3) 

Sullivan,  George  E.,  Main  St.,  Bingham  (12) 
Sullivan,  John  R.,  59  Spruce  St.,  Millinocket  (10) 
Sumner,  Charles  M.,  West  Sullivan  (5) 

Sweatt,  Linwood  A.,  48  Drummond  St.,  Auburn  (1) 
Swett,  Clyde  I.,  Island  Falls  (2) 

Sylvester,  Philip  H.,  Bristol  Rd.,  Damariscotta  (8) 
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Tabachnick,  Henry  M.,  110  Park  Ave.,  Portland  (3) 
Tapley,  Eugene  D.,  17  High  St.,  Belfast  (13) 

Tashiro,  Sabro,  3113  Glendale  Ave.,  Baltimore  17,  Md.  (6) 
Taylor,  Herbert  L.,  Dexter  (10) 

Taylor,  Paul  E.,  9 Wentworth  St.,  Ivittery  (15) 

Temple,  George  L.,  18  Franklin  St.,  Belfast  (13) 

Tetreau,  Thomas,  44  Monument  Sq.,  Portland  (3) 

Thacher,  Henry  C.,  11  Turner  St.,  Auburn  (1) 

Thaxter,  Langdon  T.,  31  Deering  St.,  Portland  (3) 

Thegan,  W.  Edward,  Bucksport  (5) 

Thomas,  Camp  C.,  Greene  (1) 

Thomas,  Philip  B.,  209  French  St.,  Bangor 


Thompson,  Cecil  F.,  Phillips  (4) 

Thompson,  John  B.,  9 Central  St.,  Bangor  (10) 
Thompson,  Philip  P.,  Jr.,  704  Congress  St.,  Portland  (3) 
Tibbetts,  Otis  B.,  33  Court  St.,  Auburn  (1) 

Tibbetts,  Raymond  R.,  Bethel  (9) 

Tobie,  Walter  E.,  3 Deering  St.,  Portland  (3) 

Todd,  Albert  C.,  Brewer  (10) 

Torrey,  Marcus  A.,  Ellsworth  (5) 

Torrey,  Raymond  L.,  Searsport  (13) 

Tougas,  Raymond  A.,  Brunswick  (3) 

Tounge,  Harry  G.,  12  Union  St.,  Camden  (7) 

Tousignant,  Camille,  111  Pine  St.,  Lewiston  (1) 
Toussaint,  Leonid  G.  ,Fort  Kent  (2) 

Tower,  Elmer  M.,  Ogunquit  (15) 

Towne,  Charles  E.,  50  Main  St.,  Waterville  (6) 

Towne,  John  G.,  135  Main  St.,  Waterville  (6) 
Trowbridge,  Mason,  Jr.,  Ellsworth  (5) 

Turner,  Harland  G.,  R.  F.  D.  2,  Norridgewock  (12) 
Turner,  Oliver  W.,  P.  O.  Box  481,  Boothbay  Harbor  (6) 
Twaddle,  Gard  W.,  57  Goff  St.,  Auburn  (1) 

Tyson,  Forrest  C.,  R.  F.  D.  5,  Augusta  (0) 


u 

Ulpts,  Reynold  G.  E.,  67  Webster  St.,  Lewiston  (1) 
Upham,  Roscoe  C.,  15  Crescent  St.,  Biddeford  (3) 


V 

Vachon,  Robert  D.,  28  Winter  St.,  Sanford  (15) 
Valentine,  John  B.,  25  Patterson  St.,  Augusta  (6) 
Ventimiglia,  William  A.,  84  Hersey  St.,  Portland  (3) 
Vickers,  Martyn  A.,  268  State  St.,  Bangor  (10) 

Viles,  Wallace  E.,  Turner  (1) 


w 

Wadsworth,  Richard  C.,  489  State  St.,  Bangor  (10) 

Wagner,  Samuel  L.,  Winterport 

Wakefield,  H.  Paul,  33  Nichols  St.,  Lewiston  (1) 

Ward,  John  V.,  131  State  St.,  Portland  (3) 

Wasgatt,  Wesley  N.,  41  Talbot  Ave.,  Rockland  (7) 
Waterman,  Richard,  Friendship  (7) 

Weatherbee,  George  B.,  Hampden  Highlands  (10) 

Webb,  Harold  R.,  114  Maine  St.,  Brunswick  (3) 

Webber,  Edward  P.,  York  Harbor  (15) 

Webber,  Isaac  M.,  29  Deering  St.,  Portland  (3) 

Webber,  John  R.,  Houlton  (2) 

Webber,  M.  Carroll,  735  Stevens  Ave.,  Portland  (3) 
Webber,  Samuel  R.,  Calais  (14) 

Webber,  Wallace  E.,  297  Main  St.,  Lewiston  (1) 

Webster,  Fred  P.,  101  Vaughan  St.,  Portland  (3) 

Weeks,  DeForest,  158  Pleasant  Ave.,  Portland  (3) 
Weisman,  Herman  J.,  76  Limerock  St.,  Rockland  (7) 
Weisz,  Hans,  164  Main  St.,  Lincoln  (10) 

Welch,  Francis  J.,  44  Deering  St.,  Portland  (3) 
Wellington,  J.  Foster,  655  Congress  St.,  Portland  (3) 
Wescott,  Clement  P.,  Windham  Hill  (3) 

Westermeyer,  Marion  W.,  Washington  St.,  Bath  (8) 
Weymouth,  Currier  C.,  83  Main  St.,  Farmington  (4) 
Weymouth,  Frank  D.,  46  No.  Main  St.,  Brewer  (10) 
Weymouth,  Raymond  E.,  194  Main  St.,  Bar  Harbor  (5) 
Wheet,  Frederick  E.,  773  Main  St.,  Westbrook  (3) 

White,  Verdeil  O.,  Springvale  and  E.  Dixfleld  (4) 

White,  William  J.,  Howland  (10) 

Whitney,  Byron  V.,  156  State  St.,  Bangor  (10) 

Whitney,  Ray  L.,  Cape  Porpoise  (15) 

Whittier,  Alice  A.  S.,  143  Neal  St.,  Portland  (3) 
Whitworth,  John  E.,  116  Hammond  St.,  Bangor  (10) 
Wight,  Donald  G.,  30  Mitchell  Rd.,  So.  Portland  (3) 
Wilbur,  Herbert  T.,  Jr.,  Southwest  Harbor  (5) 

Wiley,  Arthur  G.,  Bar  Mills  (15) 

Williams,  Edmund  P.,  Oakland  (6) 

Williams,  James  A.,  40  Pleasant  St.,  Mechanic  Falls  (1) 
Williams,  Ralph  E.,  Freeport  (3) 
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Wilson,  Harry  M.,  Middle  St.,  Bath  (8) 

Wilson,  Robert  W.,  Veterans’  Adm.,  Togus  (b) 
Winchenbach,  Francis  A.,  910  Washington  St.,  Bath  (8) 
Woodcock,  Allan,  35  Second  St.,  Bangor'  (10) 

Woodman,  Arthur  B.,  Falmouth  Foreside  (3) 

Worthing,  Verla,  Thomaston  (7) 

X 

Xaphes,  Chrysaphes  J.,  154  Graham  St.,  Biddeford  (15) 


Y 

Young,  George  K.,  159  Water  St.,  Skowhegan  (12) 
Young,  H.  John,  Jonesport  (14) 

Young,  William  J.,  92  Wood  St.,  Lewiston  (0) 

z 

Zikel,  Herbert  M.,  Wilton  (4) 

Zolov,  Benjamin,  290  Congress  St.,  Portland  (3) 


HOSPITAL  STAFF  MEETINGS 

Open  to  the  Profession 


CITY 

HOSPITAL 

DATE 

Augusta 

Augusta  General  Hospital 

1st  Wednesday 

Bangor 

Eastern  Maine  General 

2nd  Tuesday 

Bath 

Bath  Memorial  Hospital 

1st  Tuesday 

Belfast 

Waldo  County 

2nd  Friday 

Biddeford 

Webber  Hospital 

2nd  Thursday 

Boothbay  Harbor 

St.  Andrew's  Hospital 

4th  Tuesday 

Caribou 

Cary  Memorial 

1st  Wednesday 

Damariscotta 

Miles  Memorial 

2nd  Thursday 

Farmington 

Franklin  County  Memorial 

2nd  Monday 

Greenville 

Charles  Dean  Hospital 

2nd  Wednesday 

Hartland 

Scott  Webb  Memorial  Hospital 

1st  Wednesday 

Lewiston 

Central  Maine  General 

2nd  Thursday 

St.  Mary's  General 

2nd  Monday 

Portland 

Maine  Eye  and  Ear  Infirmary 

1st  Tuesday 

Maine  General 

2nd  Friday 

Mercy 

3rd  Thursday 

Presque  Isle 

Presque  Isle  General 

1st  and  3rd  Tuesdays 

Rockland 

Knox  County  General 

1st  Monday 

Rumford 

Rumford  Community 

4th  Wednesday 

Sanford 

Goodall  Memorial 

2nd  Monday 

Waterville 

Sisters 

2nd  Tuesday 

Thayer 

Every  Thursday 

The  above  list  was  compiled  from  a questionnaire  sent  out  by  the  Maine  Hospital  Association. 
Additions  or  corrections  will  be  made  on  notification  to  the  Secretary,  Maine  Hospital  Association, 
Thayer  Hospital,  Waterville. 
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INFECTIOUS  MONONUCLEOSIS 

J.  B.  Dana,  M.  D.,  Togus,  Maine 


History: 

In  1889,  E.  Pfeiffer,  an  Austrian  pediatrician,  gave 
the  first  clear  description  of  this  disease  under  the 
title  of  glandular  fever.  He  recognized  that  it  was 
infectious  and  occurred  in  epidemics.  He  described 
the  course  of  the  enlargement  of  cervical  glands  in 
young  children  and  stated  that  the  glands  never  sup- 
purated and  that  the  prognosis  was  uniformly  favor- 
able. 

Other  observers  in  Germany  quickly  reported  epi- 
demics, and  in  189G  an  epidemic  was  reported  in 
America,  and  in  1897  one  in  England.  However,  the 
diagnosis  in  sporadic  cases  rested  on  indefinite  clinical 
features  and  the  disease  soon  became  confused  with 
septic  infections.  In  the  medical  history  of  World 
War  I no  mention  is  made  of  the  disease  although 
subsequent  information  proves  that  it  was  not  un- 
common. 

For  30  years  from  1889  to  1920  there  was  no  sys- 
tematic examination  of  the  blood  in  a condition  char- 
acterized by  enlargement  of  the  lymphatic  glands  and 
often  by  enlargement  of  the  spleen.  To  this  lack  of 
observation  there  was  one  exception.  In  1908,  J.  E. 
Burns  fully  described  the  lymphocytosis  in  two  epi- 
demics of  glandular  fever  and  he  published  a well 
documented  report.  Priority  for  the  recognition  of 
the  hematologic  picture  in  infectious  mononucleosis 
clearly  belongs  to  Burns.  In  1920,  Sprunt  and  Evans 
established  the  hematologic  features  and  thought  that 
they  had  discovered  a new  disease  which  they  called 


infectious  mononucleosis.  In  1922,  Longcope  de- 
scribed fully  the  clinical  aspects.  In  1923,  Downey 
and  McKinley  gave  a complete  description  of  the 
typical  mononucleosis  cells  to  which  nothing  effective 
has  been  subsequently  added.  Finally,  in  1932,  Paul 
and  Bunnell  discovered  that  heterophile  agglutinins 
developed  in  high  titer  in  human  serum  in  infectious 
mononucleosis  and  in  no  other  disease  with  rare  ex- 
ception. Since  1932,  there  have  been  frequent  reports 
in  the  literature  of  both  epidemics  and  of  sporadic 
cases  that  detail  fully  the  broad  clinical  aspects  of  the 
disease. 

Incidence: 

The  disease  occurs  in  sporadic  and  epidemic  form 
and  has  been  described  in  America,  Europe,  Egypt, 
Australia,  China  and  Japan.  In  the  United  States  the 
most  frequently  encountered  cases  are  the  sporadic 
type  affecting  young  persons  as  a rule  between  the 
ages  of  15.  and  30  years.  With  a few  notable  excep- 
tions the  epidemic  fonn  has  been  confined  to  young 
children  in  schools  or  institutions.  Cases  have  been 
reported  in  infants  and  also  in  elderly  people  from 
time  to  time. 

Etiology: 

Suspected  etiologic  agents  in  infectious  mononu- 
cleosis range  from  various  forms  of  cocci  and  bacilli 
to  spirochetes,  protozoa  and  viruses,  but  the  exact 
etiology  has  remained  a matter  of  speculation  since 
1889  when  Pfeiffer  first  described  the  disease. 
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Since  1926,  when  Murray  observed  that  small  ba- 
cilli could  produce  a mononucleosis  in  rabbits  there 
has  been  considerable  speculation  as  to  the  etiological 
significance  of  this  with  regard  to  mononucleosis  in 
humans.  The  majority  of  evidence  in  favor  of  Lis- 
terella  monocytogenes  as  an  etiologic  factor  is  based 
on  1)  isolation  of  the  organism  from  patients  with 
infectious  mononucleosis,  2)  the  similarity  of  the 
human  blood  picture  to  that  seen  in  animal  listerello- 
sis,  and  3)  the  parallelism  in  the  animal  and  human 
pathologic  pictures.  Nyfeldt,  in  1929,  isolated  the 
Listerella  organism  from  the  blood  of  a human  pa- 
tient and  after  that  a few  other  successful  isolations 
were  made  as  compared  with  many  failures.  Julian- 
elle  was  impressed  with  the  fact  that  reproduction  in 
animals  seemed  to  suggest  rather  than  duplicate  human 
glandular  fever.  The  lymphocytic  blood  picture  in 
animal  listerellosis  failed  to  show  the  typical  cyto- 
logic abnormalities  characteristic  of  human  smears. 

There  is  sound  experimental  evidence  to  warrant 
serious  consideration  of  viruses  as  playing  some  etio- 
logic role  in  infectious  mononucleosis.  The  first 
startling  experimental  work  was  that  of  Bland  who 
fatally  injected  rabbits  with  human  material  and  then 
transplanted  the  disease  to  monkeys.  There  are  other 
reports  of  successful  transmission  to  monkeys  by  Van 
den  Berge,  Sohier,  and  Wising. 

The  attempts  at  the  reproduction  of  glandular 
fever  in  humans  are  of  special  interest.  Sohier  et  al. 
injected  human  subjects  with  blood  from  infected 
monkeys  to  obtain  a mononucleosis  response  and  a 
positive  agglutination  reaction.  An  assistant  working 
with  Wising  cut  himself  while  working  with  an  ex- 
tirpated lymph  node  and  developed  the  typical  clinical 
picture  of  infectious  mononucleosis. 

Attempts  to  demonstrate  inclusion  bodies  in  asso- 
ciation with  both  animal  and  human  nononucleosis 
have  not  been  clearly  successful.  It  should  be  noted, 
however,  that  the  apparent  failure  to  demonstrate  in- 
clusion bodies  must  not  be  taken  as  final  inasmuch  as 
so  little  is  known  about  the  pathogenesis  of  glandular 
fever  and  so  little  has  been  studied. 

The  attempts  at  isolation  of  a virus  have  met  with 
little  more  success  than  has  the  search  for  inclusion 
bodies.  Few  reports  are  available  discussing  good 
laboratory  work  on  a possible  virus  etiology  in  infec- 
tious mononucleosis.  Isolation  has  been  claimed  by 
all  who  have  injected  and  sustained  transmissions 
through  animals  and  attempts  at  cultivation  have  been 
reported.  Nettleship  reported  growths  in  33%  of 
chick  embryos  and  of  these,  50%  were  successfully 
transplanted.  He  worked  with  nasal  washings  and 
blood  from  8 typical  cases  of  infectious  mononucle- 
osis. However,  in  reviewing  the  subject  in  1946, 
Bethell  et  al.  stated  that  to  date  there  was  no  good 
experimental  data  that  would  substantiate  the  theory 
that  the  disease  is  due  to  a virus  despite  previous 
reports  in  the  literature. 
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Pathology: 

Infectious  mononucleosis  is  not  so  uniformly  a be- 
nign self  limited  disease  as  it  is  generally  regarded  to 
be.  In  1939,  Thomsen  and  Vintrup  reported  6 fatali- 
ties in  500  cases  in  the  Blegdam  Hospital  in  Copen- 
hagen. In  four  of  these,  death  occurred  in  uncom- 
plicated infectious  mononucleosis  and  was  due  in  each 
instance  to  central  respiratory  paralysis.  Jersild  per- 
formed an  autopsy  on  a patient  who  died  of  myocar- 
ditis attributed  to  infectious  mononucleosis.  Rupture 
of  the  spleen  has  led  to  fatalities  in  several  cases  and 
Ricker  et  al.  have  reported  autopsy  findings  in  2 cases 
of  Guillain-Barre  syndrome  associated  with  infectious 
mononucleosis. 

The  diagnostic  value  of  histologic  appearance  in 
the  lymphatics  has  usually  been  underestimated. 

Custer  and  Smith  reported  on  pathologic  material 
obtained  from  9 autopsies,  over  100  lymph  node  bi- 
opsies, over  25  bone  marrow  aspirations  and  biopsies 
from  spleen,  liver  and  skin.  In  the  9 fatal  cases  the 
causes  of  death  were  spontaneous  rupture  of  the 
spleen  in  4,  Guillain-Barre  syndrome  in  2,  naso- 
pharyngeal hemorrhage  in  1,  laryngeal  edema  in  1 
and  accident  in  1.  Virtually  all  of  the  clinical  features 
of  the  disease  may  be  explained  on  the  basis  of  de- 
monstrable pathologic  changes.  There  are  as  many 
lesions  of  infectious  mononucleosis  as  there  are  or- 
gans and  tissues  of  the  body  although  the  degree  of 
involvement  of  each  varies  markedly  from  case  to 
case. 

Signs  and  Symptoms: 

The  incubation  period  of  infectious  mononucleosis 
is  difficult  to  determine  accurately,  but  in  the  majority 
of  cases  would  appear  to  be  between  7 and  11  days. 
The  clinical  features  of  the  disease  are  protean  and 
the  severity  of  the  disease  is  extremely  variable. 

Read  and  Helwig  analyzed  300  cases  of  infectious 
mononucleosis  with  reference  to  the  admission  diag- 
noses, the  admission  complaints,  and  the  positive 
signs  on  physical  examination.  They  found  that  in 
only  37  cases  was  the  correct  diagnosis  ma'de  at  the 
time  of  the  patient’s  admission  to  the  hospital.  In 
64  of  the  300  cases  the  admission  diagnosis  was  acute 
pharyngitis,  in  45  it  was  nasopharyngitis,  in  36  it  was 
acute  tonsillitis  and  in  19  it  was  atypical  pneumonia. 
In  the  remaining  cases  the  diagnoses  were  divided 
among  the  following : sinusitis,  diagnosis  uncertain, 
lymphadenitis,  bronchitis,  malaria,  jaundice,  cervical 
myositis,  Vincent’s  angina,  influenza,  epistaxis,  gas- 
troenteritis, suspected  meningitis,  cervical  mass,  heat 
exhaustion,  reaction  to  typhoid  vaccine  and  psycho- 
neurosis. 

The  admission  complaints  in  order  of  frequency 
were  sore  throat,  lymphadenopathy,  malaise,  head- 
ache, fever,  anorexia,  cough,  abdominal  pain,  cutane- 
ous eruption,  nausea,  vertigo,  vomiting,  arthralgia, 
jaundice,  epistaxis  and  myalgia. 


NINETEEN  HUNDRED  AND  FIFTY-ONE— JULY 

The  positive  physical  signs  noted  in  this  large 
series  included  generalized  adenopathy  in  172  cases, 
cervical  adenopathy  alone  in  123  cases,  follicular 
pharyngitis  in  112  cases,  palpable  spleen  in  104  cases 
and  tender  adenopathy  in  67  cases.  Other  less  fre- 
Squently  observed  physical  signs  were  palpable  liver, 
tender  spleen,  gingivitis,  membranous  pharyngitis, 
acute  tonsillitis,  dermatitis,  jaundice,  petechiae,  nau- 
,sea,  peritonsillar  abscess,  vomiting,  epistaxis,  my- 
ositis, diarrhea,  hemoptysis,  abdominal  tenderness, 
mild  stupor,  stiff  neck  and  delirium. 

Many  writers  have  divided  infectious  mononucle- 
osis into  three  types ; namely,  the  anginose,  the  glandu- 
lar and  the  febrile.  In  this  large  series  of  Read  and 
Helwig  150  were  anginose,  127  glandular  and  23  the 
febrile  type. 

The  symptoms  and  signs  of  infectious  mononu- 
cleosis seem  to  fall  roughly  into  four  main  groups, 
1)  respiratory  characterized  by  nasal  obstruction, 
cough,  epistaxis,  pharyngitis  and  tonsillitis,  2)  gas- 
trointestinal, by  nausea,  vomiting  and  abdominal  ten- 
derness, 3)  hematologic,  by  hypoplastic  and  hemoly- 
tic anemia  as  well  as  thrombopenia  and  leukopenic 
neutropenia  and,  4)  dermatologic,  by  scarlatinal  or 
macular  rashes  as  well  as  pruritis  with  and  without 
jaundice. 

Unusual  Complications: 

N eurological : 

Only  about  a dozen  cases  of  infectious  mononu- 
cleosis exhibiting  central  nervous  system  complica- 
tions had  been  described  by  1946.  In  1922,  Longcope, 
in  addition  to  describing  the  clinical  aspects  of  the 
disease  suggested  the  possibility  of  encephalitis  in  one 
case.  However,  the  first  clear  description  of  the 
neurologic  features  was  given  by  Epsetin  and  Dama- 
shek  in  1931  and  by  Johannsen  in  1931.  The  clinical 
features  are  varied  and  bizarre.  The  brain,  meninges, 
cord,  cranial  nerves  and  peripheral  nerves  may  be 
affected  either  separately  or  in  combination  and  there 
is  no  constant  order  in  which  the  ordinary  manifes- 
tations of  the  disease  and  the  neurologic  manifesta- 
tions respectively  develop. 

In  1947,  Ricker  et  al.  reported  two  cases  in  which 
both  the  Guillain-Barre  syndrome  and  infectious 
mononucleosis  were  encountered  and  both  of  these 
ended  fatally.  In  the  first  case  the  picture  was  essen- 
tially one  of  an  extensive,  rapidly  progressing,  per- 
ipheral neuropathy,  associated  with  lymphocytic  men- 
ingitis. The  patient  developed  respiratory  paralysis, 
had  a convulsion  and  died.  The  autopsy  findings  con- 
firmed the  clinical  diagnosis  of  infectious  mononu- 
cleosis. The  second  patient  in  this  series  also  died  of 
respiratory  paralysis  and  the  autopsy  findings  were 
regarded  as  diagnostic  of  infectious  mononucleosis. 

Although  fatal  cases  of  Guillain-Barre  syndrome 
have  been  reported,  none  of  these  have  been  charac- 
teristic of  infectious  mononucleosis. 
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Usually  recovery  from  the  neurological  manifesta- 
tions of  this  disease  takes  place  with  great  rapidity. 

Hepatitis  and  Jaundice : 

Jaundice  is  said  to  occur  in  3-5%  of  all  cases  of  in- 
fectious mononucleosis  and  the  incidence  of  involve- 
ment of  the  liver  without  jaundice  is  much  greater  it 
would  appear.  Jaundice  may  appear  as  the  first 
symptom  followed  by  glandular  enlargement,  it  may 
occur  along  with  glandular  enlargement  or  it  may 
occur  with  or  without  fever  as  an  only  symptom. 

When  it  occurs  at  the  onset  of  the  disease  the  jaun- 
dice may  be  severe  and  there  is  nothing  to  differen- 
tiate the  condition  from  infectious  hepatitis  since  they 
both  may  present  symptoms  of  anorexia,  nausea, 
asthenia,  lassitude  and  easy  fatigability. 

Because  of  the  similarity  of  the  symptomatology 
of  infectious  hepatitis  and  infectious  mononucleosis 
with  hepatic  involvement,  Cohn  and  Lidman  carried 
out  serial  studies  of  hepatic  function  in  cases  of  in- 
fectious mononucleosis  without  an  antecedent  history 
of  hepatitis.  In  all  the  patients  studied,  impairment 
of  liver  function  was  demonstrated  by  more  than  one 
test  of  a representative  series  of  tests. 

On  the  basis  of  pathologic  material  obtained  both  at 
autopsy  and  by  liver  biopsy,  it  seems  quite  definite 
that  jaundice  in  infectious  mononucleosis  is  not  on  the 
basis  of  glandular  obstruction,  but  rather,  is  on  the 
basis  of  hepatocellular  damage. 

There  appears  to  be  a rough  correlation  between 
the  severity  of  the  systemic  disease  and  the  degree  of 
hepatic  disfunction.  Cohn  and  Lidman  felt  that  the 
dietary  regime  used  in  infectious  hepatitis  hastened 
the  convalescence  of  people  with  infectious  mononu- 
cleosis with  hepatic  damage  if  it  were  used  in  this 
condition  also. 

Cardiovascular  Com  plications : 

Acute  myocarditis  occurs  secondary  to  many  dis- 
eases of  bacterial  or  viral  origin.  Candel  and  Wheel- 
ock  reported  such  a case  in  infectious  mononucleosis 
in  which  the  diagnosis  was  made  by  EKG  changes. 
Evans  and  Graybiel  have  also  reported  cases  during 
an  epidemic  of  infectious  mononucleosis  with  evi- 
dence of  cardiac  involvement  that  was  mainly  peri- 
cardial and  they  had  one  case  of  pericarditis  with 
massive  effusion  in  which  the  only  obvious  etiologic 
diagnosis  was  infectious  mononucleosis.  Autopsy  re- 
ports confirm  the  presence  of  cardiac  involvement  in 
this  disease. 

Hematologic  Complications : 

The  occurrence  of  various  hemorrhagic  phenomena 
is  now  recognized  as  not  being  extremely  unusual, 
although  in  earlier  descriptions  of  the  disease  it  was 
stated  categorically  that  purpuric  and  petechial  erup- 
tions did  not  occur.  Epistaxis  has  always  been  a com- 
mon incident  in  the  course  of  the  disease  and  hem- 
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aturia  has  been  a fairly  common  manifestation  of 
infectious  mononucleosis.  The  hematuria,  while  it 
may  be  severe,  is  not  usually  associated  with  casts  or 
functional  disturbance  and  rarely,  if  ever,  is  the  pre- 
cursor of  acute  nephritis. 

At  present  the  development  of  a hemorrhagic  skin 
eruption  is  recognized  as  an  episode  of  moderate  fre- 
quency and  merely  constitutes  one  of  a great  variety 
of  rashes  which  have  been  described  with  the  disease. 
Petechial  and  purpuric  hemorrhages  may  occur  any- 
where in  the  skin  or  mucous  membranes  and  in  some 
cases  the  tourniquet  test  may  be  positive.  In  all  of 
these  cases  the  platelets  are  normal. 

The  occurrence  of  a true  acute  thrombocytopenic 
purpura  is  exceedingly  rare,  hut  Lloyd  has  pointed 
out  that  this  does  occur.  In  their  series  of  300  cases, 
Read  and  H el  wig  had  3 cases  characterized  by  severe 
anemia  with  leukopenia  and  thrombopenia.  Anemia 
has  been  thought  to  be  a rare  manifestation  of  infec- 
tious mononucleosis  hut  these  cases  emphasize  the 
fact  that  a differential  diagnosis  between  this  disease 
and  more  serious  disease  cannot  be  made  on  the  basis 
of  the  presence  or  absence  of  anemia  or  thrombopenia 
alone. 

It  is  felt  by  Read  and  ITelwig  that  anemia  might 
result  from  a granulomatous  infiltration  of  the  bone 
marrow  with  resultant  depression  of  all  the  formed 
elements  and  Freeman,  studying  bone  marrow  biop- 
sies, has  demonstrated  such  an  infiltration. 

Other  Complications : 

Several  cases  of  spontaneous  rupture  of  the  spleen 
have  been  reported  with  occasional  deaths.  Spontane- 
ous rupture  of  the  spleen  should  be  considered  when 
signs  of  a very  acute  intra-abdominal  complication 
suddenly  appear  during  the  acute  phase  of  infectious 
mononucleosis. 

Perisho  and  Sargent  reported  four  cases  of  infec- 
tious mononucleosis  in  which  most  or  all  of  the  symp- 
toms were  confined  to  the  abdomen.  The  symptoms 
and  signs  were  of  such  character  and  severity  as  to 
simulate  an  acute  surgical  emergency.  Mononucleosis 
involving  mesenteric  or  retro-peritoneal  nodes  and  the 
spleen  may  simulate  other  intra-abdominal  disease. 
Wechsler  et  al.  reported  12  cases  out  of  a large  series 
in  which  the  major  symptom  was  abdominal  pain. 
All  of  these  were  admitted  to  the  hospital  with  a 
diagnosis  of  acute  appendicitis. 

Course  and  Prognosis: 

As  mentioned  earlier,  the  prognosis  in  this  disease 
is  almost  uniformly  favorable  and  in  most  cases  the 
patient  is  well  in  three  to  four  weeks  at  the  most. 
However,  several  recrudescences  may  occur,  thus 
protracting  the  course  of  the  illness  over  many  weeks 
or  several  months. 

Isaac  had  53  patients  out  of  a group  of  206  who 
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had  some  symptoms  which  persisted  for  a period  of 
from  three  months  to  at  least  four  years  or  longer. 
The  syndrome  included  easy  fatigability,  exhaustion, 
aching  of  the  legs,  weakenss,  depression,  afternoon 
elevation  of  temperature,  moderate  splenomegaly,  low 
blood  pressure,  and  the  presence  of  typical  mononu- 
cleosis cells  in  the  blood.  Three  of  the  patients  in 
this  group  developed  the  characteristics  of  a lympho- 
blastoma. 

In  any  illness  it  is  most  difficult  to  separate  a re- 
currence from  a relapse  or  from  a continuation  of  the 
same  condition.  However,  Contralto,  in  his  series, 
felt  there  was  no  instance  of  a continuation,  recur- 
rence or  relapse  when  he  was  certain  that  the  patient 
had  fully  recovered  as  manifested  subjectively  and 
objectively,  and  with  at  least  the  beginning  of  a re- 
turn to  normal  of  the  white  cell  count  and  smear. 

Diagnosis: 

An  accurate  clinical  diagnosis  may  be  difficult  on 
account  of  the  variability  of  symptoms  and  other 
manifestations  of  infectious  mononucleosis  and  the 
major  problem  is  making  of  a differential  diagnosis 
which,  in  most  instances,  can  be  accomplished  by  the 
heterophile  test  and  blood  cell  study. 

Blood  Picture: 

It  is  probable  that  mononucleosis  develops  in  every 
case  of  infectious  mononucleosis  at  some  stage  in  the 
disease.  All  of  the  blood  forming  tissues  are  affected, 
myeloid,  monocytic  and  lymphoid,  but  at  different 
times  and  to  different  degrees.  The  myeloid  system 
is  earliest  involved  but  less  constantly  or  severely  and 
for  a shorter  time  than  the  other  systems.  In  the 
severer  forms  of  the  disease  an  initial  polymorphonu- 
clear response  is  not  infrequent  and  this  is  a common 
cause  for  overlooking  the  diagnosis.  Polynucleosis 
is  always  transient  and  initial.  The  rise  of  the  mono- 
nuclear reaction  may  overlap  the  fall  of  the  polys, 
but,  in  the  more  severe  forms,  the  reaction  is  delayed 
and  the  blood  count  may  become  normal  and  may  re- 
main so  for  2-3  weeks  or  more,  or  may  fall  further 
to  a leukopenia  before  mononucleosis  appears.  Leu- 
kopenia is  fairly  common  at  the  onset  or  during  the 
course  of  severe  cases  before  the  mononucleosis  ap- 
pears. So  rapidly  may  alterations  take  place  in  the 
types  of  white  blood  cells  and  their  number,  and  so 
great  are  the  differences  in  different  cases,  that  no 
single  blood  picture  is  exclusively  typical  of  the  dis- 
ease. However,  most  characteristic  during  the  active 
stages  is  the  presence  simultaneously  of  various  types 
of  mononuclear  cells  particularly  with  a high  inci- 
dence of  typical  monocytes,  an  appearance  rarely  seen 
in  any  other  disorder  of  blood. 

H eterophile  Antibodies : 

As  previously  mentioned,  Paul  and  Bunnell,  in 
1932,  discovered  quite  by  accident  that  heterophile 
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agglutinins  developed  in  a high  titer  in  human  serum 
in  cases  of  infectious  mononucleosis.  With  some 
modifications  this  test  has  become  an  invaluable,  but 
not  an  infallible,  aid  in  diagnosis  of  infectious  mono- 
nucleosis. 

In  the  common  mild  cases  90%  show  a positive 
heterophile  after  4-5  days.  In  the  more  severe  febrile 
forms  the  reaction  may  remain  negative  during  sev- 
eral weeks  of  pyrexia  and  constitutional  disturbances 
and  become  positive  about  when  mononucleosis  and 
glandular  swelling  develop. 

Constitutional  symptoms  often  are  ameliorated 
with  a rise  in  titer  and  this  may  be  connected  with  the 
development  of  immunity.  The  titer  has  no  constant 
relationship  to  the  severity  of  the  disease,  the  extent 
of  the  glandular  swelling  or  to  the  degree  of  lympho- 
cytosis. The  time  during  which  the  reaction  remains 
positive  may  be  from  a few  days  to  several  months. 
On  the  other  hand,  the  test  may  never  become  posi- 
tive and  it  seems  that  in  most  instances  a positive 
reaction  is  proof  of  infectious  mononucleosis  and  a 
negative  reaction  does  not  exclude  it.  A rising  titer 
is  of  great  significance. 

Though  the  almost  100%  specificity  of  the  hetero- 
phile reaction  for  infectious  mononucleosis,  except  in 
some  cases  of  serum  sickness,  has  been  a conceded 
fact,  Schultz,  in  a series  of  503  tests  in  220  patients 
found  the  high  incidence  of  so-called  diagnostic  titers 
in  diseases  other  than  infectious  mononucleosis  to  be 
very  impressive.  In  16  of  18  tests  on  6 patients  with 
Hodgkin’s  disease  the  titers  were  in  the  diagnostic 
range.  In  6 patients  with  myelogenous  leukemia,  24 
of  45  readings  were  in  the  diagnostic  range.  Other 
titers  in  the  diagnostic  range  were  found  in  patients 
with  monocytic  leukemia,  sarcoma  other  than  Hodg- 
kin’s, tuberculosis,  one  case  of  allergy,  one  case  of 
staphylococcic  septicemia,  thyrotoxicosis,  splenic 
thrombocytopenia,  chronic  nephritis,  aplastic  anemia, 
diverticulitis,  migraine,  in  patient  receiving  liver  in- 
jections and  in  one  patient  with  quiescent  rheumatic 
fever. 

Patients  showing  a heterophile  antibody  titer  of 
1 :56  or  over  and  with  no  present  or  past  clinical  evi- 
dence of  infectious  mononucleosis  or  serum  sickness 
deserve  further  study  to  determine  the  presence  of 
organic  disease.  These  diagnostic  titers  should  not 
be  dismissed  as  incidental  but  rather  should  indicate 
further  probing  for  a disease  in  which  there  are  ab- 
normal cells  present  in  the  blood  or  elsewhere. 

Differential  Diagnosis: 

Possible  errors  in  diagnosis  are  numerous  and  mis- 
takes in  practice  are  not  uncommon.  Infectious  mono- 
nucleosis is  a protean  disease  second  only  to  syphilis 
in  its  ability  to  mimic  other  conditions. 

Cases  with  severe  sore  throat  may  be  mistaken  for 


diphtheria,  follicular  tonsillitis,  herpetic  pharyngitis 
or  aphthous  stomatitis.  The  skin  manifestations  may 
resemble  those  of  scarlet  fever,  German  measles,  or 
erythema  nodosum  or  multiforme.  The  fever  and 
systemic  symptoms  may  suggest  typhoid  fever,  un- 
dulant  fever,  influenza,  bacterial  endocarditis,  or  even 
acute  rheumatic  fever ; while  symptoms  and  signs  of 
meningeal  irritation  and  cerebro-spinal  fluid  abnor- 
malities make  it  necessary  to  rule  out  pyogenic  or  be- 
nign lymphocytic  meningitis,  encephalitis  or  polio- 
myelitis. 

Fever  or  glandular  enlargement  in  a child  or  young- 
adult  which  are  out  of  proportion  to  any  local  inflam- 
matory manifestations,  should  indicate  the  need  for 
a blood  examination  and  a test  for  heterophile  anti- 
bodies. 

It  must  be  noted,  furthermore,  that  lymphocytosis, 
relative  or  absolute,  may  be  encountered  regularly  or 
occasionally  in  the  following  diseases,  all  of  which 
may  be  and  have  been  confused  with  infectious  mono- 
nucleosis : leukemia,  agranulocytosis,  Vincent’s  an- 
gina, tuberculosis,  tularemia,  pertussis,  dengue, 
mumps,  chickenpox,  German  measles,  typhoid,  be- 
nign lymphocytic  meningitis,  infectious  hepatitis, 
serum  disease  and  various  allergic  states.  A false 
positive  test  for  syphilis  or  a false  positive  Widal 
test  or  agglutination  for  brucellosis  may  occur,  thus 
making  differential  diagnosis  more  difficult. 

Treatment: 

The  treatment  of  this  disease  has  up  until  quite 
recently  been  for  the  most  part  symptomatic.  Sev- 
eral reports  have  appeared  during  the  past  few  years 
recording  favorable  results  in  the  treatment  of  infec- 
tious mononucleosis  with  aureomycin.  It  has  been 
felt  by  some  investigators  that  aureomycin  is  effective 
in  decreasing  the  duration  of  fever,  hospital  stay  and 
total  course  of  the  disease.  Lyons  and  Hard  believe 
that  in  their  cases  the  duration  of  liver  involvement 
was  reduced.  In  a recent  review  of  9 cases.  Carter 
and  Sydenstricker  noted  impressive  beneficial  effects 
from  aureomycin  in  every  case. 

In  evaluating  any  therapy  in  infectious  mononucle- 
osis it  is  well  to  keep  in  mind  the  protean  manifesta- 
tions and  extremely  variable  course  of  the  disease  and 
to  be  cautious  in  appraisal  of  the  results  of  treatment. 
It  would  appear  that  aureomycin  is  worthy  of  further 
clinical  trial. 

Conclusion: 

Since  infectious  mononucleosis  is  such  a common 
disease  and  since  it  can  be  mistaken  for  some  disease 
with  far  more  serious  implications,  it  was  felt  that  it 
was  worth  while  to  reiterate  the  bizarre  and  protean 
character  of  this  disease  in  all  of  its  clinical  and 
laboratory  manifestations,  so  that  it  might  at  all  times 
be  kept  in  mind  in  problems  of  differential  diagnosis. 
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THE  RESPONSE  OF  EOSINOPHILIA  IN  ALLERGIC  STATES 
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The  fall  of  circulating  eosinophils  induced  by  the 
adrenalin1  and  ACTH2  tests  have  given  the  clinician 
a reliable  means  of  measuring  adrenocortical  func- 
tion. Whereas  other  indices  such  as  the  response  of 
the  blood  sugar  and  17-ketosteroids  may  give  proof 
of  cortical  activity  during  cortisone  or  ACTH  ther- 
apy, the  above  tests  are  the  simplest  means  of  evaluat- 
ing the  adrenal  cortex  prior  to  such  therapy  or  for 
other  purposes.  The  question  has  arisen  as  to  whether 
the  eosinophils  of  parasitic  and  allergic  states  respond 
normally  to  these  tests.  Morales,  Casas  and  Sanz3 
have  demonstrated  in  10  out  of  12  cases  that  the 
eosinophils  in  parasitic  infestations  decrease  at  least 
forty  percent  four  hours  after  the  injection  of  0.3 
mg.  of  epinephrine.  ACTH  tests  were  not  done. 

Randolph  and  Rollins4  state  that  eosinophils  may 
disappear  in  patients  treated  with  ACTH  regardless 
of  the  level  of  the  eosinophil  count  before  therapy.  In 
the  proceedings  of  the  First  Clinical  ACTH  Confer- 
ence, they  present  three  cases  of  asthma  treated  with 
ACTH  in  whom  a marked  eosinophilia  dropped  pre- 

*  From  the  Medical  Service,  Veterans  Administration  Cen- 
ter, Togus,  Maine. 

“Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Dircetor.  The  state- 
ments and  conclusions  published  by  the  author  are  a result  of 
his  own  study  and  does  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration.” 


cipitously  following  institution  of  therapy.  In  the 
same  publication.  Rose4  noted  in  five  asthmatics  that 
eosinophils  were  reduced  to  zero  in  24  hours.  Brown5 
states  that  clinical  improvement  may  take  place  dur- 
ing ACTH  therapy  even  though  eosinophils  do  not 
drop.  In  one  case  of  trichinosis  seen  at  this  hospital 
in  which  there  was  a marked  eosinophilia  (3900/cu. 
mm.),  the  total  count  fell  only  by  400  cells  after  0.3 
mg.  of  adrenalin,  but  since  the  test  was  not  repeated 
with  adrenalin  or  ACTH  no  accurate  conclusion  can 
be  drawn  in  this  instance. 

The  following  patient  exhibited  a marked  allergic 
eosinophilia  during  hospitalization  for  a severe  der- 
matitis venenata  complicated  by  an  exfoliative  phase. 
During  ACTH  therapy  eosinophils  dropped  slightly 
over  30%  when  the  drug  was  given  in  adequate 
dosage.  The  patient  also  illustrates  certain  other  im- 
portant and  interesting  aspects  of  ACTH  therapy. 

A 55-year-old  white  male  farmer  was  admitted  to 
the  hospital  on  8/28/50  complaining  of  a generalized 
weeping  eruption  of  the  face  and  legs.  The  initial 
lesions  had  appeared  on  the  forehead  and  right  ankle 
two  weeks  previously  and  became  generalized  in 
character  following  the  second  of  a series  of  four 
injections  of  poison  oak  extract.  The  patient  stated 
that  an  ointment  prescribed  for  the  eruption  had 
caused  severe  itching  and  burning  when  applied.  A 
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previous  admission  for  a contact  dermatitis  had  also 
followed  similar  injections. 

Physical  examination  revealed  a poorly  nourished, 
middle-aged  white  male  in  obvious  distress  because 
of  a weeping  eruption  involving  particularly  the  face 
and  legs.  B.  P.  140/86.  The  skin  of  the  face,  neck 
and  upper  trunk  was  red,  thickened,  scaly  and  dry. 
In  certain  areas  the  eruption  was  seen  to  be  oozing 
serum.  The  skin  over  the  legs  presented  a similar 
appearance.  There  was  a bilateral  axillary  ade- 
nopathy. Initial  laboratory  data:  WBC.  8800;  N. 
67 ; L.  28 ; E.  5 ; Hgb.  15  gms. ; RBC.  4.7  m. ; Sedi- 
mentation rate  80/mm.hr. ; Fasting  blood  sugar  115 
mgs.%.  Electrocardiogram  within  normal  limits. 

Clinical  Course : Initial  therapy  with  bland  oint- 
ments, pyribenzamine  and  starch  baths  brought  relief 
from  itching,  but  during  the  ensuing  seven  days  a 
generalized  exfoliative  dermatitis  developed.  ACTH 
therapy  was  started  on  9/15/50  in  a dosage  of  20 
mg.,  q.6.h.  I.M.  The  eosinophil  count  fell  from 
162/cu.mm,  to  131/cu.mm,  four  hours  after  the  first 
25  mg.  of  ACTH,  not  an  impressive  drop.  Dramatic 
improvement  in  the  general  condition  of  the  skin  had 
occurred  at  the  end  of  the  first  48  hours  of  treatment. 
ACTH  therapy  was  stopped  abruptly  on  9/20/50 
and  this  was  followed  on  9/24/50  by  a marked 
exacerbation  of  symptoms  and  a persistent  increase  in 
eosinophils  to  1500/cu.mm.  ACTH  was  resumed  in 
a dosage  of  10  mg.  q.6.h.  on  9/26/50,  but  since  symp- 
toms progressed  the  dosage  was  increased  to  20  mg. 
q.6.h.  on  9/29/50.  By  10/5/50,  a marked  improve- 
ment was  again  obvious.  ACTH  was  continued  un- 
til 11/15/50,  when  it  was  stopped  after  the  dosage 
and  intervals  of  administration  had  been  gradually 
tapered  off.  Daily  weights  and  blood  pressure  re- 
mained within  normal  limits  throughout  treatment 
and  weekly  determinations  of  C02  combining  power 
and  serum  chlorides  revealed  no  alteration  of  acid 
base  balance.  The  sedimentation  rate  fell  to  normal 
with  the  first  period  of  clinical  improvement  but  re- 
mained elevated  thereafter.  The  blood  sugar  rose  to 
148  on  one  occasion  but  was  normal  thereafter.  The 
patient  was  maintained  on  a low  salt  diet  and  given 
potassium  chloride,  one  gm.,  t.i.d.p.o.  Serial  electro- 
cardiograms showed  no  evidence  of  hypopotassemia. 
On  10/26/50,  an  ACTH  test  was  done  four  hours 
after  the  injection  of  50  mg.  of  ACTH,  resulting  in 
a fall  of  circulating  eosinophils  from  1820/cu.mm, 
to  1270/cu.mm.  A drop  of  this  magnitude  may  repre- 
sent an  adequate  response  of  “allergic”  eosinophils 


to  adrenal  cortical  stimulation,  although  it  is  less 
than  the  50%  fall  noted  in  normal  subjects. 

Discussion : The  fact  that  50  mg.  of  ACTH  was 
required  to  produce  a response  and  that  a high  level 
of  eosinophils  persisted  throughout  therapy  may  in- 
dicate that  the  patient  had  developed  ACTH  resist- 
ance. According  to  Forsham,4  this  phenomenon  is 
particularly  apt  to  occur  if  ACTH  therapy  is  inter- 
rupted for  one  or  two  weeks  as  it  was  in  this  case. 
Among  the  mechanisms  postulated  to  explain  this 
have  been  (a)  adrenal  cortical  insufficiency  and  (b) 
the  possible  presence  of  ACTH  neutralizing  anti- 
bodies. The  cortex  was  probably  functioning  nor- 
mally in  this  patient  since  a good  clinical  response 
to  the  drug  was  eventually  obtained,  the  blood  sugar 
rose  during  therapy,  and  the  eosinophiles  fell  after 
an  adequate  dosage  of  ACTH.  The  possibility  of 
neutralizing  antibodies  is  the  more  likely  explanation 
here.  Brown5  points  out  that  flare-ups  in  contact 
dermatitis  treated  with  ACTH  are  most  likely  to 
occur  if  the  drug  is  withdrawn  at  a time  when  the 
patient  is  still  coping  with  a significant  level  of  the 
offending  antigen.  The  poison  oak  extract  may  have 
provided  a depot  in  this  patient  from  which  antigen 
was  slowly  released. 

Conclusion : On  the  basis  of  a brief  review  of  the 
literature  and  the  evidence  presented  in  one  case  of 
allergic  eosinophilia,  it  would  appear  that  eosinophils 
in  allergic  states  respond  either  normally  or  some- 
what less  than  normally  to  the  adrenalin  and  ACTH 
tests.  An  interesting  instance  of  possible  ACTH  re- 
sistance is  presented  and  its  mechanisms  discussed. 
This  phenomenon  may  possibly  be  prevented  by  avoid- 
ance of  abrupt  cessation  of  ACTH  therapy  and  the 
gradual  tapering  off  of  the  dosage  and  intervals  of 
administration. 
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We  need  to  teach  people  not  only  how  to  avoid 
tuberculosis,  how  to  recover  from  tuberculosis  and 
how  to  stay  recovered,  but  also  how  to  be  healthy  and 
how  to  make  the  most  of  life.  , . . We  cannot  do  an 


effective  job  in  tuberculosis  unless  we  do  also  a 
thoroughly  good  job  of  health  education  — that  is, 
education  in  health.  — Iago  Galdston,  M.  D.,  Nat. 
Tab  ere.  A.  Tr.,  1949. 
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REPORT  ON  LOBOTOMY  PROGRAM 

Neuropsychiatric  Hospital,  Veterans  Administration  Center,  Togus,  Maine* 

Israel  Zeltzerman,  M.  D.** 


As  an  additional  method  in  the  treatment  of  the 
neuropsychiatric  patient,  a lobotomy  program  was  in- 
stituted at  this  hospital  in  November  of  1948.  Since 
that  time,  28  prefrontal  leukotomies  have  been  done 
by  our  Consultant  Neurosurgeon  of  Portland,  Maine. 
One  patient  was  transferred  to  another  Veterans  Ad- 
ministration hospital  shortly  after  operation,  and  this 
paper  will  deal  with  the  other  27  patients. 

In  selecting  patients  for  this  operation,  we  have 
been  quite  conservative,  choosing  those  patients  con- 
sidered to  be  chronically  ill  who  have  not  responded 
to  other  forms  of  treatment  and  with  little  or  no 
likelihood  of  improvement  with  other  forms  of  avail- 
able psychiatric  treatment.  (See  case  reports).  Each 
case  record  is  first  carefully  and  thoroughly  reviewed, 
and  each  patient  interviewed  at  a joint  meeting  of  a 
lobotomy  committee  consisting  of  three  staff  mem- 
bers of  the  Neuropsychiatric  Hospital,  including  the 
Chief  of  Professional  Services,  plus  the  Consultant 
Neurosurgeon.  At  this  meeting  a decision  is  made  as 
to  whether  or  not  lobotomy  is  indicated.  An  objec- 
tive of  treatment  — adjustment  outside  of  the  hos- 
pital or  better  hospital  adjustment  — is  set  down. 
Based  upon  information  available,  we  have  used  the 
following  signs  as  criteria  in  the  selection  of  patients, 
in  addition  to  chronicity  of  illness  and  non-response 
to  available  forms  of  therapy : aggressiveness,  as- 
saultiveness, hyperactivity,  homocidal  tendencies,  sui- 
cidal tendencies,  destructiveness,  hallucinatory  ex- 
periences and  delusional  formations  — especially 
those  of  a paranoid  nature  — which  have  consider- 
able associated  emotional  tone  and  to  which  the  pa- 
tient reacts  strongly  — tension,  worry,  fear  and  agi- 
tation. 

When  a decision  for  operation  has  been  reached, 
the  patient’s  relatives  are  contacted  and  are  asked  to 
come  to  the  hospital  personally  so  that  the  operation 
might  be  discussed  with  them.  At  this  interview,  the 
improvements  that  might  possibly  be  expected  are 
discussed.  The  undesirable  effects  that  may  result  are 
strongly  emphasized.  We  make  no  attempt  to  “sell” 
the  operation  to  the  relatives,  but  give  them  all  the 
facts  we  have  available.  We  also  recommend  that 
they  discuss  the  advisability  of  operation  with  their 
family  physician. 

* Published  with  permission  of  the  Chief  Medical  Director, 
Department  of  Medicine  and  Surgery,  Veterans  Administra- 
tion, who  assumes  no  responsibility  for  the  opinions  expressed 
or  conclusions  drawn  by  the  author. 

**  Chief,  Professional  Services,  Neuropsychiatric  Hospital, 
Veterans  Administration  Center,  Togus,  Maine. 


Prior  to  operation,  the  following  workup  is  done: 

1.  Pre-lobotomy  Mental  and  Physical  Status: 

Progress  note  by  ward  physician  including: 

a.  Complete  physical  examination. 

b.  Note  whether  patient  is  left-handed  or  right- 
handed. 

c.  List  operations  which  have  required  an  anes- 
thetic. 

d.  Mental  status  (including  dictaphone  record- 
ing of  conversation,  if  possible. 

2.  Laboratory  work  done  in  advance : 

a.  Complete  blood  count. 

b.  Fishberg  Concentration  Test. 

c.  Urinalysis. 

d.  Chest  X-ray. 

e.  Skull  X-ray. 

f.  EEG. 

g.  Lumbar  puncture. 

h.  Wechsler  Bellevue  and  Rorschach  tests. 

3.  Laboratory  work  done  2 days  prior  to  opera- 
tion : 

a.  Complete  blood  count,  bleeding  and  clotting 
time. 

b.  Urinalysis. 

4.  On  day  of  operation : 

a.  Bath  and  shave  head. 

b.  Cross-matching  and  typing,  with  provisions 
for  blood  transfusion. 

The  operation  is  done  at  the  General  Medical  and 
Surgical  Hospital  and  rehabilitation  is  instituted  im- 
mediately after  the  patient  recovers  from  surgery. 
As  soon  as  possible,  the  patient  is  returned  to  the 
Neuropsychiatric  Hospital  where  an  attempt  is  made 
to  fit  the  patient  into  a regularly  scheduled  program 
of  activities  conducted  by  the  Special  Service  and 
Physical  Medical  Rehabilitation  groups.  It  has  been 
our  feeling  that  these  patients  do  better  in  their  re- 
habilitation if  handled  as  a group,  and  we  have  been 
able  to  set  aside  a 9-bed  dormitory  for  a group  of  9 
of  the  clinically  most  promising  post-lobotomy  pa- 
tients. 

Of  the  28  patients  operated,  26  were  patients  with 
schizophrenic  reactions,  and  2 with  manic  depressive 
reactions.  There  were  3 deaths  — one  attributed  di- 
rectly to  operation,  and  2 were  of  post-operative  com- 
plications. The  age  groupings  of  the  patients,  24  in 
number  (one  transferred  and  3 deceased  not  in- 
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eluded)  were  as  noted  in  Table  No.  1.  The  youngest 
patient  was  24  years  of  age,  and  he  had  been  ill  for 
a period  of  3 years.  The  oldest  patient,  age  54,  had 
been  ill  for  28  years.  Six  of  the  patients  were  in  the 


20-29  age  group,  eleven  in  the  30-39  age  group,  six 
in  the  40-49  group,  and  one  in  the  50-59  group.  The 
average  number  of  years  of  illness  prior  to  operation 
is  also  given  in  Table  No.  1. 


Average  Yrs.  Ill 
Prior  to  Opr. 

Age  Group 

TABLE  NO.  1 

Marked 

Improvement 
Moderate  Slight 

None 

6.6 

20-29 

3 

2 

0 

1 

6.7 

30-39 

4 

2 

4 

1 

5.8 

40-49 

0 

1 

1 

3 

26 

50-59 

1 

0 

1 

0 

The  patients  have  been  classified  as  showing 
marked  improvement,  moderate  improvement,  slight 
improvement  and  no  improvement.  (See  Table  No. 
1.)  Patients  selected  initially  (disturbed,  homicidal, 
suicidal,  etc.)  fell  into  the  category  of  those  who  re- 
quired fairly  constant  hydrotherapy,  and  a hydro- 
therapy suite  of  25  neutral  packs  and  tubs  was  main- 
tained. With  the  lobotomy  program,  we  have  been 
able  to  shut  down  this  suite  (for  over  a year  now) 
and  the  personnel  relieved  are  used  in  other  phases 
of  the  treatment  program.  Necessary  mechanical  re- 
straint was  also  reduced  to  one-third  of  that  used  a 
year  ago.  No  seclusion  rooms  have  ever  been  used 
in  this  hospital. 

We  have  not  found  any  significant  trend  in  the 
subtypes  of  schizophrenic  reactions  with  regard  to 
improvement. 

TABLE  NO.  2 


Diagnosis  Marked 

Schizophrenia : 

Catatonic  2 

Hebephrenic  0 

Paranoid  2 

Unclassified  3 

Manic  Depressive  1 


Improvement 
Moderate  Slight 

1 1 

0 3 

0 2 

3 0 

1 0 


None 

1 

1 

2 

1 

0 


One  of  the  patients  with  a manic  depressive  reaction 
was  44  years  of  age  at  the  time  of  operation  and  had 
been  ill  for  5 years.  His  condition  is  considered  mod- 
erately improved.  The  other  was  53  years  of  age  and 
had  been  ill  for  26  years.  His  condition  is  considered 
markedly  improved  at  the  present  time  and  he  could 
leave  the  hospital  could  suitable  arrangements  be 
made. 

Of  the  patients  considered  markedly  improved, 
four  are  now  out  of  the  hospital.  The  other  patients 
in  this  grouping-  could  be  out  of  the  hospital  if  social 
and  economic  conditions  would  permit.  Three  of  the 
patients  who  left  the  hospital  are  gainfully  employed. 
None  of  the  patients’  psychotic  reactions  have  become 
worse  after  operation.  Convulsive  seizures  post- 
lobotomy  have  not  been  a problem.  Any  convulsions 


which  develop  are  easily  controlled  by  anti-convulsive 
medication.  Initially,  following  operation  some  of 
the  patients  have  had  difficulty  in  control  of  their 
bladder  and  bowels  but  they  reacted  readily  to  a pro- 
gram of  retraining.  One  patient  developed  a rather 
silly  euphoria  which  did  not  exist  prior  to  operation. 
Torpid  behavior  exists  in  a few  patients. 

In  this  hospital  the  operation  of  lobotomy  has  been 
a marked  factor  in  (a)  improving  hospital  adjust- 
ment of  patients,  and  (b)  in  several  cases  has  been 
a factor  in  helping  patients  make  an  adjustment  out- 
side of  the  hospital  environment.  In  general,  the  pa- 
tients’ psychoses  have  become  less  disabling  and 
incapacitating,  and  aggressiveness,  assaultiveness,  de- 
structiveness and  hyperactivity  have  become  less 
pronounced. 

The  following  are  representative  case  summaries: 

Patient  No.  i:  Age,  30  years.  Admitted  to  Togus 
on  December  23,  1944.  Information  regarding  pre- 
psychotic  personality  and  background  is  limited. 
Completed  8 grades  of  school  and  worked  as  a shoe- 
maker. Onset  of  psychosis  in  1944;  showed  alter- 
nating periods  of  seclusiveness  and  excitability,  with 
assaultiveness.  Spent  considerable  time  in  restraint 
and  hydrotherapy.  Received  2 series  of  electroshock 
therapy.  Diagnosed : Schizophrenic  reaction,  chronic, 
unclassified  type.  Lobotomy  performed  on  Novem- 
ber 17,  1948.  Had  stormy  physical  course  following 
operation.  Mental  condition  improved  and  patient 
became  quiet  and  fairly  sociable.  Has  been  on  trial 
visit  from  hospital  since  July,  1949,  and  is  making 
an  adequate  adjustment  on  a farm.  Condition  is  con- 
sidered markedly  improved. 

Patient  No.  2:  Age,  29  years.  Admitted  to  Togus 
on  June  27,  1944.  History  of  early  emotional  insta- 
bility and  unfavorable  home  environment.  Onset  of 
illness  in  1941.  Described  as  being  confused,  emo- 
tionally levelled,  preoccupied,  withdrawn,  with  fre- 
quent episodes  of  overactive,  disturbed,  noisy  be- 
havior. Was  a marked  problem  in  management  and 
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spent  considerable  time  in  restraint  and  hydrotherapy. 
Was  given  2 series  of  electroshock  therapy  without 
sustained  improvement.  Diagnosed : Schizophrenic 
reaction,  unclassified  type,  chronic.  Lobotomy  per- 
formed on  January  26,  1949.  Following  operation 
has  remained  disturbed  but  not  as  noisy  as  formerly ; 
is  still  seclusive.  Has  not  required  any  restraint  or 
hydrotherapy.  Condition  is  considered  slightly  im- 
proved. 

Patient  No.  j:  Age,  53  years.  Admitted  to  Togus 
on  June  10,  1947.  Onset  of  illness  in  1926,  at  which 
time  he  became  quite  overactive  and  destructive,  and 
was  hospitalized  at  the  Augusta  State  Hospital.  He 
had  at  least  3 frankly  psychotic  episodes  prior  to 
present  admission  and  showed  marked  mood  disturb- 
ances at  all  times.  These  episodes  were  marked  by 
overactivity,  irritability  and  outbursts  of  rage ; he  was 
quite  assaultive  at  times.  Was  given  2 series  of  elec- 
troshock therapy,  with  a total  of  60  grand  mal  reac- 
tions. While  receiving  shock  treatments,  he  was  well- 
behaved  and  in  good  contact  but  as  soon  as  treatments 
were  omitted,  he  would  become  very  hyperactive,  sar- 
castic, abusive,  obscene  and  paranoid,  and  required 
considerable  restraint  and  hydrotherapy.  Diagnosed : 
Manic  depressive  reaction,  manic  type.  Lobotomy 
performed  on  September  1,  1950.  Since  that  time 
mood  has  remained  neutral  and  there  has  been  no  in- 
crease in  psychomotor  activity.  He  has  made  a re- 
markable adjustment  to  hospital  routine  and  efforts 


are  being  made  to  place  him  back  in  the  community. 
Condition  is  considered  markedly  improved. 

Patient  No.  4:  Age,  31  years.  Admitted  to  Togus 
on  March  19,  1945.  Nothing  is  known  about  pre- 
psychotic  personality  except  that  he  attended  college 
for  one  year.  Illness  began  in  1944.  At  Togus  is 
described  as  seclusive,  mute,  preoccupied,  halluci- 
nated, occasionally  assaultive  and  destructive,  and  a 
feeding  problem.  Received  3 series  of  electroshock 
therapy  without  sustained  improvement.  Spent  con- 
siderable time  in  restraint  and  hydrotherapy.  Diag- 
nosed : Schizophrenic  reaction,  catatonic  type.  Lo- 
botomy was  performed  June  8,  1949.  Since  operation 
has  been  in  a catatonic  stupor  but  can  be  activated 
through  concentrated  attention.  Condition  is  con- 
sidered uimproved. 

“Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  author  are  the  result 
of  his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
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UNUSUAL  CASE  OF  DESMOID  TUMORS  OF  ABDOMINAL  WALL* 

E.  L.  Foote,  M.  D.,  and  S.  M.  Anderson,  M.  D. 


A case  is  to  be  presented  in  whom  there  apparently 
occurred  independent  desmoid  tumors  of  the  abdomi- 
nal wall  and  the  right  inguinal  canal.  The  case  is 
noteworthy  because  of  the  unusual  occurrence  of  two 
desmoid  tumors  and  to  illustrate  the  importance  of 
determining  the  microscopic  character  of  a tumor 
mass  at  the  time  of  its  removal. 

The  desmoid  tumor  belongs  to  the  fibroma  group 
of  neoplasm  and  has  been  known  since  1832  when 
MacFarlane  in  Glascow,  Scotland,  described  a tumor 
in  the  layers  of  the  abdominal  wall.  It  was  first 
known  as  a “recurring  fibroma”  which  indicated  some 
local  invasive  powers.  In  1838,  this  neoplasm  was 
described  and  given  the  name  “Desmoid”  by  Mueller. 
The  term  desmoid  was  derived  from  two  Greek 
words  and  indicated  that  the  tumor  had  a tendon-like 
appearance.  Since  then,  the  tumor  has  been  ade- 
quately described  in  literature.  Sanger  described  it 

* From  the  Departments  of  Pathology  and  Surgery  of 
VAH,  Togus,  Maine. 


adequately  in  several  papers  about  1881.  Nichols,  in 
1923,  described  an  extra-abdominal  tumor  which  had 
the  characteristics  of  a desmoid.  He  reported  six 
extra-abdominal  cases  with  about  25  cases  of  desmoid 
tumors  involving  the  abdominal  wall.  Stewart  and 
Monat,  in  1934,  described  66  cases ; Pearman  and 
Mayo,  in  1942,  reported  a clinical  and  pathological 
study  of  desmoid  tumors,  having  analyzed  77  cases. 
Pack  and  Ehrlich  reviewed  391  cases.  Musgrove  and 
McDonald,  at  the  Mayo  Clinic,  gave  an  excellent  de- 
scription, differential  diagnosis  and  treatment  of 
extra-abdominal  desmoid  tumors.  Many  authors 
have  reported  extra-abdominal  tumors  which  have 
the  gross  histological  characteristics  of  a desmoid 
tumor. 

Desmoid  tumors  are  usually  solitary.  The  abdomi- 
nal cases  arise  from  the  muscular  aponeurosis,  are 
rarely  in  the  midline  and  the  majority  are  below  the 
umbilicus.  80  per  cent  arise  in  females  usually  in  the 
3rd  and  4th  decade.  They  arise  in  sites  of  previous 
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trauma  and  scar  formation  and  their  .etiology  has 
been  connected  with  trauma,  hematoma  formation, 
etc.  In  1935,  an  endocrine  theory  of  origin  was  indi- 
cated by  Geschickter  and  Lewis. 

Although  desmoid  tumors  vary  greatly  in  size,  on 
gross  examination  they  are  usually  solitary,  of  hard 
and  elastic  consistency,  oblong,  unencapsulated  and 
fixed  to  the  surrounding  tissue  by  local  infiltration. 
The  cut  surfaces  may  show  pink  areas  contrasting 
with  the  gray  fibrous  tissue.  In  some  tumors,  they 
may  show  gross  areas  of  myxomatous  degeneration. 
Microscopically,  desmoids  show  a great  variation  in 
cellularity.  There  is  usually  striated  muscle  inclusion 
at  the  border  of  the  tumor  which  is  a characteristic 
finding  of  a desmoid.  The  central  portions  of  the 
tumor  are  older  and  show  a more  compact  structure 
than  the  growing  edge.  Myxomatous  degeneration 
is  not  uncommon  with  formation  of  intercellular 
spaces. 

Since  desmoids  have  a local  invasive  power  and 
vary  in  cellular  appearance,  they  must  be  differen- 
tiated from  fibrosarcoma.  If  a cellular  area  is  en- 
countered in  a frozen  section  for  diagnosis  at  the 
time  of  operation,  it  may  be  very  difficult  to  distin- 


No. 1 Microsection  showing  desmoid  tumor  with  grade  I 
cellularity.  An  area  of  increased  cellularity  surround- 
ing a vessel  is  also  shown. 


guish  it  from  a fibrosarcoma.  The  distinguishing  fea- 
tures of  the  latter  are:  Encapsulation,  type  of  cellu- 
larity, cystologic  character  of  mitoses,  presence  of 
pathological  mitosis,  presence  of  tumor  giant  cells 
and  variation  in  the  cellular  size,  shape  and  staining 
characteristics  of  the  nuclei.  Many  fibrosarcomas  are 
encapsulated,  usually  round,  larger,  softer  in  consist- 
ency and  metastasize.  Desmoids  also  have  to  be 
differentiated  from  other  tumors  in  similar  locations. 
These  include  lipomata,  keloid,  neurofibromata,  be- 
nign rhabdo  myoma  and  hemangio-endothelioma. 
Portions  of  desmoid  may  show  whorl  and  pallisading 
of  the  spindle  cells  similar  to  that  found  in  neuro- 
fibroma. Desmoids  are  usually  deeper  than  keloids 
and  do  not  have  the  lobulated  adipose  tissue  surface 
of  lipomata.  Hemangio-endothelioma,  as  well  as  des- 
moid, grows  into  striated  muscle.  Giant  cells  are  not 
seen  but  portions  of  the  desmoid  may  show  some 
round  cell  infiltration. 

A 30-year-old  World  War  II  veteran  was  first  ad- 
mitted 5 April,  1949,  because  of  “swollen  gland”  in 
the  right  groin.  A small,  painless  lump  had  first  been 
noted  about  two  years  before  entry.  There  had  been 


No.  2 Desmoid  tumor.  It  should  be  noted  that  in  the  upper 
portions  of  the  section,  there  is  some  variation  in  the 
shape  and  staining  of  the  nuclei  in  addition  to  a varia- 
tion in  degree  of  cellularity. 


224 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


no  marked  change  in  size  or  character  of  the  mass 
during  this  period.  There  had  been  no  antecedent 
infection  in  the  groin,  genitalia,  perianal  region  or 
lower  extremities.  Past  history  revealed  that  an 
appendectomy  had  been  performed  at  the  age  of  10. 
Physical  examination  revealed  a well-developed  and 
nourished,  young  male  in  no  distress.  Heart  and 
lungs  were  normal.  In  the  right,  inguinal  region  was 
a hard,  freely-movable  mass  overlying  the  spine  of 
the  pubis,  non-tender  and  measuring  1*4  x 2)4  cm. 
A well-healed  appendectomy  scar  was  present  in  the 
right  lower  abdomen.  A firm,  non-tender  mass  the 
size  of  a golf  ball  was  felt  in  the  abdominal  wall  be- 
neath the  upper  portion  of  the  scar.  Routine  labora- 
tory tests,  including  serologic  test  for  syphilis,  were 
normal.  X-rays  of  the  hips  and  pelvis  revealed  no 
abnormality  of  soft  tissues  or  bony  structures.  A flat 
film  of  the  abdomen  and  a barium  enema  were 
negative. 

On  15  April,  1949,  a biopsy  of  right  inguinal  mass 
was  done.  At  operation  a firm,  nodular  mass  was 
encountered  which  was  fixed  to  the  right  pubic  ramus 
and  was  considerably  larger  than  had  been  anticipated 


No.  3 Low  power  view  of  central  portion  of  tumor.  It 
shows  whorl  formation  of  spindle  cells  together  with 
an  area  of  pallisading.  The  cellular  variation  here  is 
less  marked. 


and  extended  deep  into  the  surrounding  tissue.  Upon 
cutting  into  the  mass,  straw-colored  fluid  escaped  un- 
der tension.  A small  piece  was  removed  for  biopsy 
and  pathological  examination  revealed  only  fatty  and 
fibrous  tissue.  The  patient  was  discharged  after  an 
uneventful  convalescence  and  advised  to  return  in 
three  months. 

On  22  August,  1949,  patient  was  readmitted  at 
which  time  examination  revealed  no  significant 
change  in  the  mass  beneath  the  appendectomy  scar. 
Only  a small  area  of  induration  was  present  at  the 
site  of  previous  biopsy  in  the  right  groin.  Barium 
enema  was  repeated  and  was  again  negative.  On  9 
September,  1949,  removal  of  the  mass  in  the  abdomi- 
nal scar  was  carried  out.  At  operation  a fairly  dis- 
crete, solid  mass  was  found  deeply  embedded  in  the 
substance  of  the  internal  oblique  muscle.  Grossly  the 
specimen  consisted  of  a firm,  oval,  iregular  mass 
measuring  2)4  x 4 x 3.2  cm.  On  section  it  appeared 
to  he  composed  partly  of  fibrous  tissue  and  partly  of 
muscle ; it  did  not  appear  encapsulated.  Histologi- 
cally, it  had  the  characteristics  of  a desmoid  tumor. 
Patient’s  post-operative  course  was  uneventful  and 
he  was  discharged  and  advised  to  return  again  in 
three  months. 

Patient  was  next  seen  in  April,  1951,  complaining 
of  a persistent  lump  in  right  groin.  Since  his  dis- 
charge, he  had  noted  occasional  burning  and  a sensa- 
tion of  pressure  in  the  region  of  the  lump  in  right 
groin.  He  appeared  to  be  quite  concerned  about  the 
persistence  of  the  mass  and  desired  its  removal.  The 
lump  had  not  increased  in  size  according  to  the  pa- 
tient. Physical  examination  revealed  a 2 x 2)4  cm., 
firm,  ovoid  mass  in  the  region  of  the  right  pubic 
spine.  This  was  movable  superficially  but  firmly  fixed 
to  the  underlying  structures,  and  was  slightly  tender. 
Examination  of  the  appendectomy  scar  revealed  no 
evidence  of  recurrence  of  the  previous  desmoid. 
X-rays  of  the  right  inguinal  region  suggested  a 
poorly-defined,  soft  tissue  mass.  On  5 April,  1951, 
exploration  of  the  inguinal  region  was  carried  out.  A 
firm,  lobulated  mass  was  first  encountered  projecting 
from  the  right  external  ring  and  completely  sur- 
rounding the  spermatic  cord.  A biopsy  was  taken  at 
this  time  and  again  revealed  a tumor  of  the  desmoid 
type  on  frozen  section.  Division  of  the  external  ob- 
lique fascia  revealed  the  mass  to  involve  the  entire 
length  of  the  spermatic  cord  to  its  point  of  emergence 
through  the  internal  ring.  The  mass  also  involved  the 
medial  portion  of  the  inguinal  ligament  interiorly, 
the  conjoined  tendon  superiorly,  the  pro-peritoneal 
fat  and  transversalis  fascia  beneath.  With  sacrifice 
of  portions  of  all  of  these  structures,  complete  re- 
moval was  possible.  Removal  of  a generous  portion 
of  the  spermatic  cord  was  also  necessary.  Gross  ex- 
amination of  the  removed  specimens  revealed  a firm, 
reddish-brown,  oblong,  rubbery  tumor.  The  mass  cut 
with  a gritty  sensation  and  did  not  appear  encapsu- 
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lated.  The  cut  surface  was  a mottled  pink  and  gray 
color  and  revealed  numerous  bundles  of  fibrous  tis- 
sue. Near  the  periphery  of  the  mass,  the  texture  was 
soft  and  edematous.  Tags  of  muscular  and  fascial 
tissue  were  attached  to  the  external  surface  of  the 
tumor  mass.  Microscopic  examination  revealed  the 
tumor  to  be  composed  of  numerous  bundles  of  con- 
nective tissue.  The  cellular  structure  varied  in  differ- 
ent portions  of  the  tumor.  Near  the  periphery,  a his- 
tological picture  was  found  which  was  very  similar 
to  that  of  the  previous  desmoid  removed  from  the 
appendectomy  wound.  Here  there  was  moderate  cellu- 
larity  with  few  mitotic  figures.  In  the  central  por- 
tions of  the  tumor,  there  was  a more  compact,  fibrous 
appearance  with  whorls  of  densely  packed  spindle 
cells  and  a suggestion  of  pallisacling  in  one  area.  Sur- 
rounding small  vascular  channels  was  a marked  in- 
crease in  cellularity. 

Summary  and  Conclusions 

1.  A case  with  apparent  independent  desmoid 
tumors  arising  in  an  abdominal  scar  and  the  right 
inguinal  canal  has  been  presented.  The  value  of 
biopsy  in  an  inguinal  tumor  at  the  time  of  its 
removal  has  been  demonstrated. 

2.  Due  to  their  tendency  to  recur,  these  tumors 
should  be  completely  removed  at  operation,  if 
possible. 
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3.  Since  these  tumors  vary  in  cellularity  in  different 
areas,  they  should  be  differentiated  from  fibro- 
sarcoma on  the  basis  of  the  location  of  the  tumor, 
encapsulation,  cellularity  and  pathological  nuclear 
changes. 

References 

1.  Nichols,  R.  W. : Arch.  Surg.,  7 :227,  1923. 

2.  Stewart,  M.  J.,  and  Monat,  T.  B. : Brit.  Jour.  Surg., 
12:355,  1924. 

3.  Geschickter,  C.  F.,  and  Lewis,  D. : Am.  J.  Cancer,  25  :630, 
1935. 

4.  Pearman,  R.  O.,  and  Mayo,  C.  W. : Ann.  Surg.,  115:114, 
1942. 

5.  Pack,  G.  T.,  and  Ehrlich,  H.  E. : Int.  Abstr.  Surg.,  79 : 
177-198,  1944. 

C.  Musgrove,  J.  E.,  and  McDonald,  J.  R.  :|  Arch.  Path., 
45  :513-540,  1948. 

7.  Willis,  R.  A.:  Pathology  of  Tumors,  C.  V.  Mosby  Co., 
1948. 


“Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  author  are  the  result 
of  his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration.” 


* We  are  indebted  to  Irving  Goodof,  M.  D.,  Consultant 
Pathologist,  for  making  the  microphotographs. 


SYNDROME  OF  SUPERIOR  VENA  CAVA  OBSTRUCTION 
WITH  REPORT  OF  A CASE 

John  F.  Loughlin,  M.  D.,  Asst.  Chief  Medical  Service 


The  syndrome  of  obstruction  of  the  Superior  Vena 
Cava  is  very  interesting  both  from  the  clinical  and 
anatomical  viewpoint. 

Ehrlich,  Ballon  and  Graham  in  1934  reviewed  the 
entire  literature  on  this  subject  and  collected  three 
hundred  nine  cases  exhibiting  the  clinical  picture  as  it 
is  usually  known.  They  believe  that  minor  degrees 
of  compression  may  occur  more  commonly  than  is 
believed  since  such  may  cause  no  symptoms  and  be 
overlooked  and  they  suggest  that  some  cases  with 
mediastinal  tumor  may  be  overlooked  because  of 
masking  by  the  more  obvious  and  distressing  symp- 
toms as  dyspnea  and  dysphagia  caused  by  the  result- 
ing pressure. 

Ochsner  and  Dixon,  in  1936,  made  an  exhaustive 
study  of  the  literature  on  this  subject  and  collected 
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one  hundred  twenty  cases  of  superior  vena  cava  ob- 
struction. The  syndrome  in  its  characteristic  form  at 
least  is  not  a common  one. 

The  report  of  a case  exhibiting  features  of  this 
syndrome  is  considered  to  be  worthy  of  presentation. 

H.  L.  M.,  a 53-year-old,  white,  male  veteran,  was 
admitted  to  the  U.  S.  VA  Hospital,  Togus,  Maine, 
on  September  28,  1950,  complaining  of  swelling  of 
tbe  face  and  neck  associated  with  slight  difficulty  in 
swallowing,  tendency  to  orthopnea  and  shortness  of 
breath  on  moderate  exertion.  Approximately  seven 
weeks  prior  to  admission  he  noticed  that  when  bend- 
ing over  he  felt  a tightening  feeling  in  his  neck,  his 
eyes  bulged  and  he  had  slight  double  vision.  Four  to 
five  weeks  prior  to  admission  he  noticed  that  his  neck 
was  swelling  and  he  was  unable  to  close  his  collar. 
During  the  two  weeks  prior  to  admission  his  neck 
swelled  more  and  more  and  he  felt  as  if  he  were  going 
to  choke  whenever  he  reclined.  At  this  time  he  first 
noted  that  the  veins  in  his  upper  extremities  were 
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dilated  together  with  prominence  of  veins  across  his 
chest  and  shoulders.  One  week  before  hospitalization 
he  experienced  slight  difficulty  in  swallowing  liquid 
as  well  as  solid  food  and  he  had  slight  hoarseness. 
His  appetite  had  remained  good  and  there  was  no  loss 
of  weight. 

Past  history  and  family  history  were  non-contribu- 
tory. 

Physical  examination  revealed  a well-developed 
and  well-nourished,  adult  white  male  of  approxi- 
mately 50  years  of  age  appearing  quite  tense  and 
nervous  and  obviously  acutely  ill.  Temperature, 
pulse,  and  respirations  were  normal.  There  was  a 
dusky  cyanosis  noted  with  some  flushing  of  the  face, 
neck,  upper  chest  and  upper  extremities.  The  thyroid 
was  not  enlarged.  There  were  some  supraclavicular 
lymph  nodes  on  the  right  and  left  but  they  were  diffi- 
cult to  delineate  because  of  the  swelling  present. 
There  were  tender  pea-sized  nodes  present  in  the 
posterior  cervical  regions  bilaterally  and  left  axilla. 
Examination  of  the  eyes  was  not  remarkable  except 
for  dilated,  full  retinal  veins  with  slight  obscurement 
of  the  disc  margins,  the  right  more' than  the  left. 
Mild  papilledema  was  considered  to  be  present.  The 
skin  over  the  chest  was  moderately  dusky.  Promi- 
nent, dilated  tortuous  veins  were  present  over  the 
upper  anterior  and  posterior  chest.  The  direction  of 
blood  flow  was  downward.  The  veins  of  the  upper 
extremities  were  also  markedly  dilated.  Pfeart,  lungs 
and  abdomen  were  normal  to  physical  examination. 
Blood-pressure,  140/80.  Examination  of  the  lower 
extremities  revealed  no  abnormalities  and  there  was 
no  adenopathy  noted  except  as  above  described. 
Neurological  examination  was  normal. 

Laboratory : RBC.-on  admission,  4,600,000  : hemo- 
globin, 15.1  gms. ; sedimentation  rate,  70  mm.  in  1 
hour;  (Westergren)  WBC.,  7100;  differential-neu- 
trophiles,  81;  lymphocytes,  14;  monocytes,  5.  Urin- 
alysis revealed  a specific  gravity  of  1.028  with  3-4 
WBC./hpf.  No  albumen  or  sugar  were  found.  Bone 
marrow  aspiration  revealed  a normal  marrow  picture. 

X-rays:  Chest  plate  (Fig.  1),  revealed  a scalloped 
substernal  shadow  in  the  supracardiac  area,  the 
cephalad  portion  being  slightly  wider  than  the  caudad. 
Lateral  view  showed  this  to  lie  towards  the  anterior 
portion  of  the  thoracic  cage.  There  was  a slight  con- 
cavity on  the  anterior  surface  of  the  trachea. 

Course  in  Hospital:  Following  admission  venous 
pressures  in  the  upper  extremities  were  found  to  be 
54  cm.  of  water.  A lymph  node  was  removed  from 
the  left  axilla  and  the  pathological  report  was  chronic 
lymphadenitis.  Two  days  later  he  developed  marked 
pain,  tenderness,  redness  and  swelling  of  the  entire 
left  upper  extremity.  This  was  considered  to  be  on 
a basis  of  thrombophlebitis  and  was  successfully 
treated  by  elevation  and  anticoagulant  therapy.  A 
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Figure  1 


course  of  nitrogen  mustard  therapy  then  was  given 
and  repeat  X-ray  revealed  a minimal  increase  in  the 
size  of  the  mediastinal  lesion.  Venous  pressure  after 
therapy  was  recorded  as  52  cm.  of  water.  Broncho- 
scopy revealed  normal  findings  except  for  slight  de- 
viation of  the  carina  to  the  right.  Papanicolaou  smear 
was  negative  for  tumor  cells.  The  patient’s  condition 
remained  essentially  unchanged  and  he  was  trans- 
ferred to  the  U.  S.  VA  Hospital,  West  Roxbury, 
Massachusetts,  for  X-ray  therapy.  At  this  latter 
hospital  biopsy  of  a cervical  lymph  node  was  at-' 
tempted  but  profuse  bleeding  prohibited  adequate 
surgical  dissection  and  no  tumor  tissue  was  obtained. 
The  patient  was  then  given  a course  of  X-ray  radia- 
tion to  his  upper  mediastinum  and  had  considerable 
improvement  in  his  orthopnea  with  decrease  in  ve- 
nous pressure.  After  therapy  chest  plate  showed  only 
very  slight  decrease  in  the  size  of  the  superior  medi- 
astinal mass.  On  January  22,  1951,  a left  supra- 
clavicular node  was  biopsied.  The  pathological  report 
revealed  an  undifferentiated  malignant  tumor,  prob- 
ably carcinoma  simplex.  The  stomach  was  suggested 
as  a primary  site,  yet  G.I.  series  was  normal.  A 
course  of  X-ray  was  then  given  over  the  mediastinal 
area  and  the  patient  started  on  a downhill  course 
associated  with  the  development  of  a left  hemiplegia. 
Patient  became  depressed  and  anxious  to  return  home. 
A new  metastatic  nodule  was  noted  in  the  left  groin. 

The  patient  was  then  transferred  back  to  the  VA 
Hospital,  Togus,  Maine,  where  he  rapidly  went 
downhill  and  expired  on  March  5,  1951. 
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The  pertinent  findings  at  autopsy  were  as  follows : 

“In  the  superior  mediastinum  is  a mass  composed 
of  tumor  tissue  and  lymph  nodes.  The  mass  com- 
pletely surrounds  and  compresses  the  vessels  in  the 
superior  mediastinum  — near  the  bifurcation  of  the 
left  main  bronchus  is  a tumor  mass  which  surrounds 
and  encroaches  upon  it.  This  mass  extends  into  the 
mediastinum  and  involves  the  lymph  nodes.  It  ex- 
tends upward  slightly  above  the  left  sterno-clavicular 
junction  and  completely  fills  the  mediastinal  cavity. 
Section  of  the  tumor  mass  shows  that  it  reaches  to 
the  lower  pole  of  the  thyroid  gland  which  apparently 
is  not  involved  in  the  process.  The  right  jugular  vein 
seems  completely  occluded  by  a thrombus.  — The 
right  adrenal  gland  is  enlarged  and  is  enclosed  in 
nodules  of  apparently  mefastatic  tissue.  The  grayish- 
brown  tumor  tissue  extends  to  the  cortex  of  the 
adrenal  gland.  Brain  : Approximately  normal  in  size. 
External  configurations  of  brain  within  normal  limits. 
Left  lateral  aspect  of  the  left  parietal  lobe  shows  an 
area  of  softening  with  almost  complete  perforation 
of  brain  substance.  The  medial  aspect  of  right  pari- 
etal lobe  presents  a nodule  2 cm.  in  diameter  which 
is  grayish-white  and  friable.  Sections  of  the  brain 
reveal  three  areas  of  softening  in  the  right  basal 
ganglia,  largest  1 cm.  in  diameter.  Posterior  to  this 
the  right  centrum  ovale  shows  a large  area  of  hemor- 
rhagic encephalomalacia  measuring  approximately 
7x4x3  cm.  and  involves  the  greater  portion  of  the 
parietal  lobe.  On  the  left  a similar  area  of  encephalo- 
malacia, less  hemorrhagic  and  measuring  6 x 4 x 2J4 
cm.,  located  laterally  to  the  ventricle,  is  present.” 

It  was  the  Pathologist’s  impression  that  the  find- 
ings in  the  brain  represented  obstruction  to  the  blood 
supply  of  long  standing  with  terminal  more  complete 
obstruction  and  massive  encephalomalacia. 

Microscopic : Microscopic  sections  of  the  tumor 
mass  revealed  a rather  undifferentiated  epithelial 
tumor  apparently  arising  from  the  bronchus.  “The 
tumor  is  composed  of  groups  of  polygonal  dark, 
basic-staining  cells  with  hyperchromic  nuclei  and 
numerous  scattered  mitoses.  There  is  also  a large 
amount  of  fibrous  stroma  in  addition  to  the  tumor 
cells.  Sections  of  the  right  kidney  reveal  some  met- 
astatic tumor.  Sections  of  the  right  adrenal  mass 
reveal  metastatic  tumor  lesion  with  lymph  node  in- 
volvement but  no  actual  invasion  of  the  adrenal 
structure.  These  metastatic  lesions  are  composed  of 
cells  similar  to  the  tumor  described  above.’’  Primary 
site  of  this  lesion  was  considered  to  be  most  probably 
bronchogenic. 

Symptoms : 

The  signs  and  symptoms  depend  on  three  factors 
— the  degree  of  occlusion,  the  rapidity  of  develop- 
ment and  the  presence  or  absence  of  a collateral  cir- 
culation. There  are  three  outstanding  features  of  this 


syndrome  — cyanosis,  edema  and  the  development 
of  a collateral  venous  route. 

The  cyanosis  is  characteristic  in  being  localized 
exclusively  to  the  upper  half  of  the  body  while  the 
lower  half  contrasts  by  its  pallor.  The  lips,  cheeks, 
ears,  nails,  neck  and  thorax  exhibit  it  most  markedly 
and  the  intensity  and  extension  vary  with  the  degree 
of  stenosis  and  the  mode  in  which  it  progresses. 
Sometimes  cyanosis  is  the  only  sign  to  be  found.  It 
may  come  on  gradually  or  suddenly  when  the  subject 
has  been  enjoying  good  health,  this  being  an  indica- 
tion of  a topographic  change,  or  a rapid  increase  in 
size  of  the  process  due  to  a hemorrhage  or  sudden 
failure  in  resistance  of  the  vascular  wall.  It  may  also 
be  influenced  by  posture,  coughing  and  emotional  up- 
sets. 

The  edema  is  also  characteristically  located  in  the 
upper  half  of  the  body  and  occasionally  in  the  lumbar 
region.  Its  manner  oi  appearance  is  the  same  as  that 
of  the  cyanosis.  It  may  localize  in  the  neck  and  never 
transgress  this  region  and  its  disappearance  may  be 
sudden  or  gradual  depending  on  the  establishment  of 
a collateral  circulation  and  the  improvement  or  cure 
of  the  mediastinal  process. 

Development  of  a collateral  venous  circulation  is 
indicated  by  distention  of  the  veins  of  the  upper  body 
with  distention  and  tortuosity  of  the  veins  of  the 
anterior  and  lateral  chest  wall  and  over  the  abdomen. 
This  is  to  be  distinguished  from  unilateral  venous 
engorgement  resulting  from  unilateral  occlusion  of 
the  axillary  or  subclavian  vein.  The  Lateral  Thoracic 
V ein  on  each  side  is  especially  prominent. 

Other  symptoms  found  in  this  condition  are  buzz- 
ing in  the  ears,  headache,  swelling  of  the  face  and 
neck,  bulging  eyes,  deafness,  papilledema,  somnolence, 
machinery-like  noises  in  the  head,  epistaxis  and 
rarely  hemoptysis.  According  to  Oschner  and  Dixon, 
during  the  height  of  the  obstruction  before  a col- 
lateral circulation  has  developed  these  patients  are 
likely  to  assume  orthopneic  positions  consisting  of 
sitting  up  and  arching  the  trunk  slightly  forward. 

Soloff  describes  a case  at  the  Temple  University 
Hospital  which  vividly  describes  this  syndrome  and 
closely  compares  with  description  of  all  other  cases 
reported. 

A middle-aged  man  was  hospitalized  complaining 
of  buzzing  in  both  ears.  His  face  and  neck  were 
swollen  to  one  and  one-half  times  normal  size  and 
had  take  on  a darkish  color.  His  eyes  became  promi- 
nent and  subjectively  there  were  machinery-like 
noises  in  his  head.  The  buzzing  in  his  ears  was  syn- 
chronous with  the  heart  beat,  improved  with  rest  or 
lying  down,  and  was  exaggerated  by  exercise,  assum- 
ing the  upright  position  and  emotional  upsets. 

Physical  examination  revealed  engorgement  of  all 
the  head  and  neck  veins  and  tortuosity  of  the  veins 
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of  the  upper  extremity,  anterior  and  lateral  chest 
walls  and  veins  over  the  abdomen.  The  Lateral  Tho- 
racic Vein  on  both  sides  was  especially  prominent  and 
emptied  into  the  superficial  epigastric  veins  even  in 
the  recumbent  position  with  the  pelvis  elevated. 
Venous  pressure  in  the  arms  was  markedly  elevated. 

Causes:  The  following  conditions  have  been  found 
to  be  causative  factors  in  this  syndrome : 

Aneurysm  of  the  aorta  — Compressing  or  rup- 
turing into  it. 

Mediastinal  tumors  — Lymph  node  enlargement 
due  to  metastatic  carcinoma,  Hodgkin’s  disease, 
Syphilis,  Tuberculosis,  non-specific  granuloma, 
cysts,  etc. 

Thyroid  enlargement. 

Thymus  enlargement. 

Mediastinitis. 

Pericarditis  with  or  without  effusion. 

Trauma  (due  to  hemorrhage). 

Thrombosis. 
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A case  is  also  described  in  the  literature  presum- 
ably due  to  emphysematous  bleb  formation. 

Oschner  and  Dixon  reviewing  cases  of  thrombosis 
of  the  superior  vena  cava  found  one  hundred  twenty 
cases  and  in  all  of  these  the  diagnosis  was  definitely 
proved. 

Approximate  etiological  causes  were : 

29%— • -35  cases  were  due  to  external  compression. 
Of  these  18  cases  were  due  to  mediastinal 
neoplasm  and  the  remaining  were  due  to 
aneurysm  of  the  aorta. 

23% — were  due  to  mediastinitis. 

36% — 44  cases  were  due  to  phlebitis.  Of  these  20 
were  classed  as  idiopathic,  12  due  to  syphilis, 
4 due  to  tuberculosis,  7 pyogenic  and  1 due 
to  trauma. 

10% — were  due  to  unknown  or  unstated  causes. 

Hinshaw  reviewed  the  literature  from  April,  1939, 
to  June,  1947,  and  found  125  reported  cases  caused 
by  the  following : 


TABLE  I 


Cause 

Carcinoma  of  the  bronchus  (bronchogenic)  with  mediastinal  metastasis 

Cases 

20 

Per  Cent  of  Total 

16 

Lymphoblastomas  (including  Hodgkin’s  disease) 

15 

12 

Aortic  aneurysm  (syphilitic) 

(a)  Due  to  pressure  from  aneurysm  14  cases  (11.2%) 

(b)  Rupture  into  superior  vena  cava  14  cases  (11.2%) 

(c)  Dissecting  aneurysm  (arteriosclerotic)  1 case  ( 0.8%) 

29 

23.2  (total) 

Metastatic  carcinoma  to  mediastinum 
( excluding  bronchogenic) 

(a)  Carcinoma  of  thyroid 
4 cases  (3.2%) 

(b)  Others  from  various  sources 

9 

7.2  (total) 

Primary  mediastinal  tumors  (two  of  these  were  considered  to  be  malignant 
tumors) 

4 

3.2 

Mediastinitis 

fa)  Tuberculosis  2 cases  (1.6%) 

(b)  Syphilitic  2 cases  (1.6%) 

(c)  Pyogenic  1 case  (0.8%) 

5 

4 ( total ) 

“Mediastinal  fibrosis” 

11 

8.8 

Thrombosis  of  superior  vena  cava  (excluding  those  cases  due  to  invasion 
of  the  vein  by  malignant  tumors) 

17 

13.6 

NINETEEN  HUNDRED  AND  FIFTY-ONE- JULY 


229 


Miscellaneous  causes  15  12.0  (total) 

(a)  Undetermined  (so  classified  by  those  who  reported  them) 

1.  Mediastinal  mass  present 
4 cases  (3.2%) 

2.  No  mediastinal  mass 
4 cases  (3.2%) 

(b)  Acute  leucemia  (lymphocytic) 

3 cases  (2.4%) 

(c)  Pericardial  constriction  (pericarditis) 

2 cases  (1.6%) 

(d)  Pneumothorax  (2-months-old  infant) 

1 case  (0.8%) 

(e)  Mitral  stenosis  — left  auricular  dilitation  and  superior  vena  caval 
compression 

1 case  (0.8%) 


Underlying  anatomy  and  collateral  circulation 

The  changes  in  venous  return  in  this  condition 
have  been  studied  by  means  of  phlebography,  by  ex- 
amination of  autopsy  material  and  by  experiments 
on  live  dogs.  Katz,  Hussey  and  Veal  describe  the 
process  of  using  radio-opaque  material  to  visualize 
the  abnormal  venous  channels.  Work  by  K.  Wagner 
on  autopsied  subjects  demonstrates  the  same  process 
and  closely  agrees  with  Carlson’s  experiments  on 
dogs.  The  later  work  consisted  of  producing  obstruc- 
tion of  the  superior  vena  cava  above  and  below  the 
azygos  vein. 

The  first  procedure  was  well  tolerated  by  the  dogs 
but  the  second  i.e.,  obstructing  below  the  azygos,  was 
not  tolerated  in  one  stage.  The  syndrome  could  be 
produced  however  in  two  stages,  first  occluding  above 
the  azygos  and  then  obstructing  the  azygos  itself. 

Circulation  studies  with  contrast  media  and  X-rays 
demonstrated  that  when  obstruction  took  place  above 
the  azygos,  the  signs  of  collateral  circulation  were 
different  from  those  with  lower  obstruction.  Carlson 
noted  marked  cyanosis  of  the  upper  part  of  the  body 
at  first,  and  then  with  development  of  the  collateral 
circulation  it  slowly  disappeared.  The  animals  ap- 
peared healthy  and  the  venous  pressures  of  the  ob- 
structed area  tended  to  return  to  normal  or  to  be  only 
slightly  elevated. 

I.  With  obstruction  above  the  azygos , this  pathway 
and  its  tributaries,  became  markedly  distended  and 
were  the  principal  channels  of  return  of  blood  from 
the  uper  part  of  the  body.  The  following  networks 
were  made  out. 

Superficial  veins  — The  axillary  vein  tributaries, 
cbiefly  the  thoracoepigastric,  join  a superficial  plexus 
over  the  thorax  and  abdomen.  The  cervical  super- 
ficial veins  anastomose  with  those  of  the  thorax  and 


125  (total)  100  (total) 

the  return  of  blood  to  the  heart  is  by  way  of  the  in- 
tercostal veins  and  the  azygos.  Communication  with 
the  superficial  epigastric  and  superior  and  inferior 
epigastric  veins  permit  a return  through  the  femoral 
and  external  iliac  veins  but  this  pathway  is  not  well 
developed  when  the  obstruction  is  above  the  azygos. 

Deep  veins  — The  internal  mammary  veins  an- 
astamose  with  the  intercostals,  the  anterior  mediasti- 
nal and  superior  epigastric  veins  permitting  return 
of  blood  to  the  heart. 

Mediastinal  veins  form  a plexus  composed  of  the 
anterior  mediastinal,  posterior  mediastinal  and  peri- 
cardial veins  to  enter  the  superior  phrenic  veins, 
tributaries  of  the  inferior  vena  cava. 

Paravertebral  veins  communicate  above  with  the 
dural  sinuses  and  vertebral  veins,  below  with  the 
intervertebral  and  intercostal  veins. 

There  is  a deep  plexus  of  veins  of  the  back  formed 
by  posterior  rami  of  intercostal  veins,  descending 
branches  of  transverse  cervical  and  trans-scapular 
veins. 

Lumbar,  abdominal  and  suprarenal  veins  communi- 
cate with  superficial  and  deep  veins  of  the  back  and 
with  the  abdominal  wall  emptying  into  the  inferior 
vena  cava. 

Superior  intercostal  veins,  other  intercostals,  ac- 
cessory hemiazygos,  hemiazygos  and  azygos  form  an 
important  channel  of  collateral  circulation. 

II.  With  obstruction  including  the  azygos  vein: 

Superficial  veins  were  prominent  over  the  chest 
and  abdomen  beginning  in  the  axilla  and  terminating 
below  in  the  superficial  epigastric  vein,  a tributary  of 
the  femoral  vein. 

Deep  veins  — The  internal  mammary  and  superior 
and  inferior  epigastrics  form  a pathway  from  the 
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innominate  vein  above  to  the  external  iliac  vein  below. 

Pericardial  and  anterior  and  posterior  mediastinal 
veins  form  a well-developed  plexus  traversing  the 
mediastinal  space. 

Vertebral  venous  plexuses  are  extensively  devel- 
oped, particularly  the  internal  vertebral  plexus  which 
may  be  traced  clearly  from  the  cervical  to  the  lumbar 
region,  tbe  intervertebral,  intercostal,  and  lumbar 
veins  anastamosing  with  this  plexus. 

Deep  collateral  veins  of  the  back  are  present  but 
not  prominent  — they  may  he  traced  down  the  lumbar 
region. 

Suprarenal,  lumbar,  and  abdominal  veins  of  the 
dog  communicate  with  deep  and  superficial  veins  of 
the  lumbar  region  and  enter  the  inferior  vena  cava. 

The  azygos  system  being  obstructed  it  is  dimin- 
ished in  size  and  the  flow  of  blood  through  it  is 
apparently  reversed. 

In  summary  of  this  experiment  — when  obstruc- 
tion was  made  above  the  azygos  vein  this  channel 
formed  the  chief  venous  route  for  the  return  of 
blood  to  the  heart  from  the  upper  parts  of  the  body. 
When  the  azygos  was  occluded  the  superficial  and 
deep  abdominal  veins  and  the  vertebral  plexus  are 
the  channels  of  importance.  Wagner  in  his  cadaver 
work  found  renal  and  internal  spermatic  veins  are 
important  collateral  pathways  but  these  are  not  de- 
monstrable in  the  dog.  He  also  added  that  the  super- 
ficial dorsal  thoracic  veins  were  more  prominent 
when  the  obstruction  was  below  the  azygos  vein  than 
when  the  obstruction  was  above.  These  vessels  are 
not  well  developed  in  the  dog. 

Diagnostic  Aids: 

Diagnosis  is  made  from  the  history  and  physical 
examination,  the  findings  being  as  previously  de- 
scribed. There  are  two  diagnostic  aids  of  utmost  im- 
portance * — the  measurement  of  the  venous  pressures 
in  the  upper  and  lower  extremities,  and  phlebography. 

The  venous  pressure  determinations  are  best  made 
by  direct  method  as  reviewed  by  Jeghers  and  Hussey. 
With  obstruction  of  the  superior  vena  cava  the 
venous  pressure  is  elevated  in  both  arms  while  non- 
elevated in  the  lower  extremities.  Phlebography,  by 
producing  X-ray  visualization  of  the  veins,  offers  a 
method  unequalled  by  other  techniques  for  demon- 
strating and  localizing  lesions  and  obstruction  of  the 
vena  cava  and  plotting  out  the  extent  and  distribution 
of  the  collateral  venous  circulation.  The  technique 
is  simple  using  Thorotrast,  35%  Diodrast  or  70% 
Diodrast,  15  to  30  cc.  of  the  solution  being  injected 
into  the  veins  of  the  antecubital  fossa  or  external 
jugular  vein. 

Prognosis  and  Treatment: 

The  ultimate  prognosis  of  this  condition  is  usually 
unfavorable  due  to  the  seriousness  of  the  common 
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causative  factors.  As  to  the  immediate  outcome  it  is 
said  that  75%  die  during  the  acute  stage  of  the  dis- 
ease and  if  this  is  survived  the  resultant  general  con- 
dition will  depend  on  the  collateral  circulation.  The 
condition  itself  is  not  incompatible  with  life.  Blasin- 
game’s  patient  lived  to  be  ninety-three  years  of  age. 

As  to  treatment  — the  underlying  pathology  will 
determine  this.  X-rays  if  a sensitive  tumor  is  found, 
ACTH,  nitrogen  mustard,  et  cetera,  mediastinotomy 
in  some  cases,  and  lumbar  puncture  may  be  of  some 
value  in  relieving  the  symptoms  of  increased  intra- 
cranial pressure.  Oschner  and  Dixon  believe  that 
mediastinotomy  is  of  value  in  cases  of  mediastinitis 
in  which  there  is  cicatricial  narrowing  of  the  vena 
cava,  even  thoug'h  it  may  be  thrombosed.  Ehrlich, 
Ballon  and  Graham  claim  that  in  cases  with  compres- 
sion by  a tumor  by  outside  pressure  distressing  symp- 
toms may  be  alleviated  with  a mediastinal  decompres- 
sion provided  that  the  tumor  is  not  encircling  the  vein 
and  that  the  vessel  lumen  is  not  blocked  or  throm- 
bosed. If  and  when  a collateral  circulation  is  estab- 
lished usually  no  treatment  is  instituted  except  dimin- 
ishing activity  and  moderate  sedation. 

Summary: 

In  summary  the  syndrome  of  Superior  Vena  Cava 
obstruction  has  been  reviewed  and  a case  has  been 
reported.  The  cardinal  signs  and  symptoms  have 
been  presented,  namely,  edema  and  cyanosis  of  the 
upper  half  of  the  body,  and  the  development  of  a 
collateral  venous  circulation.  Mention  has  been  made 
of  the  pathways  of  this  collateral  route  varying  with 
the  localization  of  the  obstruction  above  and  below 
the  level  of  the  azygos  vein.  Diagnostic  aids  have 
been  considered  and  finally  the  prognosis  and  treat- 
ment of  the  pathological  condition. 
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Peter  Bent  Brigham  Hospital  from  1919  to  1922  as  intern  and  Assistant 
Resident. 

He  is  a member  of  the  American  College  of  Surgeons,  a Diplomate  in 
Surgery,  a member  of  the  Knox  County  Medical  Society,  Maine  Medical 
Association,  American  Medical  Association,  New  England  Branch  Ameri- 
can Urological  Association  and  New  England  Surgical  Society. 

He  served  as  Councilor  for  the  Third  District  of  the  Maine  Medical 
Association  from  October,  1941,  to  June,  1950,  when  he  was  elected  Presi- 
dent-elect, as  Council  Chairman  for  one  year  and  has  been  a member  of  the 
Editorial  Board  of  the  Journal  since  1938. 

His  wife  is  the  former  Priscilla  Brewster.  He  has  two  sons ; Brewster 
W.,  a graduate  of  Harvard  College  in  1950,  now  an  Ensign  in  the  United 
States  Naval  Reserve  located  at  Treasurer  Island,  San  Francisco,  and 
Bradford,  who  has  recently  completed  two  years  at  Brown  University, 
Providence,  Rhode  Island,  and  is  about  to  enter  the  United  States  Navy. 

Dr.  Jameson’s  four-point  program  for  1951-1952,  which  he  outlined 
at  the  close  of  the  annual  banquet  in  June,  will  be  found  elsewhere  in  this 
issue  of  the  Journal.  Let’s  make  a concerted  effort  to  help  him  carry  out 
this  program. 
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Maine  Medical  Association  Officers  Elected 


POLAND  SPRING 


at  tke 


97tk  ANNUAL  SESSION 


JUNE  17,  18,  19,  1951 


EUGENE  H.  DRAKE,  M.  D„  Portland 

President-elect 


NORMAN  H.  NICKERSON,  M.  D„  Greenville 

Council  Chairman,  1951-1952 


WILLIAM  F.  MAHANEY,  M.  D.,  Saco 
Councilor — First  District,  195k 


CURRIER  C.  WEYMOUTH,  M.  D„  Farmington 
Councilor — Second  District,  1951 
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EDITORIALS 

Dr.  Frederick  R.  Carter  Resigns  As  Secretary -Treasurer-Editor 


Dr.  Carter,  who  has  served  as  Secretary-Treasurer 
of  the  Association  since  1937  and  as  Editor  of  the 
Journal  since  1941,  resigned  June  19,  1951,  because 
of  ill  health. 

Dr.  Carter  was  Councilor  for  the  Fourth  District 
when  he  accepted  the  appointment  as  Secretary- 
Treasurer.  He  had  served  as  Secretary-Treasurer  of 


the  Kennebec  County  Medical  Association  for  many 
years. 

On  behalf  of  the  members  of  the  Association  we 
hereby  express  appreciation  to  Dr.  Carter  for  his  loy- 
alty and  devotion,  a wish  for  complete  recovery  and 
many  days  of  happiness  ahead. 


The  Business  Side  of  the  Annual  Session 


The  Ninety-seventh  Annual  Session  of  the  Maine 
Medical  Association  was  held  at  the  Poland  Spring 
House,  June  17,  18  and  19,  1951,  with  a total  regis- 
tration of  549  ; 280  members,  97  Woman’s  Auxiliary 
members  and  172  guests  and  exhibitors. 

The  scientific  program,  which  was  arranged  by  Dr. 
Franklin  F.  Ferguson,  Chairman  of  the  Scientific 
Program,  has  received  some  very  favorable  comment 
from  many  in  attendance  at  the  session.  It  would 
seem  that  Dr.  Ferguson  knew  just  how  to  mix  his 
Out-of-State  and  State  speakers  to  acquire  the  right 
dosage. 

This  is  going  to  cover  a few  of  the  highlights  of  the 
business  part  of  the  meeting  and  start  off  with  the 
budget  for  1951-1952. 

The  budget,  which  follows,  was  drawn  up  by  the 
Council  on  April  14,  1951,  at  a meeting  in  Pittsfield 
and  presented  to  the  members  of  the  House  of  Dele- 
gates in  session  that  same  day,  in  order  that  they 
would  have  ample  time  to  study  it  prior  to  the  annual 
session,  (and  in  accordance  with  the  revised  By-Laws 
“at  least  sixty  (60)  days  before  the  opening  of  the 
annual  session”). 


Office  of  Secretary-Treasurer  : 

President’s  Expenses  $ 425.00 

Salaries : 

Secretary-Treasurer-Editor  4,500.00 

Assistant  Secretary  3,000.00 

Expenses : 

Travel — Secretary-Treasurer  200.00 

Office  1,500.00 

Committees : 

Medical  Advisory  1,000.00 

Special  200.00  . 


Maine  Medical  Council  and  Delegates  to 


New  England  Medical  Societies  500.00 

American  Medical  Association  Delegate, 

Annual  and  Interim  Session  500.00 

Clinical  Session  (M.  M.  A.)  200.00 

Council  New  England  State  Medical  So- 
cieties, Annual  Dues  100.00 

—$12,125.00 

Office  of  Executive  Secretary  : 

Salaries : 

Executive  Secretary  $7,000.00 

Secretary  2,200.00 

Expenses : 

Travel,  Office,  etc 3,500.00 

State  Committee  — National  Education 

Campaign 500.00 

$13,200.00 

The  Journal  of  the  Maine  Medical 

Association  $ 4,000.00 


Total  Council  recommended  budget  $29,325.00 


Following  some  discussion  the  above  budget  was 
approved  at  the  First  Meeting  of  the  House  o-f  Dele- 
gates on  June  17th. 

The  authorized  expenditures  are  changed,  however, 
by  these  occurrences  subsequent  to  the  House  of  Dele- 
gates’ meeting:  Dr.  Carter’s  resignation;  salary  in- 
crease of  $500.00  to  Mrs.  Kennard  as  Acting  Secre- 
tary-Treasurer, “until  the  Council  has  the  oppor- 
tunity to  study  carefully  such  reorganization  of  these 
duties  as  Dr.  Carter’s  retirement  makes  necessary,” 
and  Council  approval  of  a $300.00  expenditure  to 
further  the  study  of  a Medical  School  for  Maine. 
Consequently  your  budget  for  1951-1952  now  stands 
at  $25,625.00. 

The  Journal  was  also  the  subject  of  much  discus- 
sion at  the  First  Meeting  of  the  House  and  a sugges- 
tion made  by  Dr.  Paul  S.  Hill  was  referred  to  the 
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Reference  Committee,  appointed  by  Dr.  C.  Harold 
Jameson,  President-elect,  and  consisting  of  the  fol- 
lowing members : Dr.  George  L.  Maltby,  Portland, 
Chairman ; Dr.  Romeo  A.  Beliveau,  Lewiston ; Dr. 
Harry  G.  Tounge,  Camden;  Dr.  Carl  H.  Stevens, 
Belfast;  Dr.  James  H.  Crowe,  Ellsworth,  and  Dr. 
Clyde  I.  Swett,  Island  Falls. 

At  the  Second  Meeting  of  the  House  of  Delegates 
on  Monday,  June  18th,  the  report  of  the  Reference 
Committee  relative  to  the  Journal  was  presented  by 
Dr.  Clyde  I.  Swett  and  the  recommendations  of  the 
committee  approved.  Following  is  Dr.  Hill’s  sugges- 
tion and  the  recommendations  of  the  Reference  Com- 
mittee : 

If  $2.00  is  included  in  the  annual  dues  for  subscrip- 
tion to  the  Maine  Medical  Journal,  then  the  $2.00 
might  be  removed,  so  that  the  annual  dues  would  he 
$33.00,  and  then  for  the  subscription  to  the  Journal 
we  could  ask  for  $3.00  to  $5.00,  thereby  removing 
this  item  of  expense  from  the  budget  and  placing  the 
Journal  on  a separate  subscription  basis. 

Reference  Committee  recommendations : 

1.  That  there  should  he  no  change  in  the  annual 
dues  at  the  present  time. 

2.  That  since  the  Maine  Medical  Journal  is  the 
official  organ  of  the  Maine  Medical  Association, 
it  should  continue  to  be  included  in  the  annual 
membership  fee  of  the  Association. 

3.  That  such  amount  as  is  allocated  in  the  annual 
dues  for  subscription  to  the  Journal  be  set  up 
as  a separate  account  on  the  Treasurer’s  books, 
and  that  all  direct  expenses  of  the  Journal  be 
debited  to  this  account. 

4.  That  the  Council  should  continue  its  cost  analy- 
sis of  the  Journal  and  make  every  effort  to 
reduce  its  printing  costs. 

5.  That  the  Council  should  also  include  a study 
and  an  analysis  of  present  business  procedure 


and  office  routine,  in  the  publishing  of  the 
Journal. 

6.  That  increased  efforts,  and  more  efficient  or- 
ganization be  set  up  in  the  office  to  promote  the 
procurement  of  a greater  volume  of  advertis- 
ing, to  offset  publishing  costs. 

At  this  same  meeting,  Dr.  William  F.  Mahaney  of 
Saco  was  elected  Councilor  for  the  First  District,  and 
Dr.  Currier  C.  Weymouth  of  Farmington,  Councilor 
for  the  Second  District. 

It  would  be  impossible  to  cover  all  the  proceedings 
at  these  two  meetings  in  a single  issue  of  the  Jour- 
nal. Briefly  reports  were  presented  by  Dr.  Eugene 
H.  Drake,  Council  Chairman  1950-1951,  Dr.  Martyn 
A.  Vickers,  Delegate  to  the  American  Medical  Asso- 
ciation, Mr.  W.  Mayo  Payson,  Executive  Secretary, 
various  Committee  Chairmen  and  Delegates  to  New 
England  Medical  Society  meetings.  The  report  of  the 
Nominating  Committee,  which  drew  up  a slate  of 
Standing  Committee  members  for  1951-1952,  is  pub- 
lished elsewhere  in  this  issue  of  the  Journal.  Rec- 
ommendations relative  to  the  report  of  the  Committee 
on  Maternal  and  Child  Welfare  presented  by  the 
Reference  Committee  were  approved  and  a copy  is 
being  sent  to  the  Chairman  of  that  Committee. 

The  Council,  in  an  effort  to  cut  down  the  cost  of 
the  Journal,  has  voted  to  print  the  report  of  the  Pro- 
ceedings of  the  House  of  Delegates,  June  17  and  18, 
in  pamphlet  form  and  a copy  sent  to  any  member  de- 
siring same.  You  will  hear  more  about  this  at  a later 
date. 

In  closing,  just  a word  about  the  Exhibitors. 
Forty-two  companies  were  represented  this  year — 
the  largest  on  record.  We  could  not  hold  these  fine 
sessions  without  the  help  of  these  friends,  some  of 
long  standing,  a few  brand  new.  Please  show  these 
company  representatives  any  courtesy  you  can  if  and 
when  the  opportunity  presents  itself. 


Election  of  President-elect 


Dr.  Eugene  H.  Drake  of  Portland  was  unani- 
mously elected  President-elect  of  the  Maine  Medical 
Association,  Monday,  June  18,  at  the  close  of  the  first 
General  Assembly. 

There  isn’t  much  that  one  can  say  about  this  man 
that  you  have  elected  President-elect,  that  his  service 
to  the  Association  hasn’t  already  said  for  him ; as 


Councilor  for  the  First  District,  Chairman  of  the 
Health  Insurance  Committee  and  Chairman  of  the 
Medical  School  for  Maine  Committee.  Dr.  Drake  has 
also  been  President  of  the  Staff  of  the  Maine  Gen- 
eral Hospital  and  its  Associate  Chief  of  Medical 
Service. 
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A MESSAGE  FROM  YOUR  PRESIDENT 


I hope  the  98th  year  of  our  history  will  witness  in 
particular : 

1.  Continued  improvement  in  our  already  excel- 
cent  Public  Relations. 

2.  Growing  interest  in  Medical  education  and  in 
the  particular  matter  of  the  establishment  of 
a Grade  A Medical  School  in  Maine  be  it  only 
the  first  two  years. 


3.  Increasing  support  for  and  participation  in  the 
Blue  Shield  Plan  by  our  individual  members. 

4.  Generous  and  wide  response  by  our  individual 
members  to  the  plea  for  support  of  the  Ameri- 
can Medical  Education  Foundation,  remember- 
ing the  eloquent  appeal  voiced  by  Dr.  John 
Cline,  the  National  president. 

C.  Harold  Jameson,  M.  D., 
President , Maine  Medical  Association. 


EXECUTIVE  SECRETARY 
Perhaps  You  Hadn't  Noticed 


Mr.  Oscar  Ewing  is  recommending  that  the  Presi- 
dent include  in  his  program  a plan  which  would  pro- 
vide hospitalization  insurance  up  to  60  days  a year 
for  persons  65  years  of  age  and  older  and  dependents 
of  deceased  persons  insured  under  the  Old-Age  and 
Survivors’  Insurance  system. 

He  says  that  there  is  plenty  of  money  out  of  pres- 
ent social  security  deductions  to  pay  for  this  expanded 
program  without  added  deductions  or  new  tax 
revenues. 

The  legislation  for  it  is  not  yet  drafted  and  it  is  not 
anticipated  that  it  will  be  in  operation  before  1953. 

It  will  be  available,  however,  as  campaign  material 
in  1952. 


The  spontaneous  and  prolonged  ovation  which  the 
House  of  Delegates  gave  Gene  Drake  on  his  election 
as  President-elect  was  heart-warming,  and  everyone 
says  he  deserves  it. 


President  Cline  of  A.  M.  A.  proved  that  if  that 
organization  is  like  him,  it  is  truly  democratic  (in  the 
better  meaning  of  the  word). 


This  is  a good  place  to  say  that  the  Secretary’s 
office  would  like  to  receive  personal  or  organizational 
news  and  notes  about  members  of  component  soci- 


eties. Wouldn’t  you  like  to  read  the  latest  episode  in 
the  career  of  Dr.  Pritham? 


Retiring  President  Small  showed  real  versatility  as 
a speaker  during  the  last  session.  In  his  address  to 
the  Assembly  as  he  described  his  hopes  and  objectives 
for  a medical  school  in  Maine  he  was  really  eloquent ; 
at  the  Tuesday  night  dinner  he  gave  Arthur  Godfrey 
real  competition.  And  this  after  two  nights  with  no 
sleep  (because  of  something  akin  to  an  alarm  clock 
over  his  head). 


In  case  you  filed  it  in  the  round  file,  our  last  bul- 
letin contained  the  Rules  and  Regulations  promul- 
gated by  the  State  Tax  Assessor  relating  to  medical 
matters. 

One  doctor  opened  and  read  it  because  he  wrote  us. 


Have  you  joined  the  Marty  Vickers  Foundation 
for  broken  down  automobiles  ? 


Hopeful  note.  This  page  is  not  a permanent  fea- 
ture of  your  Journal.  The  magazine  is  printed  in 
multiples  of  four  pages ; material  for  one  page  was 
lacking ; this  roughage  was  used  to  fill  that  space. 
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THE  1951  ANNUAL  SESSION  GOLF  TOURNAMENT 


The  golf  tournament  this  year  was  the  biggest 
ever  and  the  prizes  donated  were  better  than  ever. 

Your  committee  is  very  grateful  to  the  exhibitors 
and  the  Association  for  their  splendid  cooperation. 

The  winners,  awards  and  donors  of  awards  are 
listed  as  follows : 

Gross 

Dr.  Francis  A.  Winchenbach,  Binoculars  — Sur- 
geons’ & Physicians’  Supply  Co. 

Dr.  John  F.  Reynolds,  Kroflite  Golf  Balls  — Win- 
throp-Stearns,  Inc. 

Dr.  Lloyd  Brown,  Desk  Lamp  — E.  F.  Mahady 
Company. 

Dr.  Edmund  N.  Ervin,  Ciba  Certificates  — Ciba 
Pharmaceutical  Products,  Inc. 

Dr.  Martyn  A.  Vickers,  Barometer  — Geo.  C. 
Frye  Co. 

Dr.  Harold  E.  Small,  Penicillin  — Wyeth,  Inc. 

Dr.  Forrest  C.  Tyson,  Head  Covers  — William  S. 
Merrell  Company. 

Dr.  George  J.  Robertson,  Lanteen  Certificates  — 
Lanteen  Company. 

Net 

Dr.  William  Spear,  Desk  Set  — U.  S.  Vitamin 
Corp. 

Dr.  Stephen  A.  Cobb,  Poker  Chips  — - Maine  Medi- 
cal Association. 

Dr.  Thomas  F.  Fay,  Seth  Thomas  Clock  — P.  J. 
Noyes  Company. 


Dr.  Carl  E.  Richards,  Trophy  — Upjohn  Com- 
pany. 

Dr.  Raymond  A.  Tougas,  Desk  Set  — The  Borden 
Co.,  and  Book  — F.  A.  Davis  Co. 

Dr.  Charles  W.  Kinghorn,  Book  — F.  A.  Davis 
Co. 

Dr.  Richard  C.  Wadsworth,  Interval  Timer  — 
General  Electric  X-ray  Corp. 

Special 

Dr.  Irving  I.  Goodof,  Leather  Bag  — Thomas  W. 
Reed  Co. 

Mr.  W.  Mayo  Payson  — by  Dick  Tadgell. 

Ladies 

Mrs.  Harold  E.  Small,  Silver  Plate  — Maine  Medi- 
cal Association,  and  Golf  Balls  — DoFIo  Chemical 
Corp. 

Miss  Louise  Trainor,  Golf  Umbrella  — Lederle 
Laboratories. 

Mrs.  Thomas  F.  Fay,  Silver  Plate  — Michael 
Salvetti. 

Mrs.  R.  E.  Murphy,  Book  Ends  — Mead  Johnson 
Company. 

Mrs.  Peter  Aucoin,  Clock  — Mead  Johnson  Com- 
pany. 

Mrs.  G.  P.  Sapiro,  Golf  Balls  — Maine  Medical 
Association. 

Francis  A.  Winchenbach,  M.  D., 

Chairman,  Golf  Tournament. 


THE  1951  ART -HOBBY  EXHIBIT 


Following  is  the  list  of  winners,  prizes  and  donors 
of  prizes  for  the  first  Maine  Medical  Association  Art- 
Hobby  Exhibit,  held  during  the  Ninety-seventh  an- 
nual session  at  Poland  Spring,  June  17,  18  and  19, 
1951. 

Crafts  — First : Dr.  Harold  S.  Pratt,  Livermore 
Falls,  Weaving  Loom  — Leather  Ash  Tray 
Set,  Maine  Medical  Association. 

Second : Dr.  Samuel  L.  Belknap,  Damariscotta, 
Chair  — Carton  Philip  Morris  Cigarettes, 
Distributor. 

Photography  — First:  Dr.  Waldo  A.  Clapp, 

Lewiston  — Tooled  Leather  Brush. 

Second  : Dr.  David  K.  Lovely,  Portland  — Car- 
ton Philip  Morris  Cigarettes,  Distributor. 


Painting  — First:  Dr.  Julius  Gottlieb,  Lewiston 
— Leather  Desk  Index. 

The  paintings  of  Dr.  John  Allen  which  had  re- 
ceived awards  at  the  American  Medical  Association 
Art  Exhibit  were  on  display.  Really  professional, 
they  were  viewed  with  great  interest  by  the  many 
visitors. 

The  judges,  claiming  no  artistic  ability,  and  ruled 
solely  by  what  appealed  to  them,  were : 

Captain  Frances  Glessner  Lee,  Littleton,  N.  H. 

Mrs.  Harold  Wahlquist,  Minneapolis,  Minnesota. 

Mrs.  Carl  E.  Richards,  Alfred. 

Mrs.  Frank  A.  Smith,  Westbrook. 

Miss  Evelyn  Gilpin,  Poland  Spring. 

Mrs.  Clyde  I.  Swett,  Island  Falls,  Chairman. 
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STANDING  COMMITTEES 
1951  - 1952 

The  Standing  Committees  for  1951-1952  were  drawn  up  by  the  Nominating  Commit- 
tee, consisting  of  one  delegate  from  each  Councilor  District,  and  accepted  at  the  Second 
Meeting  of  the  House  of  Delegates  at  the  97th  Annual  Session  of  the  Maine  Medical 
Association  at  Poland  Spring,  Maine,  June  18,  1951. 

Nominating  Committee 

First  District , Joseph  E.  Porter,  M.  D.,  Portland,  Chairman. 
Second  District,  Waldo  A.  Clapp,  M.  D.,  Lewiston. 

Third  District,  Wesley  N.  Wasgatt,  M.  D.,  Rockland. 

Fourth  District,  Carl  H.  Stevens,  M.  D.,  Belfast. 

Fijth  District,  Oscar  F.  Larson,  M.  D.,  Machias. 

Sixth  District,  Herbert  C.  Scribner,  M.  D.,  Bangor. 


Scientific  Committee 

Loring  W.  Pratt,  M.  D.,  Waterville,  Chairman 
Robert  W.  Belknap,  M.  D.,  Damariscotta 
Harry  Brinkman,  M.  D.,  Farmington 
C.  Lawrence  Holt,  M.  D.,  Portland 
The  Secretary,  ex-officio 


Public  Relations  Committee 

Frederick  T.  Hill,  M.  D.,  Waterville,  Chairman 
M.  Tieche  Shelton,  M.  D.,  Augusta 
Warren  E.  Kershner,  M.  D.,  Bath 
Theodore  C.  Bramhall,  M.  D.,  Portland 
Forrest  B.  Ames,  M.  D.,  Bangor 
The  Secretary,  ex-officio 


Committee  on  Medical  Education  and  Hospitals 

Waldo  A.  Clapp,  M.  D.,  Lewiston,  Chairman 

Clyde  I.  Swett,  M.  D.,  Island  Falls 

John  R.  Lincoln,  M.  D.,  Portland 

Hugh  A.  Smith,  M.  D.,  Bangor 

Irving  I.  Goodof,  M.  D.,  Waterville 

The  Secretary,  ex-officio 


Medical  Advisory  Committee 

Allan  Woodcock,  M.  D.,  Bangor,  Chairman 
Carl  M.  Robinson,  M.  D.,  Portland 
Frank  A.  Smith,  M.  D.,  Westbrook 
Philip  L.  Gray,  M.  D.,  Blue  Hill 
Thomas  A.  Martin,  M.  D.,  Portland 
Oscar  F.  Larson,  M.  D.,  Machias 
Gerald  H.  Donahue,  M.  D.,  Presque  Isle 
The  Secretary,  ex-officio 


Legislative  Committee 

P.  L.  B.  Ebbett,  M.  D.,  Houlton,  Chairman 
James  H.  Crowe,  M.  D.,  Ellsworth 
Roland  L.  McKay,  M.  D.,  Augusta 
Francis  A.  Winchenbach,  M.  D.,  Bath 
Charles  W.  Kinghorn,  M.  D.,  Kittery 
W.  Mayo  Payson,  Portland,  Clerk 
The  Secretary,  ex-officio 

Rural  Health  Committee 

Norman  H.  Nickerson,  M.  D.,  Greenville,  Chairman 

Harry  Brinkman,  M.  D.,  Farmington 

Stanley  R.  Lenfest,  M.  D,.  Waldoboro 

Wallace  E.  Viles,  M.  D.,  Turner 

Storer  W.  Boone,  M.  D.,  Presque  Isle 

Harvey  C.  Bundy,  M.  D.,  Milo 

W.  Mayo  Payson,  Portland,  Clerk 
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SPECIAL  COMMITTEES 
1951  - 1952 


The  following  Special  Committees  for 
C.  Harold  Jameson,  M.  D.,  of  Rockland. 

Health  Insurance  Committee 

Frank  A.  Smith,  M.  D.,  Westbrook,  Chairman 
Clyde  I.  Swett,  M.  D.,  Island  Falls 
Theodore  C.  Bramhall,  M.  D.,  Portland 
Eugene  E.  O’Donnell,  M.  D.,  Portland 
Kenneth  W.  Sewall,  M.  D.,  Waterville 
Linus  J.  Stitham,  M.  D.,  Dover-Foxcroft 
William  V.  Cox,  M.  D.,  Auburn 
W.  Mayo  Payson,  Portland  Clerk 

Committee  on  Blood  Transfusions 

Richard  C.  Wadsworth,  M.  D.,  Bangor,  Chairman 
Joseph  E.  Porter,  M.  D.,  Portland 
Gilbert  Clapperton,  M.  D.,  Lewiston 
Gerald  H.  Donahue,  M.  D.,  Presque  Isle 
John  F.  Reynolds,  M.  D.,  Waterville 

Diabetes  Committee 

Elton  R.  Blaisdell,  M.  D.,  Portland,  Chairman 
Charles  W.  Steele,  M.  D.,  Lewiston 
Frederic  B.  Champlin,  M.  D.,  Waterville 
Lyman  O.  Warren  M.  D.,  Brewer 
Charles  W.  Capron,  M.  D.,  Eastport 
Gerald  H.  Donahue,  M.  D.,  Presque  Isle 

Arthritis  Committee 

Philip  P.  Thompson,  Jr.,  M.  D.,  Portland,  Chairman 
John  O.  Piper,  M.  D.,  Waterville 
Robert  O.  Kellogg,  M.  D.,  Bangor 
Robert  A.  Frost,  M.  D.,  Auburn 

Committee  on  Mental  Health 

Margaret  R.  Simpson,  M.  D.,  Togus,  Chairman 
Amy  L.  Cattley,  M.  D.,  Lewiston 
Gerald  H.  Donahue,  M.  D.,  Presque  Isle 
Byron  V.  Whitney,  M.  D.,  Portland 
David  Davidson,  M.  D.,  Portland 

State  Committee  — National  Education  Campaign 

Martyn  A.  Vickers,  M.  D„  Bangor,  Chairman 
Francis  A.  Winchenbach,  M.  D.,  Bath 
William  F.  Mahaney,  M.  D.,  Saco 
Gerald  H.  Donahue,  M.  D.,  Presque  Isle 
Armand  Albert,  M.  D.,  Van  Buren 
John  F.  Reynolds,  M.  D.,  Waterville 

Committee  on  Conservation  of  Vision 

Howard  F.  Hill,  M.  D.,  Waterville,  Chairman 

Paul  Maier,  M.  D„  Portland 

Paul  E.  Floyd,  M.  D.,  Farmington 

Otis  B.  Tibbetts,  M.  D.,  Auburn 

Warren  E.  Kershner,  M.  D.,  Bath 

Dexter  J.  Clough,  2nd,  M.  D.,  Bangor 

Tuberculosis  Committee 

Wilbur  B.  Manter,  M.  D„  Bangor,  Chairman 
William  B.  Grow,  M.  D.,  Fairfield 
Francis  J.  Welch,  M.  D.,  Portland 
Lester  Adams,  M.  D.,  Hebron 
George  E.  Young,  M.  D.,  Skowhegan 
Edward  A.  Greco,  M.  D.,  Portland 
Seth  H.  Read,  M.  D„  Belfast 
Dean  Fisher,  M.  D.,  Lewiston  _ 

George  C.  Howard,  M.  D.,  Guilford 


1951-1952  were  appointed  by  the  President, 


Amy  W.  Pinkham  Fund  Committee 

Norman  H.  Nickerson,  M.  D.,  Greenville,  Chairman 

Virginia  C.  Hamilton,  M.  D„  Bath 

Albert  M.  Carde,  M.  D.,  Milo 

Clair  S.  Bauman,  M.  D.,  Waterville 

Thomas  A.  Foster,  M.  D.,  Portland 

Ella  Langer,  M.  D.,  Augusta 


Veterans’  Affairs  Committee 

Currier  C.  Weymouth,  M.  D.,  Farmington,  Chairman 

Elton  R.  Blaisdell,  M.  D.,  Portland 

Francis  A.  Winchenbach,  M.  D.,  Bath 

Edward  H.  Risley,  M.  D.,  Waterville 

Philip  O.  Gregory,  M.  D.,  Boothbay  Harbor 

Wilfrid  J.  Comeau,  M.  D.,  Bangor 


Committee  on  Civil  Defense 

Charles  W.  Steele,  M.  D.,  Lewiston,  Chairman 
Ralph  A.  Getchell,  M.  D.,  Portland 
Harry  Butler,  M.  D.,  Bangor 

District  Members: 

1st,  Albert  W.  Moulton,  M.  D.,  Portland,  Deputy  Chairman 

2nd,  Garfield  G.  Defoe,  M.  D.,  Dixfield 

3rd,  Frederick  C.  Dennison,  M.  D.,  Thomaston 

4th,  Harold  E.  Small,  M.  D.,  Augusta 

5th,  M.  Allan  Torrey,  M.  D.,  Ellsworth 

6th,  Richard  C.  Wadsworth,  M.  D.,  Bangor 

Members  at  Large: 

Roscoe  L.  Mitchell,  M.  D.,  Hallowed 
Clark  F.  Miller,  M.  D.,  Auburn 
Col.  O.  H.  Stanley,  M.  C.,  Brunswick 
Charles  F.  Branch,  M.  D.,  Auburn 


Committee  to  Supervise  Nurses’  Attendants 

Clyde  I.  Swett,  M.  D.,  Island  Falls,  Chairman 
Foster  C.  Small,  M.  D.,  Belfast 
Frank  A.  Smith,  M.  D.,  Westbrook 
Currier  C.  Weymouth,  M.  D.,  Farmington 
W.  Mayo  Payson,  Portland  Clerk 


Committee  on  Graduate  Education 

Joseph  E.  Porter,  M.  D.,  Portland,  Chairman 

Charles  F.  Branch,  M.  D.,  Auburn 

Lloyd  Brown,  M.  D.,  Bangor 

Milan  A.  Chapin,  M.  D.,  Auburn 

William  F.  Mahaney,  M.  D.,  Saco 

George  L.  Maltby,  M.  D.,  Portland 

Richard  C.  Wadsworth,  M.  D.,  Bangor 


American  Academy  of  Pediatrics 

Henry  C.  Thacher,  M.  D.,  Auburn 


Committee  on  Social  Hygiene 

Oscar  R.  Johnson,  M.  D„  Portland,  Chairman 
Donald  L.  Anderson,  M.  D.,  Lewiston 
Carl  E.  Blaisdell,  M.  D„  Bangor 
Harold  W.  Stanwood,  M.  D.,  Rumford 
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Committee  on  Maternal  and  Child  Welfare 

Thomas  A.  Foster,  M.  D.,  Portland,  Chairman 
Clair  S.  Bauman,  M.  D.,  Waterville 
Leroy  C.  Gross,  M.  D.,  Auburn 
Alice  A.  S.  Whittier,  M.  D.,  Portland 
Virginia  C.  Hamilton,  M.  D.,  Bath 
Theodore  M.  Stevens,  M.  D.,  Portland 

Cancer  Committee 

Joseph  E.  Porter,  M.  D.,  Portland,  Chairman 
Magnus  F.  Ridlon,  M.  D.,  Bangor 
Forrest  B.  Ames,  M.  D.,  Bangor 
Romeo  A.  Beliveau,  M.  D.,  Lewiston 
John  F.  Reynolds,  M.  D.,  Waterville 
Gordon  N.  Johnson,  M.  D.,  Houlton 
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Committee  on  Industrial  Health 

Merrill  S.  F.  Greene,  M.  D.,  Lewiston,  Chairman 

Allan  Woodcock,  M.  D.,  Bangor 

Ernest  T.  Young,  M.  D.,  Millinocket 

Albert  P.  Royal,  M.  D.,  Rumford 

Albert  C.  Todd,  M.  D.,  Brewer 

Frank  W.  Barden,  M.  D.,  Biddeford 


Medical  School  for  Maine 

Eugene  H.  Drake,  M.  D.,  Portland,  Chairman 
Frederick  T.  Hill,  M.  D.,  Waterville 
Donald  F.  Marshall,  M.  D.,  Portland 
Forrest  B.  Ames,  M.  D.,  Bangor 
Stephen  A.  Cobb,  M.  D.,  Sanford 
Foster  C.  Small,  M.  D.,  Belfast 


HOSPITAL  STAFF  MEETINGS 

Open  to  the  Profession 


CITY 

HOSPITAL 

DATE 

Augusta 

Augusta  General  Hospital 

1st  Wednesday 

Bangor 

Eastern  Maine  General 

2nd  Tuesday 

Bath 

Bath  Memorial  Hospital 

1st  Tuesday 

Belfast 

Waldo  County 

2nd  Friday 

Biddeford 

Webber  Hospital 

2nd  Thursday 

Boothbay  Harbor 

St.  Andrew's  Hospital 

4th  Tuesday 

Caribou 

Cary  Memorial 

1st  Wednesday 

Damariscotta 

Miles  Memorial 

2nd  Thursday 

Farmington 

Franklin  County  Memorial 

2nd  Monday 

Greenville 

Charles  Dean  Hospital 

2nd  Wednesday 

Hartland 

Scott  Webb  Memorial  Hospital 

1st  Wednesday 

Lewiston 

Central  Maine  General 

2nd  Thursday 

St.  Mary's  General 

2nd  Monday 

Portland 

Maine  Eye  and  Ear  Infirmary 

1st  Tuesday 

Maine  General 

2nd  Friday 

Mercy 

3rd  Thursday 

Presque  Isle 

Presque  Isle  General 

1st  and  3rd  Tuesdays 

Rockland 

Knox  County  General 

1st  Monday 

Rumford 

Rumford  Community 

4th  Wednesday 

Sanford 

Goodall  Memorial 

2nd  Monday 

Waterville 

Sisters 

2nd  Tuesday 

Thayer 

Every  Thursday 

The  above  list  was  compiled  from  a questionnaire  sent  out  by  the  Maine  Hospital  Association. 
Additions  or  corrections  will  be  made  on  notification  to  the  Secretary,  Maine  Hospital  Association, 
Thayer  Hospital,  Waterville. 
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alsdase’in  surgery 

Preoperative,  Operative,  Postoperative— 

The  complicating  factors  of  venous  thrombosis  and  "worn-out”  veins  have  frequently 
made  intravenous  fluid  administration  a difficult  and  uncomfortable  procedure. 

The  simplicity  of  subcutaneous  fluid  administration  aided  by  Alidase  (hyaluronidase) 
and  the  safety  of  this  route  make  hypodermoclysis  a valuable  method  for  preoper- 
ative and  postoperative  fluid  administration. 


During  surgery,  Alidase-facilitated  hypodermoclysis  often  offers  the  distinct  advan- 

tage  of  permitting  injection  at  a site  remote  from  the  surgical  field  and  eliminates  imIMms 

the  cumbersome  arm  board.  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


RESEARCH  IN  THE  SERVICE 


OF  MEDICINE 


SEARLE 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 
Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  \1.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Harry  D.  McNeil,  M.  D.,  Bangor 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Androscoggin 

The  May  meeting  of  the  Androscoggin  County  Medical 
Society  was  held  at  8.30  p.  m.,  Thursday,  May  24,  1951,  in 
the  Clinic  Room  of  the  Central  Maine  General  Hospital. 

Dr.  Gilbert  Clapperton  reported  for  the  special  committee 
appointed  at  the  April  meeting  to  investigate  the  Red  Cross 
Blood  Procurement  Program.  Dr.  Clapperton  made  for  his 
committee  the  recommendation  that  the  County  Society  en- 
dorse this  program.  It  was  voted  to  do  so,  and  to  instruct 
the  delegates  of  this  vote  for  their  guidance  when  a similar 
question  is  presented  to  the  House  of  Delegates  at  the  Annual 
Meeting  of  the  Maine  Medical  Association. 

It  was  voted  to  hold  the  next  meeting  of  the  Society  on  the 
usual  evening  and  at  the  usual  time  in  September. 

It  was  voted  to  authorize  the  president  to  appoint  a com- 
mittee to  prepare  plans  for  the  Fall  Clinical  Session  of  the 
Maine  Medical  Association,  to  be  held  in  Lewiston. 

The  programs  for  the  April  and  May  meetings  consisted 
of  a detailed  and  very  valuable  and  important  presentation  of 
the  current  status  of  civil  defense  planning  in  Maine.  This 
discussion  was  presented  by  Dr.  Steele,  Dr.  Miller,  Dr. 
Branch,  Dr.  Goodwin,  and  Mr.  Lever,  the  State  Deputy  for 
Chemical  W arfare  Defense. 

Dean  Fisher,  M.  D., 
Secretary. 


Franklin 

The  Franklin  County  Medical  Society  and  the  Staff  of  the 
Franklin  County  Memorial  Hospital  held  their  annual  Spring- 
Institute  of  Medicine  at  the  hospital  on  Wednesday,  April  18, 
1951.  This  was  an  all  day  meeting  with  Case  Presentations  in 
the  morning.  Dr.  James  Paterson  of  the  New  England  Medi- 
cal Center,  Boston,  led  the  discussion  at  the  afternoon  ses- 
sions. 

Following  a banquet  in  the  evening  at  Voter’s  Dining 
Rooms,  Dr.  Foster  C.  Small,  President  of  the  Maine  Medical 
Association,  talked  briefly  relative  to  the  problems  facing 
Maine  doctors  today  and  Dr.  James  A.  MacDougall,  Coun- 
cilor for  the  Second  District,  explained  councilor  duties. 

Dr.  Paterson,  guest  speaker  of  the  evening,  spoke  on  “Skin 
Manifestations  of  Internal  Disease,”  and  showed  slides  on  the 
“Use  of  Cortisone  in  Certain  Skin  Diseases.” 

Paul  E.  Floyd,  M.  D., 

Secretary. 


Kennebec 

A regular  county  meeting  of  the  Kennebec  County  Medical 
Association  held  at  the  Augusta  House,  Augusta,  Maine, 
May  17,  1951,  began  with  dinner  served  to  thirty-two  mem- 
bers and  guests  at  7.15  p.  m. 

In  the  absence  of  President  Harlow,  Vice  President  Fran- 
cis II.  Sleeper  took  the  chair  for  the  evening.  The  record  of 
the  previous  meeting  was  read  and  approved. 

George  I.  Gould,  M.  D.,  of  Richmond,  was  elected  to  mem- 
bership. 

Dr.  Sleeper  then  called  on  Foster  C.  Small,  M.  D.,  of 
Belfast,  President  of  the  Maine  Medical  Association,  who 
addressed  us  with  a few  well  chosen  words. 

Dr.  Sleeper  introduced  Richard  C.  Ford  of  Boston  whose 
subject  was  “Unexpected  Deaths  in  Infants.”  He,  in  his  dis- 
cussion illustrated  by  colored  slides,  referred  to  the  unex- 
pected infant  deaths  usually  labeled  smothering  or  suffocation 
- — said  it  is  virtually  impossible  for  a baby  to  smother  in  its 
crib  on  a sheet  or  blanket — most  such  deaths  are  acute  infec- 
tions— viruses  or  bacterial,  i.e.  hemolytic  streptococcus,  men- 
ingococcic  bacteremia,  virus — accidental  cases  are  due  to  balls 
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and  marbles  Q4  to  J4)  quite  fatal — or  food  pieces — celery, 
cucumber,  etc.,  plugging  tbe  windpipe — also  head  injuries, 
they  fracture  easily ; other  head  conditions  are  vaccinia  en- 
cephalitis (virus  activating  latent  virus)  meningitis  of  gen- 
eral bacteremia.  A study  is  being  made  of  infant  deaths  at 
Boston,  Baltimore,  Queens  Co.,  New  York,  and  Cleveland, — 
the  material  sent  to  the  children’s  bureau  at  Bethesda,  Mary- 
land, and  the  Public  Health  Service.  After  some  questions 
and  discussion  the  meeting  adjourned. 

A.  H.  Morrell,  M.  D., 
Secretary. 


Piscataquis 

A meeting  of  the  Piscataquis  County  Medical  Association 
was  held  at  Dr.  George  Howard’s  camp  on  Whetstone  Pond, 
in  Blanchard  on  May  24.  All  active  members  and  one  senior 
member  were  present. 

A.  M.  Carde,  M.  D.,  of  Milo,  was  elected  alternate  delegate 
to  the  Maine  Medical  Association  to  fill  the  vacancy  caused 
by  tbe  death  of  Guy  Dore. 

A committee  was  appointed  to  draw  up  resolutions  on  the 
death  of  Guy  Dore.  They  submitted  the  following : 

Whereas,  the  Divine  Maker  in  His  infinite  wisdom  has 
taken  from  us  our  beloved  Brother,  Guy  E.  Dore ; 

Be  it  resolved,  that  in  Dr.  Dore’s  death  the  medical  pro- 
fession has  lost  a brother  whose  high  ideals,  devotion  to  duty, 
and  sympathetic  understanding  of  human  nature  were  an  in- 
spiration to  us  all. 

Resolved,  that  the  Piscataquis  County  Medical  Association 
has  lost  a true  and  trusted  member  whose  presence  with  us 
will  be  greatly  missed. 

Resolved,  that  a copy  of  these  resolutions  be  sent  to  the 
Maine  Medical  Association,  and  a copy  spread  upon  the  rec- 
ords of  our  Association  and  a copy  sent  to  Dr.  Dore’s  widow 

N.  H.  Nickerson,  M.  D., 
Secretary. 


Waldo 

The  Waldo  County  Medical  Society  met  at  the  Windsor 
Hotel,  Belfast,  Monday  evening,  May  14th,  with  Dr.  A.  O. 
Stein  presiding. 

The  speaker  of  the  evening  was  Dr.  Warren  Bennett  of  the 
Pratt  Diagnostic  Hospital.  His  subject,  ACTH  and  corti- 
sone was  very  well  presented  and  be  showed  an  excellent  un- 
derstanding of  the  use  of  these  agents.  The  interest  of  the 
members  was  evidenced  by  the  discussion  which  followed. 

Voted  to  hold  the  next  meeting  in  July. 


On  the  question  of  Blue  Shield,  our  delegate  was  instructed 
to  vote  in  favor  of  it  at  the  annual  meeting  of  the  House  of 
Delegates. 

The  question  of  availability  of  druggists  on  nigbts,  Sundays 
and  holidays,  was  brought  up,  and  Dr.  E.  W.  Stein  was  ap- 
pointed a committee  of  one  to  interview  the  local  druggists 
and  see  if  an  arrangement  can  be  made  to  have  at  least  one 
available  at  all  times. 

R.  L.  Torrey,  M.  D., 

Secretary. 


Washington 

A regular  meeting  of  the  Washington  County  Medical  So- 
ciety was  held  Wednesday,  June  13,  at  the  Congregational- 
Christian  Vestry,  Lubec,  Maine,  with  fifteen  members  and 
guests  present. 

Following  an  excellent  lobster  dinner  prepared  by  the 
Ladies’  Social  Union  of  the  Church,  Dr.  Herbert  S.  Everett 
of  St.  Stephen,  N.  B.,  president  of  the  Washington  County 
Medical  Society,  presided  at  a business  meeting. 

Dr.  Robert  G.  MacBride  of  Lubec,  spoke  relative  to  a meet- 
ing of  delegates  held  in  Pittsfield  about  the  Blue  Shield  plan. 
They  were  in  favor  of  more  representation  of  M.  D.’s  on  the 
Blue  Shield  board  of  directors.  It  was  voted  to  instruct  our 
delegate  to  vote  in  favor  of  more  representation  and  also 
against  reduction  of  fees  to  non-members. 

A report  from  the  Pine  Tree  Society  for  Crippled  Children 
was  brought  to  the  attention  of  the  members. 

The  following  were  elected  to  the  committee  on  Diabetes ; 
Dr.  Charles  W.  Capron,  Eastport,  Chairman;  Dr.  Herbert  S. 
Everett,  St.  Stephen,  N.  B. ; and  Dr.  Karl  V.  Larson,  East 
Machias. 

Dr.  Everett  then  introduced  Dr.  Carl  Irwin  of  Bangor, 
Maine,  who  spoke  on  Traumatic  Injuries  to  the  Head  and 
Spinal  Cord.  Dr.  Irwin  gave  a very  informative  talk  on  the 
present  day  treatment  of  head  and  spinal  injuries  covering 
the  methods  used  for  simple  concussion  to  compound  fractures 
and  lacerations  of  the  brain  structure.  He  stressed  tbe  im- 
portance of  considering  tbe  patient  as  a whole  and  brought 
forth  the  fact  that  many  of  the  head  injury  patients  die  from 
pneumonia,  urinary  infection  or  other  injuries  rather  than  the 
head  injury.  This  was  followed  by  a round  table  discussion. 

Members  were  invited  to  attend  the  clinical  sessions  of  the 
New  Brunswick  Medical  Society  at  St.  Andrews,  September 
5-8,  1951. 

Members  of  tbe  Washington  County  Woman’s  Auxiliary 
were  present  as  guests. 

Karl  V.  Larson,  M.  D., 
Secretary. 


HOSPITAL  NOTES 

Franklin  County  Memorial  Hospital 


The  regular  monthly  meeting  of  the  Staff  of  the  Franklin 
County  Memorial  Hospital  was  held  at  the  Nurses’  Home, 
Monday  evening,  May  14,  1951.  Ten  members  and  two  guests, 
Dr.  Arch  H.  Morrell,  Augusta,  and  Dr.  George  L.  Maltby, 
Portland,  were  present. 


The  subject  for  the  evening  discussion  on  “Treatment  of 
Head  Injuries”  was  ably  presented  by  Dr.  Maltby. 

Paul  E.  Floyd,  M.  D.,  Secretary, 
Franklin  County  Memorial  Hospital  Staff. 
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TREASURER'S  REPORT 

To  the  Officers  and  Members  of  the  Maine  Medical  Association: 

The  books  of  the  Association  and  Journal  were  closed  and  audited  as  of  May  31, 
1951,  by  Jordan  and  Jordan,  Accountants  and  Auditors,  Portland,  who  state  that  “the  same 
are  complete  and  correct  in  all  details  of  record,”  and  submitted  the  following  statements 
“properly  drawn  up  to  show  the  true  financial  position  of  the  Association,  May  31,  1951, 
and  the  income  and  expense  for  the  year  under  review.” 

Frederick  R.  Carter,  M.  D., 

Treasurer. 


Balance  Sheet,  May  31,  1951 


ASSETS 

Cash  in  Banks  $22,494.85 

Accounts  Receivable : — 

Dues  $630.00 

Advertising  696.55 

1,326.55 

Securities  9,805.00 

Furnishings  and  Equipment  1,092.59 

Deferred  Expenses— Annual  Meeting  66.87 

Advance  Payroll  76.92 

Trust  Fund  Investments  3,290.48 

Canal  National  Bank  — A.  M.  A.  Assess- 
ment Fund  50.00 


Total  Assets  $38,203.26 

LIABILITIES- 

Accounts  Payable  $ 851.78 

Social  Security  and  Withholding  Taxes  ..  365.70 

Deferred  Income  — Convention  Exhibit 

Space  1,230.00 


Total  Liabilities  2,447.48 


Assets  in  Excess  of  Liabilities  $35,755.78 


CAPITAL  AND  FUNDS 

Capital  Account  $32,415.30 

Trust  Funds  3,290.48 

A.  M.  A.  Assessment  Fund  50.00 


Total  Capital  and  Funds  $35,755.78 


Capital  Account 

Balance— June  1,  1950  $37,243.08 

Add:— 

N.  E.  Council,  Charged  Off  May  31, 

1950 — budgeted  for  year  ended  May 

31,  1951  $100.00 

Refund — Health  Council  of  Maine  — 

Charged  Off  May  31,  1950  100.00 

200.00 


Deduct : — 

Expense  in  Excess  of  Income  — One 
Year  


$37,443.08 

5,027.78 


Balance — May  31,  1951 


$32,415.30 


Trust  Funds  and  Investments 

Prince  A.  Morrow  Trust: — 

12  Shares  American  Agricultural 


Chemical  Co.  (Cost)  $ 348.00 

Canal  National  Bank  — Savings  No. 

3905  1,714.73 

$2,062.73 

Thayer  Library  Trust:— 

Canal  National  Bank  — Savings  No. 

3903  1,227.75 


Total  Trust  Fund  Investments  $3,290,48 

Trust  Funds: — - 

Prince  A.  Morrow  Fund: — 

Principal  $ 554.94 

Income  1,507.79 

$2,062.73 

Thayer  Library  Fund  : — 

Principal  $1,154.20 

Income  73.55 

1,227.75 

Total  Trust  Funds  $3,290.48 


Statement  of  Revenue  and  Expense 
One  Year  Ended  May  31,  1951 


REVENUE 

Dues  $23,012.50 

Income  from  Investments  520.80 

State  Journal  Advertising  Bureau  6,927.72 

Local  Advertising  779.28 

Subscriptions  and  Sales  of  Journals  26.45 

Exhibit  Space  Rentals  — Convention  1,910.00 

American  Medical  Association  — for 

Collection  of  Dues  233.00 


Total  Revenue  $33,409.75 


EXPENSE 
Secretary  and  Treasurer’s  Office: — 
Salary  — Secretary,  Treasurer  and 


Editor  $4,500.00 

Assistant  Secretary  3,000.00 

Office  Assistance  137.50 

President’s  Expenses  425.00 

Social  Security  Taxes  90.06 

Secretary  and  Treasurer’s  Expenses  ....  73.21 

Councilors’  Expenses  420.08 


Continued  on  page  2^7 
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Effective  against  many  bacterial  and  rickettsial  infections, 
as  well  as  certain  protozoal  and  large  viral  diseases. 

AUREOMYCIN 


Hydrochloride  Crystalline 


The  Obstetrician  is  daily  finding 

aureomycin  an  increasingly  valuable  agent  for  the  prevention  and  treat' 
ment  of  infection.  It  may  be  given  to  advantage  prophylactically  in  long 
and  difficult  labors  and  in  all  operative  deliveries  or  infected  abortions. 
Aureomycin  not  only  attacks  the  maternal  disease  but  also,  by  its 
passage  in  therapeutic  concentrations  into  the  placental  circulation,  treats 
possible  infection  in  the  child  before  and  during  birth.  Aureomycin  has 
proved  its  usefulness  in  endometritis,  parametritis,  urinary  infection,  in- 
fected  thrombophlebitis  and  other  infections,  caused  by  a wide  variety 
of  organisms.  Aureomycin  is  a drug  indispensable  to  obstetric  practice. 

Packages 

Capsules:  Bottles  of  25  and  100,  50  mg.  each  capsule.  Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE 


LABORATORIES 
Gfanamld  i 


DIVISION 


AMERICAN  I 


COMPANY 


30  Roekefeller  Plaza,  New  York  20,  N.  Y. 
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• • • plenty  of 
citrus  fruits 


Most  obstetricians  today  insist  that  their 
mothers  ingest  plenty  of  vitamin  C, 
particularly  after  the  first  trimester*  (8  oz. 
citrus  juice  during  pregnancy,  12  oz.  while 
lactating).6  When  an  adequate  nutritional 
regimen  (with  particular  reference  to 
vitamin  C)  is  followed  throughout 
pregnancy,  toxemia  is  reduced7— more 
babies  are  born  normally  and  with  a higher 
birth  weight3,4— premature  and  still  births 
are  fewer3,4— and  both  maternal  and  infant 
health  are  improved  postpartum.2  Most 
mothers  enjoy  the  flavor  of  fresh  Florida 
citrus  fruits  (so  rich  in  vitamin  C and 
containing  other  nutrients* ) , as  well  as  the 
energy  pick-up  provided  by  their  easily 
assimilable  fruit  sugars.5 

*Citrus  fruits  — among  the  richest  known  sources 
of  vitamin  C—also  contain  vitamins  A and  B, 
readily  assimilable  natural  fruit  sugars , 
and  other  factors,  such  as  iron, 
calcium,  citrates  and  citric  acid. 

FLORIDA  CITRUS  COMMISSION 

LAKELAND,  FLORIDA 


References; 

I.  Burke,  B.  S.  and  Stuart,  H.  C.:  J.A.M.A.,  137:119, 
1948.  2.  Burke,  B.  S.  et  at:  Am.  J.  Obst.  & Gynec., 
46:38,  1943.  3.  Burke,  B.  S.  et  al.:  J.  Nutrition,  26:569, 

1943.  4.  Javert,  C.  T.  and  Finn,  W E:  Texas  State 

J.  Med.,  46:745,  1950.  5.  McLester,  J.  S.:  Nutrition  and 
Diet  in  Health  and  Disease,  Saunders,  Phila.,  4th  ed., 

1944.  6.  National  Research  Council:  “Recommended 
Food  and  Nutrition  Board,  Daily  Allowances  for 
Specific  Nutrients,”  Wash.,  D.  C.,  1948.  7.  People’s 
League  of  Health:  J.  Lancet,  2:10,  1942. 


Florida 

Oranges  • Grapefruit 
Tangerines 


• N AAA7  V'Ta  i 
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Treasurer’ s Report— Continued  from  page  21*1* 


Office  Expenses : — 

Rent  and  Lights  409.00 

Supplies  and  Stationery  315.83 

Telephone  237.30 

Postage  and  Mailing  Expenses  304.70 

Auditing  180.28 

Treasurer’s  Bond  5.00 

Advertising  30.00 

Subscriptions  and  Periodicals  83.50 

Miscellaneous  94.40 

A.  M.  A.  Meetings  670.98 

Medical  Advisory  and  Special  Commit- 
tees   1,451.06 

Annual  Meeting  2,223.85 

Clinical  Sessions  166.61 

1 1 ( mse  of  Delegates  135.73 

Delegates  — New  England  Medical 

Societies  44.71 

New  England  Council  100.00 

5-  and  10-Year  Bars  27.00 

Roster  Reprints  40.00 


$15,165.80 

Printing  $10,598.31 


Plates  534.53 

11,132.84 

Executive  Secretary’s  Office  12,138.89 


Total  Expense  38,437.53 


Expense  in  Excess  of  Revenue  — 

One  Year  $5,027,78 


Statement  of  Executive  Secretary’s  Expenses 

Salary  — Executive  Secretary  $7,000.00 

Stenographer  2,000.00 

Travel  and  Convention  Expenses  332.68 

County  Societies  136.24 

National  Education  Campaign  426.14 

Legislative  Session  822.29 

A.  M.  A.  Meetings  84.00 

Maine  Plan  $170.00 

Less  : — 

Received  for  Maine  Plan  33.00 

137.00 

Office  Expenses : — 

Rent  and  Lights  424.62 


Supplies  and  Stationery  175.51 

Telephone  308.41 

Postage  66.00 

Social  Security  Taxes  75.05 

Repairs  41.15 

Subscriptions,  Books  and  Periodicals  69.10 

Miscellaneous  40.70 

Total  $12,138.89 


Statement  of  Cash  Receipts  and  Disbursements  — 


Operating 

Cash  in  Banks  — June  1,  1950  $26,328.79 

RECEIPTS 

Received  from  Dues  $23,047.50 

Income  from  Investments  520.80 

Exhibit  Space  Rentals  2,110.00 

Subscriptions  and  Sales  of  Journals  26.45 

Advertising  7,704.92 

Social  Security  and  Withholding  Taxes  1,890.98 

Refund  — Health  Council  of  Maine  100.00 

Maine  Plan  142.53 

A.  M.  A.  — for  Collection  of  Dues  233.00 

35,776.18 

$62,104.97 


DISBURSEMENTS 
Secretary  and  Treasurer’s  Office: — 

Salaries  $7,637.50 

Traveling  and  Other  Expenses  918.29 

Office  Expenses  1,660.01 

A.  M.  A.  Meetings  670.98 

Special  Committees  451.06 

Annual  Meetings  2,260.31 

Clinical  Sessions  166.61 

Delegates  — New  England  Medical 

Societies  44.71 

House  of  Delegates  135.73 

5-  and  10- Year  Bars  27.00 

Roster  Reprints  40.00 

Printing  and  Plates  11,293.67 

Social  Security  and  Withholding  Taxes  2,008.46 


$27,314.33 


Continued  on  page  21*8 


UNSCENTED  COSMETICS 

FOR  THE  ALLERGIC  PATIENT 

AR*EX  Cosmetics  ere  the  only  complete  line  of  unscented  cosmetics 
regularly  stocked  by  pharmacies.  To  be  certain  that  your  perfume 
sensitive  patients  do  not  get  scented  cosmetics/  prescribe  AR-iX 
Unscented  Cosmetics.  SEND  FOR  FREE  FORMULARY. 


AR-EX  COSMETICS,  INC\,  1036  W.  VAN  BUREN  ST., 


FREE  FORMULARY 

OR 

ADDRESS 

CITY 

STATE 


CHICAGO  7,  ILL. 
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Advertisement 

From  where  I sit 
Jby  Joe  Marsh 


"One  For 
The  Book" 


Treasurer’s  Report— Continued  from  page  2Jtf 


Executive  Secretary’s  Office  : — 

Salaries  $9,076.92 

Travel  Expenses  332.68 

A.  M.  A.  Meetings  96.50 

Office  Expenses  1,170.49 

National  Education  Campaign  490.67 

County  Societies  136.24 

Maine  Plan  170.00 

Legislative  Session  822.29 


$12,295.79 

39,610.12 

$22,494.85 


Miss  Reynolds , our  town  librarian , 
really  put  a smart-aleck  motorist  in 
his  place  last  week — happened  right 
in  center  of  town,  at  the  corner  of 
Main  and  Walnut. 

Her  car  stalled,  tying  up  traffic. 
Most  drivers  just  waited  quietly — 
realizing  she  couldn’t  help  it — but  one 
fellow  kept  blaring  away  on  his  horn. 

So  Miss  Reynolds  gets  out  of  her 
car,  walks  over  and  says  sweetly c “ I’m 
afraid  I can't  start  my  engine.  But  if 
you'd  like  to  try  I’ll  stay  here  and 
lean  on  that  horn  for  you.”  That  stop- 
ped him — cold! 

From  where  I sit,  a lot  of  us  are 
sometimes  overeager  to  “sound  off” 
before  we  really  understand  what  it’s 
all  about.  Like  those  who  would  tell  a 
man  where  and  how  he  should  prac- 
tice his  profession  . . . like  others  who 
would  deny  their  neighbors  the  right 
to  a glass  of  beer  now  and  then.  It’s  a 
good  idea  to  get  a true  picture  of  the 
situation  before  blasting  out  at  any- 
one who  “gets  in  the  way”  of  our  own 
pet  ideas! 


Cash  in  Banks  — May  31,  1951 

Canal  National  Bank  — Checking  Ac- 
count   $13,772.82 

Canal  National  Bank  - — Savings  Account  1,809.58 

Maine  Savings  Bank  3,221.98 

Portland  Savings  Bank  3,176.57 

First  National  Granite  Bank  513.90 

$22,494.85 


Statement  of  Cash  Receipts  and  Disbursements 
A.  M.  A.  Assessment  Fund 

One  Year  Ended  May  31,  1951 


Cash  in  Bank  — June  1,  1950  $ 389.00 

RECEIPTS 

Received  from  Assessments  14,275.00 


$14,664.00 


DISBURSEMENTS 

Remitted  to  American  Medical  Associa- 
tion   $14,500.00 

Printing,  Billheads,  etc 114.00 

14,614.00 

Canal  National  Bank  — Balance 

May  31,  1951  $50.00 


Securities  — May  31,  1951 
BONDS 

$3,000  Portland  Terminal  Company,  1st 

Mortgage  5’s,  1961  $3,045.00 

$ 700  Prudence  Bond  Corporation,  1st 
Mortgage  Coll.,  Series  6,  5j4’s,  1936 

(Defaulted)  700.00 

$4,000  U.  S.  Savings  Bonds,  “G”,  due 

July  1,  1956  4,000.00 

$2,000  U.  S.  Savings  Bonds,  “G”,  due 

March  1,  1961  2,000.00 

STOCKS 

10  Shares  Mortbon  Corp.  of  N.  Y.  60.00 


Total  Securities  $9,805.00 


Copyright,  1951,  United  States  Brewers  Foundation 
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Foreword  to  the  Maine  General  Hospital  Issue 


This  issue  of  the  Journal  represents  the  Fourth 
:ollection  of  articles  from  this  Hospital  in  the  current 
lospital  series.  The  editorial  committee,  whose  re- 
sponsibility it  is  to  supervise  the  preparation  and 
collection  of  these  papers,  have  collected  ten  papers 
md  as  previously  these  have  been  planned  to  include 
:he  general  activities  of  the  hospital.  There  are  five 
irticles  from  the  Clinical  Services,  two  of  which  deal 


with  problems  occurring  in  general  practice ; three 
papers  from  the  Laboratory  and  X-ray  Departments, 
including  a timely  analysis  of  a chest  survey  pro- 
gram ; two  articles  from  the  Administrative  Depart- 
ment concerning  financial  problems  of  hospitalization. 

Editorial  Committee, 
Maine  General  Hospital. 


CLINICAL  AND  DEPARTMENTAL 


ACUTE  OBSTRUCTION  OF  THE  SMALL  INTESTINE 

Jack  Spencer,  M.  D.,  and  Langdon  T.  Thaxter,  M.  D.* 


In  1928,  Case  reported  on  the  value  of  radiological 
ixamination  of  the  abdomen  in  cases  of  suspected 
ntestinal  obstruction.  At  the  Maine  General  Hos- 
pital one  of  the  authors  (L.  T.  T.)  became  interested 
n this  subject  and  with  the  full  cooperation  of  the 
mrgical  service,  the  interest  of  obtaining  a scout  film 
in  all  acute  abdominal  cases  presenting  a diagnostic 
problem  was  stimulated.  Since  1928,  most  of  the 
:ases  admitted  to  this  hospital  with  an  acute  abdomen 
without  established  diagnosis  have  had  radiological 
studies  of  the  abdomen.  The  early  cases  were  re- 

*  Department  of  Roentgenology,  Maine  General  Hospital, 
Portland,  Maine. 


ported  at  the  Radiological  Society  of  North  America 
in  1946. 

The  material  for  this  paper  represents  a study  of 
one  hundred  and  ninety  cases  of  acute  mechanical 
obstruction  of  the  small  bowel  since  1938.  Of  these, 
one  hundred  and  eleven  cases  had  radiological  studies 
and  a diagnosis  of  small  bowel  obstruction  was  estab- 
lished at  time  of  operation  or  autopsy.  Hence  this 
group  affords  an  excellent  opportunity  to  correlate 
the  roentgen  ray  studies  with  the  operative  findings. 
Cases  of  external  hernia,  carcinomatosis  and  peri- 
tonitis where  the  obstruction  was  of  secondary  im- 
portance have  been  excluded.  This  corresponds  to 
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reports  from  Massachusetts  General  Hospital  by 
Scudder,  Richardson,  Mclver,  McKittrick  and 
Sarris. 

It  has  frequently  been  reported  (by  others)  that 
with  adequate  roentgen  study,  the  diagnosis  of  intes- 
tinal obstruction  is  highly  accurate.  Furthermore,  the 
location  of  the  lesion  may  be  approximated  in  a large 
percentage  of  cases  and  in  some  the  nature  of  the 
obstruction  may  be  anticipated.  As  early  as  1915, 
Case  reported  on  the  use  of  the  roentgen  ray  in  the 
diagnosis  of  obstruction.  During  the  last  decade  a 
mass  of  literature  has  appeared  on  the  subject.  The 
literature  has  been  adequately  reviewed  in  the  recent 
book  of  Wangensteen,  and  also  by  Golden,  therefore 
no  attempt  will  be  made  to  duplicate  their  extensive 
studies. 

Roe-ntgenological  Study 

It  has  been  a routine  practice  to  obtain  “scout 
films’’  on  all  acute  abdominal  cases  admitted  to  the 
Maine  General  Hospital  when  the  diagnosis  has  not 
been  clearly  established  clinically.  Ideally,  the  single 
film  should  be  studied  immediately  and  if  further 
information  is  desired,  an  upright  film  should  be 
taken  including  the  diaphragms  to  determine  the  pres- 
ence of  fluid  levels  or  free  air  in  the  peritoneal  cav- 
ity. A decubitus  film  with  the  right  or  left  side  up, 
or  a lateral  view  in  the  supine  position  if  the  patient 
is  acutely  ill,  will  give  the  same  information  and  will 
also  help  to  identify  further  the  point  of  obstruction. 
In  the  study  of  all  films,  the  following  points  are  kept 
in  mind : — - 

1 . Abnormal  gas  shadows,  due  to  : 

a.  Intestinal  tract,  and  what  part. 

b.  Pneumoperitoneum. 

c.  Air  in  the  biliary  tract. 

d.  Fluid  levels. 

2.  Possible  causes  of  mechanical  or  reflex  ileus. 

a.  Renal  stones. 

b.  Gall  stones. 

c.  Fecoliths. 

d.  Foreign  bodies. 

3.  Abnormal  soft  tissue  shadows. 

4.  Bony  abnormalities. 

Visible  gas  in  the  gastro-intestinal  tract  may  be 
demonstrated  normally  in  the  stomach,  colon  and  less 
often  in  the  duodenum.  After  an  enema,  fluid  and 


gas  may  pass  through  the  ileocecal  valve  into  the 
small  bowel,  but  in  such  cases  the  gas  is  minimal  in 
amount  and  is  usually  limited  to  the  terminal  ileum, 
which  shows  no  dilatation.  In  cases  of  large  bowel 
obstruction,  the  iloececal  valve  may  be  patent  with 
dilated  small  bowel.  Sometimes  in  the  case  of  large 
bowel  obstruction,  the  valve  does  not  open  and  there 
are  varying  degrees  of  distention  of  the  cecum  even 
with  rupture  and  localized  abscess  formation. 

The  occurrence  of  gas  in  the  small  bowel  after  in- 
strumentation for  retrograde  pyelography  and  also  in 
any  acute  abdominal  pain  is  a familiar  observation. 
At  times  it  may  be  difficult  to  decide  whether  this 
gas  is  of  primary  importance,  but  usually  the  history 
plus  the  fact  that  the  bowel  is  not  dilated,  will  help  to 
determine  the  significance  of  the  changes.  (Figure 
1.)  The  important  point,  therefore,  is  not  only 
whether  gas  is  present,  but  whether  there  is  dilatation 
of  the  small  bowel. 

An  attempt  should  be  made  to  determine  the  loca- 


Figure  1 

Case  of  renal  colic  with  gas  in  the  large  and  small  bowel. 
A segment  of  small  bowel  in  the  region  of  the  left  sacroiliac 
joint  is  outlined  with  gas,  and  mucosal  folds  (Kerkring’s 
folds)  can  be  identified.  There  is  no  evidence  of  mechanical 
obstruction  in  this  case. 
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ion  of  the  gas  and  thereby  estimate  the  location  of 
he  obstruction.  In  general,  it  may  he  stated  that  the 
jejunum  is  mostly  in  the  left  upper  abdomen  extend- 
ng  to  the  left  lower  quadrant,  while  the  ileum  is  to 
:he  right,  extending  into  the  right  lower  quadrant  and 
pelvis.  When  the  bowel  is  markedly  distended  how- 
ever, the  positions  may  be  altered  so  that  this  obser- 
vation, though  it  may  be  helpful,  is  not  entirely  de- 
pendable. 


Figure  2 
a,  b,  c 

Radiograph  of  segments  of  small  intestine,  after  injection 
with  air. 

a.  Upper  jejunum. 


The  anatomical  characteristics  give  the  most  im- 
portant information.  The  lumen  of  the  jejunum  is 
the  widest  part  of  the  small  intestine.  (Figures  2, 
a,  b,  c).  The  circular  or  transverse  mucosal  folds 
(valvulae  conniventes  or  Kerkring’s  folds)  are 
higher,  closer  and  thicker  than  those  of  the  ileum  and 
cannot  he  obliterated.  The  ileum  has  a narrower 
lumen,  the  mucosal  folds  are  fewer  in  number,  are 
slender,  shallow,  and  can  he  obliterated  in  the  dis- 


b.  Mid  small  bowel. 
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c.  Terminal  ileum. 


tended  segments.  (Chart  2.)  With  a small  amount 
of  gas  in  the  jejunum  a typical  “feathery”  appear- 
ance is  evident,  which  changes  to  a “herring-bone”  or 
“coil-spring”  pattern  as  dilatation  increases.  The 
wall,  therefore,  appears  straighter  and  thinner. 
(Figure  3.) 

In  lower  jejunal  obstruction  the  mucosal  folds  be- 
come straighter,  giving  a “squaring”  of  the  segments. 
For  this  reason  it  is  sometimes  difficult  to  distinguish 
this  portion  of  the  small  bowel  from  the  colon.  In 
such  cases  a barium  enema  may  he  necessary  for 
differentation.  (Figure  4.)  In  selected  cases  further 
study  by  means  of  the  Miller-Abbott  tube  and  barium 
injection  may  be  helpful  in  localization  of  an  obstruc- 
tion. 

As  the  more  distal  segments  of  the  ileum  are  in- 
volved, the  mucosal  folds  become  fewer,  wider  apart, 
and  more  easily  oblitered,  giving  a “characterless” 
appearance  to  the  markedly  dilated  loops. 

The  colon  is  distinguished  by  its  haustral  markings 
and  the  fact  that  it  lies  laterally,  except  for  the  trans- 
verse colon,  which  is  in  continuity  with  the  lateral 
areas.  Its  walls  are  thicker  and  dip  downward,  the 
haustral  marking  giving  a scalloped  appearance. 


Figure  3 

Early  high  jejunal  obstruction.  Note  “feathery”  pattern  of 
dilated  jejunum. 


A ' ' a ' a 


Figure  4 

Ixjw  jejunal  obstruction.  (Compare  with  Figure  3.)  Note 
“Squaring”  effect  of  mucosal  folds  and  the  folds  are  wider 
apart. 
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CHART  2 

Anatomical  and  Roentgen  Ray  Characteristics  of  the  Normal  Intestinal  Tract 


Jejunum 

Ileum 

Colon 

Location 

Left  upper  quadrant 

Right  lower  quadrant 
and  pelvis 

Laterally  except  for 
transverse  which  can  be 
seen  in  continuity  with 
lateral  portions 

Thickness  of  walls 

Thick 

Thin 

Thickest 

Lumen 

Widest  part  of 
small  intestine 

Not  as  wide 

Widest  portion  of 
intestine 

Mucosal  folds 

Kerkring’s  folds 

Circular  folds 

Coarse  haustral 

(Circular  folds) 

Higher,  closer 
Thicker 

Shallower 
Fewer,  thinner 

markings 

With  Distention 

1.  “Feathery”  appearance  with  a small  “Characterless”  appearance  Haustral  markings  with 

amount  of  gas  with  folds  becoming  obliterated  scalloped  effect 

2.  “Herring-bone”  or  “coil-spring” 
appearance  as  distention  increases 

3.  Straight  and  thin  walls 

4.  Fluid  levels  Fluid  levels  Long  single  fluid  level 


In  mid-bowel  (low  jejunum  and  upper  ileum)  the  “coil-spring”  appearance  is  lost  and  folds  become 
straight  giving  a “squaring”  effect. 

“Hair  pin”  loop  — early  or  partial. 

Ladder  formation  — late. 


Analysis  of  Data 

There  were  one  hundred  eleven  cases  with  an 
operative  or  anatomical  diagnosis  of  intestinal  ob- 
struction of  the  small  intestines  and  in  one  hundred 
two  of  these  cases  the  roentgen  findings  were  con- 
clusive of  obstruction.  From  these  findings  it  is  to  be 
emphasized  that  when  roentgen  studies  are  done 
early,  the  diagnosis  can  be  clarified  with  a high  degree 
of  accuracy. 

An  analysis  as  to  the  causes  of  the  obstruction  as 
determined  at  operation  is  given  in  Chart  3.  Adhe- 
sions were  found  to  be  the  cause  of  the  obstruction 
in  eighty-nine  cases  (81%).  There  were  nine  cases 
of  intussusception,  seven  in  infants  and  two  in  adults. 
Gall  stone  ileus  and  Meckel’s  diverticulum  were  each 
found  in  four  cases. 

There  were  nine  cases  in  which  the  radiographic 
findings  were  not  interpreted  as  those  of  a mechani- 
cal obstruction.  Of  these,  in  two  cases  it  was  felt  that 
the  changes  represented  a mechanical  obstruction. 
There  were  four  cases  diagnosed  ileus;  however, 
two  of  these  cases  on  second  examination  had  an 
appearance  of  definite  mechanical  obstruction.  There 
was  one  case  diagnosed  ileus  and  operation  revealed 
terminal  ileitis.  There  was  another  case  of  a six- 
months’  pregnancy  in  which  the  report  was  not  con- 


clusive and  a second  case  in  which  there  were  a few 
dilated  loops  of  small  bowel  which  at  time  of  opera- 
tion were  proven  to  be  an  obstruction.  There  was 
one  case  which  showed  a large  amount  of  fluid  in  the 
small  intestines  with  a very  little  gas.  The  roentgen 
diagnosis  in  a similar  case  can  readily  be  missed  or 


CHART  3 

Mechanism  of  Obstruction 
Cause  of  the  Obstruction: 

Adhesions  with  previous  laparotomy  62 

Adhesions  without  previous  laparotomy  13 

Adhesions  with  volvulus  14 

Internal  hernia  1 

Meckel’s  diverticulum  4 

Gall  stone  ileus  4 

Intussusception  in  infants  7 

Intussusception  caused  by  fibromyoma  of  ileum  1 
Intussusception  caused  by  adenocarcinoma  of 

ileum  1 

Terminal  ileitis  2 

Undiagnosed  carcinoma  of  cecum  1 

Cicatrix  (radium)  1 
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even  confused  with  ascites.  There  were  two  cases 
with  negative  findings  when  first  examined  but  dur- 
ing an  attack  of  intestinal  colic  a dilated  loop  of  small 
bowel  was  seen.  This  examination  was  suggested  by 
Dr.  Isaac  M.  Webber,  and  is  of  importance  in  illus- 
trating the  value  of  examination  of  possible  inter- 
mittent obstruction  during  the  acute  period  as  in 
these  cases  the  localized  obstruction  may  be  suddenly 
released  and  immediately  the  untrapped  gas  dififuses 
throughout  the  small  bowel,  and  therefore  the  dilated 
loop  will  not  be  seen  in  the  film. 

In  the  previous  group  of  cases  reported,  there  were 
fifty  cases  with  the  location  of  the  obstruction  stated 
in  the  operative  notes.  The  films  on  these  cases  were 
studied  without  reference  to  the  operative  record  and 
the  location  of  the  obstruction  given  at  one  of  three 
levels;  namely,  jejunum,  mid  small  bowel  (low  je- 
junum and  upper  ileum),  and  terminal  ileum.  In 
every  instance  the  approximate  level,  as  determined 
from  the  roentgenogram,  corresponded  to  the  opera- 
tive finding.  The  obstruction  was  in  the  terminal 
ileum  in  thirty-three  cases,  in  the  mid  small  bowel  in 
nine  cases,  and  in  the  jejunum  in  six  cases.  In  eight 
cases  a barium  enema  was  necessary  for  localization 
of  the  gas. 

The  cause  of  the  obstruction  can  be  identified  in 
some  cases  of  intussusception  in  infants  and  children 
and  readily  diagnosed  on  the  film.  The  cause  in  the 


Figure  5 

Obstruction  due  to  gall  stone  with  air  in  the  gall  bladder 
also  demonstrated.  Courtesy  Radiology. 
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two  cases  of  intussusception  in  adults  was  suspected 
to  be  a tumor  in  the  region  of  the  ileocecal  valve. 
There  were  four  cases  of  Meckel’s  diverticulum  as 
the  cause  of  obstruction  and  in  no  case  was  the  diver- 
ticulum identified.  There  were  four  cases  of  gall 
stone  ileus  and  because  of  air  demonstrated  in  the 
biliary  tract,  although  the  gall  stone  was  not  identified 
on  the  film  of  the  abdomen,  the  diagnosis  could  be 
established.  In  the  previous  report  there  was  one 
case  of  a gall  stone  ileus  with  a large  calcified  stone 
making  the  diagnosis  readily  apparent.  (Figure  5.) 

There  were  twenty-two  deaths  (19%).  The  cause 
of  death  in  fifteen  cases  was  due  to  peritonitis  com- 
plicating obstruction  due  to  adhesions.  It  is  in  this 
type  of  obstruction  where,  if  still  earlier  diagnosis  and 
treatment  be  instituted,  the  mortality  can  he  lowered. 
Three  of  the  cases  had  intussusception  and  two  each 
had  a Meckel’s  diverticulum,  and  gall  stone  ileus. 

Discussion 

It  must  he  emphasized  that  there  are  a large  num- 
ber of  cases  presenting  problems  in  the  diagnosis  of 
obstruction  that  will  require  frequent  clinical  and 
roentgen  examination  of  the  abdomen.  The  selection 
of  cases  that  have  been  verified  surgically  necessarily 
limits  the  doubtful  cases  and  allows  a more  accurate 
correlation  of  the  roentgen  and  operative  findings. 

If  the  large  abdominal  film  cannot  be  studied  by 
the  radiologist  immediately  (wet)  and  at  this  time 
further  studies  decided  upon,  upright  or  two  de- 
cubitus films  should  be  taken  as  a routine  in  the  acute 
abdominal  cases.  It  cannot  be  emphasized  too 
strongly  that  when  the  single  films  of  the  abdomen 
and  additional  upright  or  decubitus  films  are  not  con- 
clusive, the  importance  of  doing  a barium  enema 
immediately  must  be  stressed.  In  the  first  group  of 
intestinal  obstruction  cases  which  were  previously  re- 
ported, this  fact  was  emphasized  by  one  case  where 
there  was  an  apparent  obstruction  on  the  single  film 
(Figure  6).  However,  a barium  enema  revealed  a 
volvulus  of  the  cecum  and  also  adhesions  between  the 
sigmoid  and  small  bowel  producing  an  obstruction. 
This  illustrated  the  fact  that  where  there  is  both 
small  and  large  bowel  dilatation,  a double  obstruction 
should  be  suspected,  although,  in  the  large  bowel 
obstruction  there  may  he  gas  in  the  small  as  well  as 
ihe  large  bowel. 

As  previously  stated,  there  were  one  hundred  and 
ninety  cases  of  small  bowel  obstruction  reviewed. 
The  evaluation  of  the  roentgen  findings  on  the  un- 
operated cases  is  not  attempted  in  this  discussion.  In 
the  proven  cases,  the  value  of  roentgen  studies  is 
established,  but  by  no  means  is  it  a substitute  for 
close  clinical  observation,  including  frequent  exami- 
nations of  the  abdomen,  both  by  palpation  and  aus- 
cultation. This  is  particularly  true  in  cases  to  be 
differentiated  between  mechanical  and  paralytic  ileus. 
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Paralytic  ileus  many  times  cannot  be  distinguished 
in  first  radiographic  examination  from  mechanical 
leus.  Paralytic  ileus  usually  shows  irregular  disten- 
ion  of  both  the  large  and  small  bowel  and  the  lack 
if  prominence  of  Kerkring’s  folds.  The  irregular 
listribution  of  the  fluid  levels  is  also  found.  In  peri- 
jonitis  and  post-operative  complications,  injuries  to 
he  spine,  pneumonia,  and  in  the  cases  of  late  me- 
hanical  obstruction,  the  appearance  of  the  intestinal 
gas  may  present  a variety  of  changes.  In  early  cases 
lie  changes  may  be  diagnostic ; however,  in  long 
standing  cases  where  the  progress  has  been  poor,  a 
confusing  picture  may  be  found  and  the  differential 
diagnosis  between  mechanical  and  paralytic  ileus  may 
present  a most  difficult  problem.  The  stethoscope  may 
[be  the  abdominal  surgeon’s  most  important  instru- 
ment in  the  differentation.  The  fact  that  both  me- 
chanical ileus  and  paralytic  ileus  may  be  present  is 
jalso  a possibility. 

It  should  be  stressed  always  that,  important  as  they 
may  be,  the  roentgen  findings  are  only  an  adjunct  to 
the  history  and  physical  examination  and  other  lab- 
oratory data.  All  should  be  correlated  before  arriv- 
ing at  a final  diagnosis. 

The  Miller-Abbot  tube  and  others  can  be  used  not 
only  for  decompressing  the  intestine,  but  also,  with 
injection  of  a small  amount  of  barium  through  the 
tube,  it  can  further  be  used  for  identifying  a point 
of  obstruction.  The  fixity  of  a point  of  obstruction 
can  be  evaluated  further  by  demonstrating  narrow- 
ing, then  taking  films  in  the  right  or  left  decubitus 
positions. 

s 

Summary 

1.  One  hundred  eleven  cases  of  obstruction  of  the 
small  intestine  were  studied  and  operative  and 
roentgen  findings  correlated. 

2.  The  radiographic  findings  were  conclusive  of 
obstruction  in  92%  of  the  cases  studied. 

3.  The  level  of  obstruction  can  be  localized  roent- 
genographically,  i.e.,  jejunum,  mid  small  bowel, 
or  ileum. 

4.  Of  the  one  hundred  eleven  cases  studied,  there 
were  twenty  two  deaths  (19%). 

5.  The  importance  of  taking  a “scout  film”  first 
followed  by  special  views  depending  on  the  his- 
tory, physical  findings  and  information  obtained 
from  the  first  film,  is  stressed. 

6.  The  anatomy  of  the  small  bowel  is  discussed 
in  relation  to  the  radiographic  changes. 
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A FEW  PRACTICAL  POINTS  IN  THE  TREATMENT  OF  ACUTE  HEAD  INJURIES* 

George  L.  Maltby,  M.  D.** 


The  literature  on  the  treatment  of  head  injuries  is 
voluminous  and  at  times,  confusing  and  controversial. 
No  attempt  will  be  made  at  this  time  to  review  the 
many  excellent  articles  on  the  subject  of  the  treat- 
ment of  head  injuries  or  to  embark  on  any  discussion 
of  the  many  unsettled  problems.  We  will  just  try 
and  bring  up  a few  of  the  more  practical  down  to 
earth  points  that  we  have  found  very  useful  in  han- 
dling the  problems  of  acute  craniocerebral  trauma. 

The  problem  is  not  primarily  surgical  in  the  sense 
of  operative.  Well  over  sixty-five  percent  of  all 
acute  head  injuries  fall  into  the  so-called  non-opera- 
tive group.  Thus,  the  problem  of  craniocerebral 
trauma  is  not  primarily  for  the  specialist  or  neuro- 
logical surgeon  but  is  rather  a very  important  prob- 
lem in  the  everyday  practice  of  the  well  rounded 
general  surgeon,  general  practitioner  and  pediatri- 
cian. 

As  a basis  for  our  understanding  of  what  is  going 
on  in  the  head,  we  try  to  have  some  basic  pathological 
classification.  We  use  the  term  concussion  to  mean 
loss  of  consciousness  due  to  a blow  on  the  head  with- 
out residual.  These  cases  are  almost  never  hospital- 
ized and  rarely  seen  by  the  doctor.  Cerebral  con- 
tusion with  edema  of  all  degrees  even  to  the  severely 

* Read  at  the  Charter  Meeting  of  the  Maine  Chapter  of 
the  American  College  of  Surgeons,  Belgrade  Lakes,  Maine, 
on  Wednesday,  June  20,  1951. 

**  Chief  of  the  Neurosurgical  Service,  Maine  General  Hos- 
pital, Portland,  Maine. 


lacerated  brain  comprises  the  other  large  group  of 
closed  or  non-operative  head  injuries.  The  operative 
group  includes  everything  from  the  simple  scalp 
laceration  through  the  simple  depressed  fracture, 
compound  fracture,  subdural  hematoma,  extradural 
hematoma  to  the  more  esoteric  complications  such  as 
rhinorrhea  and  traumatic  arteriovenous  fistulae.  The 
latter  group  is  not  exclusive  of  the  former  and  there 
are  few  subdurals  that  are  not  complicated  by  various 
degrees  of  cerebral  contusions. 

The  important  points  in  this  brief  report  are  those 
related  to  the  acute  and  subacute  treatment  of  the 
patient  with  a blow  on  the  head.  Careful  original 
examination  as  a base  line  is  all-important.  History 
is  usually  not  available  and  often  sketchy  and  inaccu- 
rate. Always  beware  of  those  conditions  mimicking 
head  injury;  diabetic  coma  and  insulin  reaction, 
uremia,  barbiturates  and  other  drug  intoxications  and 
certain  cerebrovascular  accidents  in  the  older  age 
groups.  General  physical  examination  for  concomi- 
tant injury  is  very  important.  Careful  neurological 
evaluation  with  emphasis  on  pupillary  changes,  re- 
flexes and  progressive  paralyses  are  all  important. 
Frequent,  brief  checks  for  neurological  changes  are 
more  important  than  any  single,  careful  examination. 

So-called  cerebral  shock  should  be  differentiated 
from  surgical  shock — the  treatment  is  much  different. 
The  head-down  position,  blankets  and  morphia  ac- 
cepted in  the  treatment  of  surgical  shock  are  all  bad 
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in  a patient  with  a primary  head  injury.  We  feel  that 
the  most  important  vital  signs  to  follow  in  evaluating 
the  severe  head  injury  are  state  of  consciousness, 
respirations  and  temperature.  Pulse  changes  may  be 
of  little  value  while  frequent  blood  pressure  readings 
are  almost  always  useless. 

An  adequate  airway  implying  adequate  pulmonary 
ventilation  is  without  doubt  the  one  most  important 
item  in  treating  these  cases.  Oxygen,  a clear  airway, 
frequent  suction  are  the  sine  qua  non  in  treating  head 
injuries.  At  times,  even  intratrachial  intubation  and 
tracheotomy  will  have  to  be  resorted  to  in  order  to 
prevent  anoxia  in  already  damaged  cerebral  tissue. 

We  believe  that  dehydration  in  head  injuries  is 
dangerous  and  may  do  more  harm  than  good.  This 
is  especially  true  in  children.  So-called  toxic  dehy- 
dration can  cause  all  the  signs  and  symptoms  of 
cerebral  edema.  A patient  should  have  at  least  2400 
c.c.  of  fluid  in  twenty-four  hours  and  usually  more  if 
there  is  a tendency  to  central  hyperthermia.  If  the 
patient  remains  unconscious  over  a three  or  four-day 
period,  parenteral  fluids  will  have  to  he  supplemented 
with  tube  feedings  containing  high  caloric  and  high 
protein  mixtures. 

Don’t  he  talked  into  taking  emergency  X-rays.  The 
family,  the  press,  the  lawyers  will  all  want  to  know 
about  the  X-rays  and  what  did  they  show.  Except 
in  certain  rare  instances  such  as  compound  depressed 
fractures,  the  emergency  X-ray  is  of  no  value.  In 
fact,  we  feel  that  one  of  the  worst  things  that  can  he 
done  to  an  unconscious  patient  with  a severe,  closed 
head  injury  is  to  take  emergency  X-rays.  X-rays 
should  be  deferred  until  the  patient  is  convalescing 
and  then,  are  only  of  documentary  and  medicolegal 
value. 

Methods  of  treating  cerebral  edema  are  contro- 
versial. We  feel  that  frequent  lumbar  punctures  with 
the  idea  of  reducing  pressure  for  any  appreciable  time 
are  useless.  A lumbar  puncture  is  important  in  al- 
most every  case  of  suspected  head  injury  simply  to 
establish  the  presence  of  blood  in  the  subarachnoid 
space  and  thus  have  available  irrefutable  evidence  of 
cerebral  contusion — important  both  prognostically  as 
a base  line  and  medicolegally.  Occasionally,  the  re- 
moval of  a small  amount  of  very  bloody  spinal  fluid 
may  quiet  a restless  and  agitated  patient  hut  fre- 
quent, repeated  lumbar  punctures  with  any  feeling 
that  one  is  treating  diffuse  cerebral  edema  seem  use- 
less. We  have  already  stated  that  dehydration  is 
more  dangerous  than  helpful  in  handling  this  prob- 
lem. The  old  operation  of  subtemporal  decompres- 
sion is  no  longer  considered  of  any  value  in  treating 
acute  head  injuries.  It  is  never  adequate  to  control 
pressure  and  usually  only  makes  the  situation  worse 
when  the  edematous  cortex  bulges  into  the  bony  open- 
ing and  cortical  veins  are  compressed.  Adequate 
cerebral  oxygenation,  normal  fluid  and  electrolyte 


balance  are  of  much  greater  value  than  any  of  these 
older  methods  of  treating  acute,  closed  head  injuries. 

Nursing  care  is  of  primary  importance  in  treating 
the  acute  head  injury.  Restlessness  can  often  be  well 
combatted  by  intelligent  and  understanding  nursing. 
Drugs  may  he  used  sparingly — Sodium  Luminal  intra- 
muscularly or  intravenously  may  be  helpful.  Paralde- 
hyde in  spite  of  its  drawbacks  is  perhaps  the  safest 
and  most  useful  drug  in  the  wild  and  restless  head 
injury.  Barbiturates  may  he  necessary  but  they 
should  be  used  with  adequate  understanding  of  the 
overall  situation  and  only  when  a careful  neurologi- 
cal evaluation  has  been  carried  out.  Morphine  and, 
at  times,  even  Demerol  may  be  dangerous  because  of 
their  medullary  depressant  effects.  It  is  important 
not  to  forget  that  such  a simple  procedure  as  bladder 
drainage  may  be  all  that  is  encessary  to  change  a very 
difficult  nursing  problem  into  a very  docile  patient. 

The  use  of  antibiotics  is  important  in  the  problem 
of  craniocerebral  trauma  as  in  all  types  of  surgery. 
They  should  always  be  employed  in  patients  that  have 
severe  scalp  lacerations,  compound  fractures  and 
especially  in  those  cases  in  which  there  is  evidence 
of  bleeding  and/or  spinal  fluid  coming  from  the 
orifices,  especially  the  nose  and  ears.  Spinal  fluid 
leak  from  the  nose,  that  is  rhinorrhea,  may  become 
a definite  indication  for  surgical  intervention. 

The  points  already  mentioned  and  discussed  are 
only  a few  of  the  many  problems  that  one  must  face 
in  treating  the  non-operative  head  injury.  I have 
purposely  avoided  the  important  but  very  complicated 
problem  of  the  post-traumatic  syndrome  or  state. 
This  is  fraught  with  difficulty  and  intimately  con- 
nected with  the  problems  of  psychiatry  and  compen- 
sation medicine.  There  is  one  vital  point  that  seems 
important  to  be  remembered  by  everyone  dealing 
with  head  injuries — whenever  possible  and  fair,  mini- 
mize the  severity  of  the  head  injury  to  the  patient  and 
his  family.  Don’t  make  a fuss  about  it ; don’t  show 
him  his  X-rays ; don’t  trace  out  his  linear  fracture 
line.  It  is  only  human  nature  to  he  very  suggestible 
and  the  head  of  man  is  almost  inviolate.  The  seeds 
of  a post-traumatic  neurosis  are  easily  sown.  Remem- 
ber post-traumatic  states  and  neurosis  are  rare  in 
children  who  pay  little  attention  to  doctors’  and  medi- 
cal attendants’  statements. 

Finally,  the  operative  treatment  of  craniocerebral 
injuries  has  not  been  discussed.  The  non-operative 
care  is  much  more  important.  However,  exploratory 
burr  holes  are  very  comparable  to  exploratory  opera- 
tions for  acute  appendicitis.  A few  negative  burr 
holes  are  less  damaging  and  distressing  than  the 
pathologist’s  report  of  death  due  to  sub  or  extradural 
hematoma.  Progressively  deepening  coma  and  pro- 
gressive neurological  signs,  to  say  nothing  of  de- 
teriorating vital  signs  are  all  indications  for  the  insti- 
tution of  the  so-called  woodpecker  surgery,  that  is, 
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burr  holes  to  rule  out  an  expanding  intracerebral 
clot.  Operate  because  you  suspect  a sub  or  extradural 
or  very  rarely  an  intracortical  clot,  not  because  you 
are  trying  to  decompress  the  brain.  Don’t  be  ashamed 
of  a negative  burr  hole.  Except  for  a rare,  massive, 
arterial,  extradural  hematoma,  real  emergency  sur- 
gery in  craniocerebral  trauma  is  rarely  necessary.  Be 
sure  you  have  adequate  technical  assistance  which 
should  include  a good  suction,  some  type  of  electro- 
surgical  equipment  and  whole  blood.  With  these  plus 
reasonable  surgical  training  and  judgment,  you  can 
handle  any  surgical  problem  arising  in  the  treatment 
of  acute  and  subacute  craniocerebral  trauma.  Com- 
pound fractures  of  the  skull  must  be  debrided  but 
unless  complicated  by  massive  intracranial  bleeding, 
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they  are  never  emergencies.  The  debridement  should 
be  complete  to  be  worth  while.  This  means  removal 
of  contaminated  necrotic  brain  tissue  by  suction. 
Don’t  stop  with  an  excellent  debridement  of  scalp, 
bone  and  even  dura  only  to  leave  contaminated  brain 
tissue  at  the  bottom  of  the  tract.  The  end  result  may 
be  meningitis  or  brain  abscess. 

In  summary,  we  have  briefly  discussed  some  of  the 
more  important  points  in  the  adequate  care  of  the 
acute  and  subacute  cases  of  craniocerebral  trauma. 
Special  emphasis  has  been  placed  on  the  non-opera- 
tive treatment  with  some  of  the  findings,  signs  and 
symptoms  that  may  point  toward  the  necessity  of 
operative  intervention. 


TREATMENT  OF  ACNE  IN  THE  FEMALE  WITH  A HORMONE 

O.  R.  Johnson,  M.  D.* 


The  object  of  this  brief  summary  in  the  treatment 
of  Acne  with  a hormone  is  the  hope  that  it  will  be 
of  some  value  to  the  general  practitioner. 

In  the  last  few  years  there  have  been  several  re- 
ports in  the  literature  concerning  the  value  of  hor- 
mones in  the  treatment  of  acne.  Like  all  new  medi- 
cations, time  alone  tells  us  whether  it’s  good,  of  some 
value,  or  bad. 

Acne  is  due  to  hyperactivity  of  the  sebaceous 
glands  and  a change  in  the  nature  of  their  secretion. 
Since  most  cases  have  their  onset  during  puberty,  one 
would  feel  that  hormonal  stimuli  enters  into  the  pic- 
ture. Therefore,  it  is  understandable  that  hormones 
have  been  given  to  patients  in  some  of  the  larger  cen- 
ters where  the  usual  routine  therapy  has  failed  to 
produce  the  desired  results.  Patients  who  have  failed 
to  respond  to  accepted  procedures  are  grateful  when 
they  do  improve  to  some  type  of  therapy. 

My  experience  with  a hormone  in  the  treatment  of 
acne  is  very  limited.  However,  three  patients  who  re- 

*  Chief  of  Dermatological  Service,  Maine  General  Hospital. 


In  a world  in  which  cooperation  on  the  political 
level  seems  at  present  an  unrealizable  dream,  it  is 
heartening  to  recall  that  it  has  existed  for  a long  time 
in  the  field  of  health.  Widespread  public  health  is 
both  an  instrument  and  a condition  of  any  lasting 
peace.  — Dr.  F.  W.  Behmler,  Minnesota’s  Health, 
October,  1950. 


sponded  poorly  to  X-ray  have  improved  sufficiently 
to  make  me  feel  that  a frank  discussion  with  the 
patient  concerning  probable  results  is  justifiable. 

Hormone  therapy  appears  to  be  more  applicable  to 
the  older  group,  when  acne  starts  around  the  age  of 
twenty  or  above  that  age.  The  cases  treated  in  this 
small  series  were  not  asked  to  restrict  any  particular 
food  or  to  avoid  foods  high  in  fat  content.  Proges- 
terone was  the  medication  used  in  4-6  mg.  dosage  at 
weekly  visits.  The  average  number  of  visits  to  obtain 
good  results  were  fifteen.  Progesterone  was  used  in 
nine  cases  who  had  received  no  previous  acne  ther- 
apy. One  out  of  three  responded  well. 

My  conclusion  is  that  Progesterone  will  be  found 
more  useful  in  the  older  patient  with  acne.  It  should 
not  replace  the  time  accepted  methods  such  as  diet, 
ultra  violet  light,  local  therapy,  X-ray,  and  in  some 
cases,  autogenous  vaccines.  Sufficient  time  has  not 
elapsed  to  permit  definite  conclusions  as  to  permanent 
results  in  the  cases  that  apparently  responded  to 
Progesterone. 


In  more  than  one  country  in  the  world,  in  recent 
years,  carefully  planned  studies  into  infection  and 
morbidity  rates  have  shown  clearly  that  the  incidence 
of  clinically  significant  tuberculosis  is  far  in  excess 
of  that  which  is  compatible  with  the  death  rates  as 
returned  officially  by  the  same  communities. — Official 
Records  of  the  World  Health  Organisation,  No.  18. 
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COMMON  METHODS  IN  THE  DIAGNOSIS  OF  HEMORRHAGIC  DISEASES 

Franklin  F.  Ferguson,  M.  D.* 


So  many  and  so  rapid  have  been  the  recent  de- 
velopments in  the  field  of  the  hemorrhagic  diseases 
and  the  clotting  mechanism,  that  the  subject  has  occa- 
sionally seemed  puzzling  even  to  those  who  are  espe- 
cially interested  in  this  problem.  Much  can  he  accom- 
plished, however,  in  the  care  of  patients  suffering 
from  this  type  of  disease  by  the  careful  use  of  some 
of  the  simpler  methods  which  are  readily  available 
to  most  physicians.  For  this  reason,  a brief  review 
will  be  attempted  of  some  of  these  methods  and  what 
they  may  accomplish. 

In  the  study  of  a patient  with  hemorrhagic  disease, 
the  necessity  of  a careful  history  and  physical  exami- 
nation is  of  no  less  importance  than  in  any  other  type 
of  case.  Abnormal  uterine  bleeding,  epistaxis,  bleed- 
ing from  the  gums,  or  gastrointestinal  bleeding  may 
be  the  first  evidence  of  a coagulation  defect.  The  dis- 
covery of  a history  of  the  ingestion  of  large  amounts 
of  salicylates  or  of  exposure  to  benzene  or  the  demon- 
stration of  a large  liver  or  spleen  may  lead  more 
quickly  to  a correct  diagnosis  than  a battery  of  lab- 
oratory tests.  Purpura  is  more  frequently  of  the 
secondary  type  due  to  toxic  or  infectious  causes  than 
of  the  idiopathic  variety  and  frequently  reempha- 
sizes the  advantages  of  careful  physical  examination 
and  questioning  of  the  patient.  The  tourniquet  test 
will  be  a part  of  the  physical  examination. 

The  laboratory  examination  of  the  patient  will  in- 
clude the  following  preliminary  survey : 

1.  Complete  blood  count  consisting  of  red  cell 
count,  hemoglobin  determination,  white  blood 
cells  count. 

2.  Differential  count  on  stained  smear  with  mor- 
phologic study  of  the  red  blood  cells  and  plate- 
lets. 

3.  Study  of  the  coagulation  mechanism. 

a.  Platelet  count  and  study  of  platelets  in 
stained  smear. 

b.  Coagulation  time. 

c.  Bleeding  time. 

d.  Clot  retraction  time. 

e.  Prothrombin  concentration  determination. 

Further  tests  which  will  frequently  be  of  assistance 

are  as  follows : 

4.  Reticulocyte  count. 

5.  Icterus  index  or  serum  bilirubin. 

6.  Examination  of  bone  marrow  aspiration. 

* Associate  Pathologist,  Maine  General  Hospital,  Portland, 
Maine. 


The  routine  complete  blood  count  and  differential 
as  usually  performed  in  the  office  laboratory  or  hos- 
pital may  furnish  a prompt  answer  as  to  the  cause  of 
the  bleeding.  Often  the  defect  will  be  found  to  be 
secondary  to  some  primary  blood  dyscrasia,  such  as 
one  of  the  types  of  leukemia  or  an  aplastic  anemia. 
The  same  tests  also  will  afford  some  immediate  in- 
formation as  to  the  extent  of  the  bleeding  from  the 
degree  of  anemia  present  and  allow  one  to  make  a 
preliminary  estimate  as  to  the  amount  of  replacement 
therapy  that  will  be  required  in  the  form  of  trans- 
fusions. 

The  evaluation  of  the  platelet  count  requires 
slightly  more  attention  because  no  methods  of  abso- 
lute accuracy  exist.  With  proper  care  and  interest, 
however,  sufficient  uniformity  of  results  can  he  ob- 
tained to  aid  the  physician  in  his  clinical  decisions.  A 
direct  counting  method,  such  as  that  using  Rees  and 
Ecker  diluting  fluid  with  the  “red”  pipet  and  standard 
hemocytometer,  will  give  the  most  reliable  results  if 
checked  by  examination  of  stained  smears.  The 
values  for  an  individual  laboratory  should  be  estab- 
lished by  the  frequent  examination  of  normals.  The 
range  of  normal  may  vary  from  200,000  to  500,000 
in  different  laboratories  and  fluctuations  of  50,000  to 

100.000  are  often  not  clinically  significant.  The  dan- 
ger zone  is  100,000  or  less.  The  bleeding  zone  is 

50.000  to  60,000  or  less,  and  a low  range  of  5,000  to 

10.000  may  be  encountered  in  some  cases.  Rarely  no 
platelets  may  be  found. 

Further  examination  of  the  coagulation  mechanism 
by  means  of  the  bleeding  and  clotting  times  and  the 
clot  retraction  time  will  he  helpful  in  evaluating  the 
results  of  the  platelet  counts. 

The  bleeding  time  may  be  estimated  satisfactorily 
by  the  Duke  technic.  A moderately  deep  puncture  of 
the  ear  lobe  or  finger  is  made  with  the  lancet.  This 
puncture  should  be  deep  enough  to  result  in  oozing 
without  pressure.  The  drop  of  blood  is  then  removed 
with  filter  paper  or  blotter  at  half  minutes  intervals 
until  the  bleeding  stops  spontaneously.  The  strictly 
normal  bleeding  time  by  this  method  is  1 to  3 
minutes,  over  5 minutes  is  prolonged,  but  occasion- 
ally bleeding  times  of  8 to  10  minutes  will  be  encoun- 
tered without  clinical  bleeding.  Pathological  bleeding 
times  usually  will  be  sufficiently  prolonged  so  as  not 
to  be  confused  with  the  normal.  Several  tests  should 
be  performed  as  a check  if  there  is  any  doubt  as  to 
the  result  of  the  first  test. 

The  Lee  and  White  method  for  the  clotting  or 
coagulation  time  will  give  fairly  uniform  results  of  6 
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to  15  minutes  in  normal  cases.  Venous  blood  is  drawn 
into  a syringe  and  placed  into  three  thoroughly  clean 
Wasserman  tubes  of  8 mm.  diameter  which  have 
been  rinsed  with  clean  normal  saline  solution.  One 
c.c.  of  venous  blood  is  placed  in  each  of  the  three 
tubes.  The  first  and  second  tubes  are  examined  at 
intervals  to  observe  coagulation.  The  third  tube  is 
left  undisturbed  as  agitation  tends  to  hasten  coagula- 
tion. The  test  may  be  performed  at  room  tempera- 
ture or  at  37°  C.  in  the  water  bath  or  incubator. 

The  clot  retraction  may  be  observed  by  saving  the 
tubes  used  for  the  Lee-White  coagulation  time  or  in 
an  additional  tube  containing  3.0  c.c.  of  venous  blood 
obtained  at  the  same  time  and  stoppered  and  placed 
in  the  incubator.  The  normal  clot  begins  to  contract 
in  30  minutes  to  one  hour  after  it  is  formed.  It  may 
be  delayed  from  2 to  4 hours,  when  there  is  a plate- 
let deficiency  or  platelet  defect.  Clot  retraction  in 
hemophilia  is  normal  once  the  delayed  clotting  has 
occurred.  Clot  retraction  should  be  complete  in  18 
to  24  hours.  No  clotting  will  occur  in  fibrinogen  de- 
ficiency. Study  of  the  clot  retraction  is  an  excellent 
check  on  the  platelet  count  since  it  is  subject  to  very 
little  technical  error. 

The  study  of  the  conversion  of  prothrombin  to 
thrombin  has  resulted  in  particularly  rapid  and  some- 
times confusing  developments,  but  these  do  not  de- 
tract from  the  value  of  the  usual  tests  for  the  de- 
termination of  prothrombin  concentration  in  the 
study  of  hemorrhagic  disease.  The  reader  is  referred 
to  the  several  recent  reviews  for  the  details  of  the 
newer  developments  concerning  the  conversion  fac- 
tors and  accelerators.1’ 3’ 10 

The  Quick  prothrombin  time  concentration  test  or 
some  modification  thereof  is  that  usually  available 
in  the  routine  laboratory  and  will  afford  a useful 
overall  picture  of  this  feature  of  the  coagulation 
mechanism. 

The  one-stage  prothrombin  test  depends  on  the 
addition  of  the  thromboplastin  and  calcium  to  plasma 
and  observing  the  length  of  time  required  to  produce 
clotting  as  compared  to  a normal  control.  The  con- 
ditions of  this  test  must  be  carefully  controlled  in 
order  to  produce  satisfactory  results  and  the  pro- 
thrombin time  will  vary  considerably  according  to 
the  nature  of  the  thromboplastin  which  is  used.  For 
these  reasons  each  laboratory  must  prepare  a dilution 
curve  for  the  prothrombin  concentration  results  with 
the  particular  thromboplastin  which  is  to  be  used  and 
all  results  must  be  checked  by  the  frequent  use  of 
normal  controls.  Prothrombin  concentration  is  re- 
ported as  a percentage  of  the  normal  concentration 
and  bleeding  usually  does  not  result  until  the  pro- 
thrombin concentration  reaches  20%  of  the  normal 
or  less. 

The  prothrombin  consumption  test3’  4> 7’ 9 as  de- 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 

scribed  by  Quick  is  slightly  more  complicated,  but 
will  be  useful  in  understanding  the  coagulation  defect 
in  some  cases.  In  hemophilia  and  in  marked  thrombo- 
cytopenia there  is  minimal  activation  of  thromboplas- 
tin to  form  the  clot,  so  that  a large  residual  of  pro- 
thrombin remains  and  prothrombin  consumption  can 
be  demonstrated  to  be  decreased  as  measured  by  this 
test. 

The  examination  of  bone  marrow  specimens  ob- 
tained by  aspiration  or  other  methods  requires 
slightly  more  experience  in  interpretation,  but  facili- 
ties for  these  studies  are  becoming  increasinglv  avail- 
able in  most  areas  and  will  frequently  add  consider- 
ably to  the  understanding  of  some  cases  after  the 
preliminary  type  of  study  which  has  been  outlined. 

The  following  examples  are  presented  to  illustrate 
the  usefulness  of  these  few  commonly  available  tests. 
In  thrombocytopenia,  the  bleeding  time  is  long,  the 
clotting  time  normal,  the  clot  retraction  delayed  or 
imperfect,  the  platelet  count  less  than  100,000  and 
the  tourniquet  test  positive ; the  prothrombin  concen- 
tration is  normal  and  the  plasma  fibrinogen  normal 
as  demonstrated  by  the  eventual  clotting.  In  pro- 
thrombin deficiency,  in  contrast,  the  bleeding  time  is 
also  long  and  the  clotting  time  normal  or  slightly  pro- 
longed, but  the  clot  retraction  is  normal  as  well  as 
the  platelet  count ; the  tourniquet  test  is  positive  and 
the  plasma  fibrinogen  normal ; the  prothrombin  con- 
centration is  low,  usually  below  20%. 

In  hemophilia,  the  bleeding  time  is  usually  normal 
but  the  clotting  time  is  very  long;  the  platelet  count 
is  normal  and  clot  retraction  normal  after  clotting 
eventually  occurs.  The  tourniquet  test  is  negative 
and  prothrombin  concentration  and  plasma  fibrinogen 
are  normal.  In  pseudo-hemophilia,  in  contrast,  the 
bleeding  time  is  prolonged  and  the  clotting  time  nor- 
mal. Clot  retraction  and  platelet  count  are  both  nor- 
mal, as  also  are  the  prothrombin  concentration  and 
the  plasma  fibrinogen ; the  tourniquet  test  is  positive. 
Fibrinogen  deficiency  is  relatively  rare,  but  is  chiefly 
characterized  by  the  absence  of  clotting  with  normal 
or  slightly  prolonged  bleeding  time  and  normal  plate- 
let count  and  prothrombin  concentration. 

In  summary,  the  importance  of  a careful  history 
and  physical  examination  of  the  patient,  combined 
with  such  readily  available  hematological  tests  as  the 
complete  blood  count  with  thorough  study  of  the 
stained  smears,  the  platelet  count,  bleeding  and  clot- 
ting times,  clot  retraction  time  and  the  one-stage  pro- 
thrombin concentration  test  has  been  emphasized. 
These  readily  available  methods  will  enable  the  physi- 
cian to  reach  a correct  diagnosis  in  many  cases  and 
will  prepare  the  way  for  further  investigation  in 
those  cases  where  more  complicated  methods  are 
required. 
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A FATAL  HEMORRHAGE  DUE  TO  TRACHEOTOMY 

Albert  C.  Johnson,  M.  D.* 


In  the  past  5 to  6 years,  a great  many  articles  have 
been  written  commending  the  use  of  tracheotomy  in 
cases  of  bulbar  poliomyelitis,  and  in  other  cases 
where  respiratory  suppression  is  a factor. 

The  present  case  is  reported,  not  to  belittle  this 
procedure,  but  to  demonstrate  a danger  that  was 
heretofore  not  considered,  and  to  advise  certain  pre- 
cautions to  prevent  recurrence  of  this  incident. 

G.  W.,  a 17-year-old  female,  was  admitted  to  the 
Maine  General  Hospital,  on  October  15,  1950.  In 
September,  1949,  the  patient  developed  poliomyelitis, 
with  involvement  of  both  arms,  intercostal  muscles, 
and  the  left  leg.  Apparently  there  was  no  involve- 
! ment  of  the  recurrent  laryngeal  nerves.  The  patient 
had  been  treated  in  a respirator  at  the  Eastern  Maine 
General  Hospital  for  10  months.  For  6 weeks  pre- 
vious to  admission  the  patient  had  recovered  suffi- 
ciently to  he  transferred  to  a convalescent  home.  At 
this  time  she  was  up  and  about,  with  some  return  of 
function  to  both  arms,  and  a gradual  increase  in 
breathing  capacity. 

Two  days  before  admission  to  the  Maine  General 
Hospital,  the  patient  developed  a cold.  The  day  of 
admission  she  became  dyspnoeic  and  cyanotic,  with  a 
temperature  of  100°  F.  Examination  showed  atelec- 
tasis of  the  right  lung  and  the  patient  was  admitted 
for  this  reason. 

Examination  showed  an  underdeveloped,  emaci- 
ated and  apprehensive  17-year-old  girl  who  was 
mildly  cyanotic  hut  not  in  acute  pain.  The  trachea 
was  shifted  to  the  right,  percussion  was  Hat  and 
breath  sounds  absent  over  the  right  chest.  Chest 
expansion  and  contraction  were  poor ; and  the  patient 
had  difficulty  in  increasing  intrathoracic  pressure 

* Associate  Surgeon,  Ear,  Nose  and  Throat  Section,  Maine 
General  Hospital. 


sufficiently  to  cough  well.  A diagnosis  of  atelectasis 
was  made. 

The  patient  was  placed  in  a respirator.  This  helped 
somewhat,  though  the  signs  of  atelectasis  on  the 
right  remained.  Bronchoscopic  aspiration  was  done 
on  October  16th,  and  much  thick  mucopurulent  secre- 
tion was  removed  from  the  right  bronchial  tree.  This 
improved  the  atelectasis  only  temporarily,  and  bron- 
choscopy was  repeated  on  October  20th,  and  21st, 
1950. 

The  patient  continued  to  form  thick  bronchial  se- 
cretions, and  signs  of  atelectasis  persisted,  with  grad- 
ual increase  in  temperature  to  103°  F.  on  October  21. 
Tracheotomy  was  done  on  October  22,  1950.  Re- 
peated aspirations  were  done  through  the  trache- 
otomy tube  (every  15  minutes)  and  by  October  25, 
1950,  the  temperature  was  normal,  the  chest  was 
clear.  Penicillin  S.  R.  (2  c.c.  daily)  was  started  on 
admission.  Aureomycin  (1000  mgms.  daily)  was 
started  on  October  17,  and  Streptomycin  (1  Gram 
daily)  was  started  October  23.  All  antibiotic  therapy 
was  discontinued  by  October  25,  1950. 

From  this  time  on  treatment  was  supportive.  Some 
difficulty  was  encountered  with  the  tracheotomy  tube 
because  of  the  respirator.  A plastic  diaphragm  was 
obtained,  and  by  using  a loop  of  metal  attached  to  the 
respirator,  the  diaphragm  was  retracted  to  a position 
below  the  tracheotomy  tube.  The  patient  complained 
of  some  odor  from  the  tracheotomy  and  on  one  occa- 
sion during  November,  1950,  a slight  infection  was 
noted  at  the  upper  part  of  the  opening.  This  subsided 
with  treatment.  The  tube  was  changed  repeatedly. 
Several  attempts  were  made  to  remove  the  trache- 
otomy tube  permanently  but  the  patient  objected  be- 
cause of  a sense  of  suffocation  and  each  time  the  tube 
was  re-inserted. 
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On  June  6,  1951,  the  patient  suddenly  began  to 
bleed  from  and  about  the  tracheotomy  tube.  Suction 
was  used  but  within  10  minutes  of  onset  of  hemor- 
rhage, the  patient  died.  No  difficulty  with  the  trache- 
otomy had  been  noted  previous  to  the  onset  of  hemor- 
rhage. An  autopsy  was  obtained,  and  showed  a 
perforation  of  the  innominate  artery  at  the  bifurca- 
tion, with  the  tear  extending  into  the  right  carotid 
artery  and  slightly  into  the  subclavian.  This  hemor- 
rhage occurred  into  the  tracheotomy  wound  and  was 
not  due  to  tracheal  erosion  at  the  tip  of  the  trache- 
otomy tube  within  the  trachea. 

Review  of  literature  revealed  one  reference  to  an 
erosion  of  the  innominate  artery  into  a tracheotomy 
wound  but  the  original  article  was  not  located.  To  us 
this  was  an  original  experience.  It  is  possible  that 
the  opening  into  the  trachea  was  too  low.  The  pa- 
tient was  thin,  with  a long  neck  and  the  tracheotomy 
tube  was  inserted  through  an  incision  in  the  6th  and 
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7th  tracheal  rings.  Also,  the  action  of  the  constantly 
moving  respirator  diaphragm  must  have  played  a 
part,  since  the  hemorrhage  occurred  seven  and  one- 
half  months  after  the  tracheotomy  was  done. 

It  is  advised,  therefore,  that  if  a respirator  is  to  be 
used  in  such  cases,  the  tracheotomy  be  done  as  high 
as  possible  without  disturbing  the  cricoid  cartilage. 
The  second  and  third  tracheal  rings  would  seem  to 
be  best.  Also  the  respirator  diaphragm  should  be 
entirely  below  the  tracheotomy  tube  in  order  to  pre- 
vent constant  motion  of  the  tube  through  contact. 
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HEMORRHAGIC  TENDENCY  OF  ASPIRIN  THERAPY:  A CASE  REPORT 

John  H.  Schaeffer,  M.  D.,  Elton  R.  Blaisdell,  M.  D.,  and  Stanley  E.  Herrick,  Jr.,  M.  D.* 


Although  aspirin  has  been  used  in  enormous  quan- 
tities during  the  past  fifty  years,  with  or  without  the 
consent  or  guidance  of  physicians,  severe  reactions 
apparently  have  been  relatively  rare.  Though  many 
people  have  a mild  sensitivity  to  the  drug  most  can 
take  it  with  impunity.  Most  of  the  cases  of  death  due 
to  salicylates  that  have  been  reported  would  appear 
to  be  the  result  of  acid-base  and  respiratory  disturb- 
ances. The  following  case,  in  which  self  medication 
with  aspirin  appears  to  be  the  precipitating  factor  in 
a serious  and  near-fatal  hemorrhage,  prompted  a re- 
view of  the  recent  cases  at  the  Maine  Medical  Center 
in  which  salicyl  compounds  were  given  and  pro- 
thrombin concentrations  were  determined  at  intervals 
during  therapy.  Practically  all  cases  treated  with  so- 
dium salicylate  or  paraamino  salicylic  acid  exhibited 
some  drop  in  prothrombin  concentration,  several  as 
low  as  20%.  None,  however,  showed  any  clinical 
signs  of  bleeding. 

Case : 

F.  S.  N.,  a 74-year-old  retired  white  male,  was 
admitted  to  the  medical  service  of  the  Maine  General 
Hospital  on  March  28,  1951,  because  of  hematemesis. 
He  had  been  seen  in  the  Urology  Clinic  in  the  morn- 
ing, where  he  had  had  a dilatation  of  a urethral 
stricture.  This  procedure  was  difficult  and  was  fol- 
lowed by  some  bleeding  which  apparently  stopped 

* From  the  Department  of  Internal  Medicine,  Maine  Gen- 
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within  a short  time.  He  then  went  home  and  slept 
for  about  one  hour.  On  awakening  he  complained 
that  he  was  very  cold,  arose  from  the  bed  and  vom- 
ited eggs  which  he  had  eaten  a few  hours  before. 
As  he  returned  to  bed  he  fainted  and  fell  on  the 
floor.  On  regaining  consciousness  he  vomited  an  un- 
known amount  of  bright  red  blood  and  fainted  again. 
In  the  ambulance  and  on  arrival  at  the  hospital  he 
vomited  more  bright  red  blood. 

Past  History : Diabetes  has  been  known  for  five 
years.  He  was  placed  on  a diet,  but  did  not  adhere  to 
it ; he  took  20  units  of  protamine  insulin  daily.  He 
tested  his  urine  infrequently  and  attended  diabetic 
clinic  irregularly.  He  has  had  no  episodes  of  coma 
or  severe  acidosis.  Hemoglobin  determined  in  the 
diabetic  clinic  on  November  18,  1950,  was  10.5  grams. 
Transurethral  prostatic  resection  had  been  done  else- 
where about  three  years  ago  and  was  repeated  at  this 
hospital  one  year  ago,  the  pathological  report  being 
adenocarcinoma  of  the  prostate,  grade  I.  He  had 
received  Stilbesterol  5 mg.  three  times  daily  and 
Mandelamine  60  gr.  daily,  and  had  had  occasional 
urethral  dilatations  since  that  time.  His  alcoholic 
•intake  had  been  about  one  fifth  of  whiskey  a day  for 
many  years,  ceasing  about  four  years  ago.  At  a later 
date  it  was  learned  that  he  had  complained  of  severe, 
generalized  headaches  occasionally  for  the  past  few 
years,  but  daily  for  the  past  two  weeks.  For  this  he 
had  taken  60  grains  of  aspirin  daily  for  the  two 
weeks. 
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Physical  Examination  : The  patient  was  an  elderly, 
obese  white  male,  in  acute  distress,  irritable,  and  un- 
cooperative. B.  P.  136/70.  Temperature  103,  rec- 
tally.  The  skin  was  somewhat  pale  and  dry.  There 
were  numerous  hemorrhagic  papular  lesions  2 to  3 
mm.  in  diameter  over  both  buttocks.  Head  and  neck 
were  essentially  negative.  The  lungs  contained  a few 
scattered  fine  inspiratory  rales.  The  heart  was  regu- 
lar, rate  120,  with  no  enlargement  nor  murmurs.  The 
abdomen  was  obese  and  somewhat  rigid.  Faint  peri- 
staltic sounds  were  audible  throughout.  Genitalia 
were  normal  but  shortly  after  admission  he  began  to 
bleed  through  the  urethra.  Rectal  examination  re- 
vealed enlarged,  hard  prostate,  but  light  brown  stool 
with  no  evidence  of  blood. 

Laboratory  Data:  Hemoglobin  10.9  gms.  Hem- 
atocrit 32,  WBC.  10,250.  Prothrombin  time  over  5 
minutes — concentration  0.  Bleeding  time  exceeded  6 
hours,  clotting  time  over  24  hours.  Thymol  turbidity 
3.5  units,  bromsulphalein  24%  retention.  Blood  urea 
nitrogen  30  mg.%. 

Clinical  Course : After  admission  he  vomited  about 
100  cc.  of  bright  red  blood.  His  pulse  remained  rapid 
and  his  systolic  pressure  dropped  to  100  mm.  l ie  was 
treated  with  blood  transfusions  and  received  2500 
cc.  blood  in  the  course  of  the  night.  He  passed  large 
quantities  of  bright  red  as  well  as  dark  blood  by  rec- 
tum and  also  passed  some  blood  by  urethra.  72  mg. 
of  menadione  were  given  intravenously.  The  fol- 
lowing morning  he  had  apparently  stopped  bleeding 
and  felt  well.  His  hemoglobin  was  then  10.0  gm., 
hematocrit  33.  He  remained  anuric  for  a period  of 
28  hours  after  admission,  and  probably  for  a total 
period  of  36  hours.  He  then  began  to  pass  normal 
amounts  of  urine : 1400  to  2800  c.c.  per  day.  The 
urine  contained  moderate  amounts  of  albumin  and 
over  100  red  and  white  blood  cells  per  high  power 
field.  The  cells  disappeared  rapidly  but  the  albumin 
persisted  in  subsequent  specimens.  Plis  prothrombin 
concentration  on  the  second  day  was  79%  of  normal 
and  his  clotting  time  was  19  minutes.  Pie  received 
further  treatment  with  menadione  and  vitamin  C. 
On  April  2,  a gastro-intestinal  X-ray  examination 
failed  to  reveal  pathology  in  the  esophagus,  stomach 
or  duodenum.  On  April  3,  his  total  protein  was  6.05, 
albumin  3.50,  globulin  2.55.  His  blood  urea  nitrogen 
was  72  mg.  but  on  the  following  day  had  dropped  to 
52  mg.  His  bleeding  time  was  then  3 minutes,  clot- 
ting time  17  minutes.  The  acid  phosphatase  was  0.2 
King  units.  On  April  6,  he  was  discharged,  appar- 
ently recovered.  He  was  followed  in  the  diabetic 
clinic  and  on  June  13,  1951,  was  found  to  have  a 
hemoglobin  of  11.2  gm.,  bleeding  time  2 minutes, 
clotting  time  10  minutes,  prothrombin  time  16  sec- 
onds, 93%  normal  concentration.  At  the  time  of 
writing,  twelve  weeks  after  discharge,  he  has  had  no 


further  recognized  bleeding  episodes,  and  has  felt 
quite  well. 

Comment : 

Some  fifty  years  ago  the  German  pharmacologist 
Binz1  advised  caution  in  the  use  of  salicylic  acid  be- 
cause of  the  occurrence  of  hemorrhages  from  the 
mucous  membranes.  French  writers  had  previously 
asserted  that  the  drug  may  cause  abortions.  The 
mechanism  was  unexplained  until  1943  when  Link,2 
found  that  dicumarol  causes  a lowering  of  the 
prothrombin  concentration  in  the  blood  and  that 
dicumarol  may  be  degraded  into  salicylic  acid.  He 
noted  that  in  rats  injected  with  salicylic  acid  a slight 
hypoprothrombinemia  developed,  which  was  accen- 
tuated if  they  also  received  a diet  deficient  in  vitamin 
K.  His  findings  were  immediately  confirmed  by  the 
clinical  investigations  of  Meyer3  and  Shapiro.4  Since 
that  time,  numerous  studies  have  been  conducted  to 
determine  the  effect  of  various  salicyl  compounds, 
and  it  has  been  proven  that  salicylic  acid,  aspirin, 
sodium  salicylate,  and  paraamino  salicylic  acid  all 
may  have  the  same  effect. 

Butt  and  his  associates5  studied  prothrombin  levels 
in  113  rheumatic  fever  patients,  51  of  whom  received 
salicylate,  and  found  that  on  doses  of  50  grains  daily 
there  was  little  or  no  change  in  the  prothrombin  con- 
centration, but  on  100  grains  daily  there  was  a de- 
crease in  a few  patients,  while  after  they  had  received 
150  grains  for  two  days  there  was  a decrease  in  “a 
good  percentage.”  Exact  figures  are  not  given.  In 
this  series  the  patients  were  on  each  level  of  intake 
for  one  week. 

Owen  and  Bradford6  studied  a series  of  25  cases  of 
acute  rheumatic  fever  treated  with  10  grams  of  so- 
dium salicylate  daily  for  21  to  60  days.  They  found 
a drop  to  20-29%  of  normal  in  10  cases  (40%),  and 
below  20%  in  2 cases  (8%).  They  noted  the  maxi- 
mal drop  occurring  in  the  second  or  third  week  in  18 
cases  (72%),  from  the  first  to  the  sixth  week  in  the 
remainder.  The  pronounced  depression  lasted  one  to 
three  days  except  in  the  most  severe  cases,  and  was 
followed  by  a gradual  return  to  normal  in  all  cases 
despite  continuation  of  the  drug.  They  noted  a de- 
creased effect  during  second  courses  of  therapy. 
These  studies  suggest  that  had  Butts  prolonged  the 
course  of  lower  levels  of  medication  he  might  have 
noticed  a higher  incidence  of  hypoprothrombinemia. 

The  question  arises  why  a lowering  of  the  pro- 
thrombin level  should  occur  in  some  patients  whose 
intake  of  the  drug  is  low,  and  not  in  others  with  a 
higher  intake.  This  might  be  explained  in  part  as 
poor  absorption,  since  the  blood  levels  do  not  neces- 
sarily correspond  to  the  daily  intake.  It  might  further 
be  explained  by  the  observation  of  Link2  that  in  rats 
salicylate  was  more  effective  in  changing  the  pro- 
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thrombin  level  if  there  were  also  a dietary  deficiency 
of  vitamin  K.  This  correlation  might  also  explain  the 
fact  that  severe  hemorrhages  attributed  to  aspirin 
have  been  relatively  rare  in  this  country  and  have 
been  reported  more  frequently  in  post-war  years  in 
European  countries,  particularly  Great  Britain,  Italy, 
and  France.  Possibly  dietary  deficiencies,  particu- 
larly of  green,  leafy  vegetables,  have  lead  to  a wide- 
spread vitamin  K deficiency  in  the  latter  countries. 
In  our  case,  it  is  postulated  that  liver  damage  may 
have  caused  an  asymptomatic  hypoprothrombinemia 
with  a resultant  increase  in  susceptibility  to  salicylate. 
This  would  parallel  the  well-known  susceptibility  of 
patients  with  even  slight  liver  damage  to  dicumarol. 
The  efficiency  of  vitamin  K in  conjunction  with 
salicylates  in  preventing  hypoprothrombinemia  is  well 
established. 

Conclusions : 

Studies  on  prothrombin  levels  of  patients  on  sal- 
icylate therapy  indicate  that  the  decrease  is  insignifi- 
cant in  the  majority  of  cases.  The  widespread  use 
of  aspirin  without  harm  indicates  that  the  danger  of 
massive  hemorrhage  is  slight.  Salicylates,  however, 
should  be  used  with  caution  in  persons  who  have  a 
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dietary  history  suggestive  of  vitamin  K deficiency, 
who  have  liver  disease  with  impaired  prothrombin 
production,  or  who  have  a bleeding  tendency  of  any 
origin.  The  recommended  dosage  of  1 mg.  vitamin 
K for  each  gram  of  salicylate  should  be  followed 
where  suspicion  exists. 
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ANALYSIS  OF  THE  CHEST  SURVEY  PROGRAM  AT  THE  MAINE  MEDICAL 

CENTER 

Jack  Spencer,  M.  D.,  and  John  H.  Schaeffer,  M.  D.* 


The  chest  survey  program  was  started  at  the  Maine 
General  Hospital  in  January,  1947.  In  this  type  of 
chest  study  a 4 x 5-inch  photograph  of  a fluoroscopic 
image  of  the  lungs  takes  the  place  of  the  routine 
large  films  (14  x 17  inch).  The  cost  is  thus  much 
less  than  that  of  larger  films,  making  surveys  of 
large  populations  economically  feasible.  The  pro- 
gram has  been  expanded  continually  since  that  time ; 
in  1950,  survey  examinations  were  made  on  10,661 
persons.  It  was  considered  to  he  of  interest  to  review 
the  results  of  this  study  in  order  to  ascertain  the 
number  of  cases  of  tuberculosis,  carcinoma,  and  other 
pathology  which  were  discovered,  and  to  compare 
the  nature  of  the  cases  of  tuberculosis  found  in  the 
survey  with  those  discovered  on  the  large  films  ob- 
tained on  symptomatic  hospital  patients. 

Although  it  was  our  desire  that  every  patient  ad- 
mitted to  the  hospital  should  have  a chest  X-ray,  we 
found  that  of  8,018  adult  admissions  for  the  year, 
1,453  had  survey  films,  and  an  additional  1238  had 
large  films  only,  a total  of  2,691  or  33.6%  of  admis- 

*  From  the  Departments  of  Roentgenology  and  Internal 
Medicine  of  the  Maine  General  Hospital. 


sions.  In  addition,  383  patients  were  X-rayed  while 
in  the  accident  ward,  a high,  but  unknown  number 
of  these  being  admitted  immediately.  Also,  many 
clinic  and  private  patients  had  films  taken,  either  here 
or  elsewhere,  a short  time  before  admission.  It  is  the 
usual  policy,  for  example,  to  have  a chest  film  of 
each  pre-natal  patient  during  the  pregnancy,  but  not 
at  the  time  of  admission  for  delivery.  All  ambulatory 
clinic  patients  are  also  examined.  Our  percentage, 
therefore,  appears  much  lower  than  it  is. 

It  has  been  the  usual  procedure  to  request  14  x 17- 
inch  films  in  all  cases  where  the  history  or  physical 
examinations  suggest  pulmonary  disease.  Survey 
films  are  taken  where  no  pathology  is  suspected.  The 
pulmonary  pathology  found  through  the  survey  pro- 
gram should,  therefore,  represent  unsuspected  dis- 
ease which  would  not  otherwise  have  been  found  at 
that  time.  Since  out-patients  have  not  all  been  re- 
ferred by  physicians  this  is  not  necessarily  true  for 
them,  as  evidenced  by  the  3 cases  of  known  tuber- 
culosis found. 

Of  the  10,661  survey  films  read,  668  were  con- 
sidered abnormal  (Table  I).  On  reviewing  these 
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Summary  of  Survey  Chest  Pathology 


TABLE  I 

Total  surveys  10,661 

Active  tuberculosis  22 

Minimal  14 

Moderately  advanced  7 

Far  advanced  1 

Tuberculous  pleural  effusion  1 

Previously  known  tuberculosis  3 

Bronchogenic  carcinoma  2 

Metastatic  carcinoma  5 

Pleural  effusion  due  to  carcinoma  2 

Hodgkin’s  disease  1 

Leukemic  infiltration  of  lungs  1 

Pneumonia  25 

Pleuritis  without  effusion  6 

Coccidiomycosis  (previously  known)  1 

Lung  abcess  1 

Pulmonary  infarct  1 

Post-irradiation  fibrosis 
Pulmonary  fibrosis : 

No  clinical  significance  116 

Not  followed  33 

Hiatus  hernia  1 

Cardiac  pathology  139 


films,  the  majority  shows  abnormalities  of  little  or  no 
significance.  This  includes  sclerotic  or  tortuous  aorta, 
and  slightly  enlarged  heart.  Twelve  patients  had 
marked  scoliosis,  and  two  patients  were  noted  to  have 
cervical  ribs.  A few  had  bifid  ribs,  azygos  lobe,  other 
structural  abnormality,  and  many  diaphragmatic  ad- 
hesions were  seen  to  which  no  clinical  significance 
could  be  attached.  Since  not  all  of  the  observers  re- 
ported hilar  or  parenchymal  calcifications  no  accu- 
rate figure  could  be  obtained  from  this  in  the  absence 
of  other  lung  disease,  but  of  668  films  reviewed,  only 
64,  or  9.3%  had  hilar  or  parenchymal  calcification, 
and  five  had  pleural  calcification.  Cardiac  abnormali- 
ties of  clinical  significance  were  found  in  139  or 
1.21%  such  as  evidence  of  congestive  failure,  marked 
mitral  configuration,  or  greatly  enlarged  heart 
shadows. 

One  case  of  lung  abscess  was  discovered  in  a fif- 
teen-year-old girl  who  had  seen  her  physician  be- 
cause of  symptoms  referable  to  an  accompanying 
anemia,  but  in  whom  no  lung  disease  was  suspected. 
Two  cases  of  primary  bronchogenic  carcinoma  were 
found  in  apparently  normal  individuals  (0.02%). 
Five  patients  were  found  to  have  metastatic  pul- 
monary carcinoma,  of  which  three  had  previously 
been  treated  surgically.  Of  three  cases  of  pleural 
effusion,  one  was  tuberculous,  two  the  result  of  ma- 
lignancy. One  patient  from  the  Tumor  Clinic  was 
found  to  have  mediastinal  Hodgkin’s  disease,  another 
leukemic  infiltration,  and  a third  marked  post-irradia- 
tion fibrosis.  One  hospital  patient  had  a previously 
undiagnosed  pulmonary  infarction.  One  case  of  basal 


consolidation  was  found  to  have  a hiatus  hernia,  the 
lung  findings  clearing  completely  after  corrective 
surgery. 

Of  19  cases  reported  to  the  state  health  depart- 
ment as  tuberculosis,  4 were  found  to  be  inactive ; 3 
previously  known  to  them,  though  not  to  the  physi- 
cian treating  the  patient ; one  with  pleural  effusion 
was  found  to  be  the  result  of  metastatic  malignancy ; 
one  patient  had  bronchiectasis,  and  one  was  a pre- 
viously known  case  of  chronic  coccidiomycosis.  Of 
the  cases  in  which  a definite  diagnosis  from  the  single 
film  was  not  possible,  subsequent  clinical,  laboratory, 
and  X-ray  data  revealed  active  tuberculosis  in  five 
cases.  Thus  a total  of  12  cases  of  tuberculosis  were 
discovered,  of  which  8 were  minimal,  and  one  was 
far  advanced.  It  may  be  significant  that  only  one  was 
a patient  in  the  hospital  at  the  time  of  the  survey  and 
at  the  time  the  diagnosis  of  tuberculosis  was  con- 
firmed. 

During  the  same  period,  1,238  patients  in  the  hos- 
pital had  14  x 17-inch  chest  films  taken.  Fifteen 
were  found  to  have  active  tuberculosis.  Of  these, 
five  were  known  to  have  the  disease  before  admis- 
sion. Of  the  ten  new  cases  (0.81%),  five  were  ad- 
mitted for  pulmonary  disease  but  thought  to  have 
pneumonia,  two  had  pleural  effusions,  and  three  were 
admitted  for  other  reasons,  the  chest  pathology  being 
considered  of  secondary  importance.  This  did  not 
necessarily  prove  to  be  true,  for  one  man  admitted 
for  intestinal  obstruction  had  tuberculosis  enteritis, 
and  one  woman  sent  in  as  Hodgkin’s  disease  had 
minimal  pulmonary  tuberculosis  not  evident  on  a 
recent  survey  film  taken  elsewhere,  but  had  cervical 
tuberculous  adenitis  and  later  died  of  tuberculous 
meningitis. 

Of  the  fifteen  cases  diagnosed  by  large  films  eight 
were  placed  in  a sanatorium ; three  were  treated  at 
home ; three  died.  One  case,  a student  nurse,  re- 
mained at  this  hospital  throughout  the  necessary 
period  of  treatment,  and  one,  in  whom  the  diagnosis 
was  only  recently  confirmed,  is  hospitalized  pending 
admission  to  the  sanatorium. 

In  the  group  diagnosed  by  survey  14  of  the  22 
(63.6%)  had  minimal  tuberculosis  and  one  had  far 
advanced  tuberculosis.  In  the  hospital  group  of  ten 
patients  with  pulmonary  symptoms  or  signs,  only  one, 
who  died  of  the  disease,  had  minimal  tuberculosis, 
and  six  had  far  advanced  disease  (Table  II). 

TABLE  II 

Analysis  of  Hospitalized  Tuberculous  Cases 


Total  large  films  on  house  patients  1,238 

Total  tuberculosis  15 

Unknown  tuberculosis  — (0.81%)  10 

Minimal  1 

Moderately  advanced  1 

Far  advanced  6 

Pleural  effusion  2 
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Conclusions 


During  the  four  years  that  the  survey  program 
has  been  functioning  at  the  Maine  Medical  Center 
there  has  been  a steady  increase  in  its  use.  Figures 
for  the  first  five  months  of  1951  indicate  that  this  in- 
crease is  continuing  during  the  current  year.  The 
percentage  of  hospital  patients  examined  is  also  in- 
creasing, although  it  is  not  as  high  as  desired.  The 
clinical  observation  of  these  patients,  once  the  sus- 


picion is  aroused  is  also  good,  though  not  perfect. 
Since  the  cost  of  the  program  places  a chest  film 
within  financial  reach  of  those  who  otherwise  would 
not  or  could  not  pay  for  a large  X-ray  film,  it  is  felt 
that  the  program  ofifers  a valuable  adjunct  to  the 
services  of  the  Maine  Medical  Center,  particularly 
in  relation  to  the  out-patient  department,  as  well  as 
the  hospital  cases. 


EYEGROUND  CHANGES  OF  PARTICULAR  IMPORTANCE  TO  THE  GENERAL 

PRACTITIONER 

Paul  Maier,  M.  D. 


Over  the  years  it  has  become  increasingly  evident 
that  changes  in  the  eyegrounds  will  frequently  reflect 
abnormalities  elsewhere  in  the  body.  Indeed  such 
signs  may  presage  disease  in  other  systems.  Since 
the  retinal  vessels  are  the  only  ones  which  are  so 
directly  and  so  readily  accessible  to  examination,  it 
behooves  us  to  rely  on  them  as  a valuable  source  of 
information  regarding  the  state  of  health  of  the 
entire  organism. 

Quite  a definite  correlation  between  the  state  of 
the  retinal  vessels  and  those  of  comparable  size  else- 
where in  the  body  has  been  shown  to  exist.  This 
leads  us  to  a consideration  of  the  sclerotic,  hyperten- 
sive, and  senile  changes  of  the  retinal  arterial  system, 
and  of  the  interrelationship  of  one  with  the  other. 
Let  it  be  understood  at  the  outset  that  though  we 
speak  of  each  as  a separate  entity,  the  fact  is  that  any 
two  or  all  three  may  he  co-existent.  In  such  a case  it 
is  often  difficult  to  assess  the  relative  importance  of 
each.  Correlation  with  other  physical  findings  will  be 
of  some  importance. 

There  are  three  fundamental  changes  which  take 
place  in  the  retinal  arteries  and  arterioles.  These  in- 
clude : first,  the  structural  changes  in  the  vessel  walls 
which  accompany  the  aging  process  — simple  senile 
sclerosis  ; second,  the  changes  of  true  arteriosclerosis, 
or  arteriolosclerosis ; and  third,  the  changes  which 
accompany  an  increase  in  tone  of  the  vascular  mus- 
culature which  lead  to  the  picture  of  angiospastic 
retinopathy.  All  these  findings  are  quite  faithfully 
reflected  by  the  arteries  and  arterioles  of  the  kidneys, 
perhaps  less  so  by  the  small  vessels  of  the  brain, 
pancreas  and  spleen. 

Sclerosis  of  the  vessels  due  simply  to  the  aging 
process  is  the  result  of  an  increase  in  the  fibrous  and 
elastic  tissue  of  intima  and  media.  Accompanying  the 
deposition  of  these  fibers  is  a thickening  of  the  vessel 
wall,  a dilatation  of  the  lumen  because  of  decreased 


elasticity  of  the  new  tissue,  and  an  increase  in  tor- 
tuosity of  the  vessels.  The  senile  sclerotic  process  is 
said  to  begin  at  about  the  age  of  forty,  increasing  to 
become  quite  marked  at  age  sixty  or  seventy  in  some 
instances. 

Ophthalmoscopically  the  changes  are  manifest  by 
an  increase  in  apparent  width  of  the  arteries,  an  in- 
crease in  brightness  and  width  of  the  light  streaks, 
and  an  increase  in  tortuosity  of  a more  or  less  ser- 
pentine character. 

Sclerosis  of  the  smaller  vessels  due  to  the  arterio- 
sclerotic process  is  the  result  of  increased  deposits  of 
hyaline  and  lipoid  material,  first  sub-endothelially, 
then  spreading  to  include  the  adventitia.  The  larger 
arteries  of  the  retina  first  show  lipoid  deposits  in  the 
intima.  These  increase  in  size  to  form  atheromatous 
plaques.  Occasionally  one  will  break  through  the 
endothelium  lining  the  lumen  to  form  an  atheromat- 
ous ulcer.  The  plaques  and  ulcers  form  nodular 
thickenings  in  the  walls  which  cause  irregularities  in 
the  caliber  of  the  vessels.  Because  of  loss  of  elas- 
ticity, these  vessels,  too,  become  dilated  and  show  an 
increase  in  tortuosity.  However,  in  this  instance,  the 
tortuosity  is  rather  more  angular  than  serpentine. 
Ophthalmoscopically,  the  changes  are  manifested  as 
widening  of  the  light  streaks,  increase  in  tortuosity 
of  the  vessels,  irregularly  distributed  areas  of  local- 
ized narrowing  of  the  arteries,  and  the  so-called 
arterio-venous  crossing  defects.  These  latter  are 
apparent  interruptions  in  the  course  of  the  veins, 
attributable  to  fibrous  thickening  of  the  adventitial 
coat  which  is  common  to  both  at  the  point  of  crossing. 
It  is  not  due  to  spasm  of  the  artery  as  was  once 
thought.  It  is  clear  that  the  ophthalmoscopic  picture 
will  vary  with  the  extent  and  duration  of  this  disease. 
When  the  arteriosclerosis  is  severe  enough,  there 
results  a chronic  malnutrition  of  the  vessel  walls. 
This  leads  to  escape  of  blood  corpuscles  by  diapedesis 


NINETEEN  HUNDRED  AND  FIFTY-ONE— AUGUST 


267 


in  all  layers  of  the  retina  to  form  both  the  so-called 
flame  and  pin-point  hemorrhages.  It  also  leads  to 
deposits  of  lipoid  and  hyaline  materials  in  the  retina 
to  form  the  yellowish,  sharply  outlined,  sometimes 
hard-looking  arteriosclerotic  exudates.  The  end  re- 
sult of  the  arteriosclerotic  process  may  be  complete 
occlusion  of  the  central  retinal  artery  or  a branch,  due 
either  to  plugging  by  the  atheromatous  plaque,  or 
thrombosis  about  it,  or  to  a combination  of  these  plus 
spasm  of  the  vessel  wall. 

Spasm  of  the  vessel  wall  is  intended  to  imply  an 
increase  in  tong  of  the  muscle  fibers  which  causes  a 
continuous  narrowing  of  the  lumen  so  long  as  the 
exciting  factor  is  active.  This  is  a reversible  process 
unless  it  has  been  extant  long  enough  to  cause  organic 
change  in  the  vessel  wall,  in  which  case  the  lumen  is 
permanently  narrowed.  The  organic  changes  which 
take  place  after  prolonged  spasm  are  a hyaline  thick- 
ening of  the  walls  of  the  smaller  vessels,  and  hyper- 
trophy of  the  media  of  the  larger  ones.  These 
changes,  both  functional  and  organic,  are  often  super- 
imposed on  pre-existing  arteriosclerosis  of  varying 
degrees  of  severity.  Thus  the  possibilities  of  having 
variegated  fundus  pictures  are  many.  If  the  spasm — 
in  combination  with  organic  changes  or  without — is 
severe  enough,  it  will  lead  to  circulatory  stasis  with 
ensuing  edema,  hemorrhages,  and  cotton-wool  exu- 
dates in  the  retina.  These  latter  differ  from  the 
hyaline  and  lipoid  deposits  of  arteriosclerosis  de- 
scribed above,  in  that  the  cotton-wool  exudates  con- 
tain plasma  and  fibrin,  are  white,  have  a fluffy  ap- 
pearance with  indistinct  margins.  The  simplest 
ophthalmoscopic  picture  of  arterial  spasm,  generalized 
attenuation  throughout  the  arterial  tree,  is  seen  in 
mild  to  moderate  benign  essential  hypertension  in 
young  persons  and  in  pre-eclampsia  of  mild  to  mod- 
erate degree.  In  severe  arteriospasm  such  as  occurs 
in  severe  acute  glomerulonephritis,  in  the  malignant 
phase  of  essential  hypertension,  and  in  eclampsia, 
there  are  seen  in  addition  varying  degrees  of  edema 
of  the  retina  and  optic  disc,  hemorrhages  and  cotton- 
wool exudates  in  the  retina,  and  even,  as  in  severe 
eclampsia,  detachment  of  the  retina.  All  of  these 
offer  at  best  a poor  local  and  systemic  prognosis. 

We  have  noted  above  that  certain  vascular  signs 
may  be  accompanied  by  both  superficial  (flame) 
hemorrhages,  deep  (punctate)  hemorrhages,  hyaline 
and  lipoid  deposits  in  the  retina,  and  cotton-wool 
exudates.  In  diabetics  all  these  signs  may  be  ob- 
served, but  when  they  are  they  must  be  considered 
to  be  characteristic  not  of  the  diabetes,  but  rather  of 
arteriosclerosis  and  spasm.  In  other  words,  the  pic- 
ture may  be  compounded  by  the  simultaneous  pres- 
ence of  two  or  even  three  disease  entities.  Rather 
more  typical  of  the  diabetic  are  the  tiny,  punctate, 
red  spots  which  lie  deep  in  the  retina  characteristically 
in  the  posterior  pole,  These  have  been  considered  to 


be  hemorrhages,  but  more  recent  investigation  indi- 
cates that  they  are  capillary  aneurysms. 

This  explains  why  the  “hemorrhages”  so  seldom 
disappear.  Be  that  as  it  may,  the  only  known  pre- 
requisite for  their  appearance  is  diabetes  of  long 
duration.  It  would  almost  seem  fair  to  say  that  even 
if  the  tiny  aneurysms  alone  are  seen,  the  patient  has 
had  diabetes  for  at  least  ten  years.  They  are  often 
seen  in  the  absence  of  any  sign  whatsoever  of  either 
vascular  degeneration  or  spasm.  In  a large  group  of 
diabetics  observed,  about  18%  showed  the  tiny  reti- 
nal “hemorrhages.”  In  a somewhat  smaller  group  of 
non-diabetics,  they  were  seen  in  only  3%. 

Another  fundus  sign  of  diabetes,  again  of  long 
duration,  is  the  presence  of  hard-looking,  sharply  and 
irregularly  outlined  white  and  yellowish-white 
patches  of  exudate.  Frequently  these  are  confluent 
and  form  a variety  of  figures.  They  contain  colloid, 
hyaline,  and  lipoid  materials. 

Still  other  cases  of  diabetes  of  long  duration  will 
show  large  pre-retinal  hemorrhages.  These  may 
strikingly  reduce  the  vision,  especially  if  they  burst 
into  the  vitreous.  Perhaps  the  most  devastating  of 
all  the  diabetic  retinopathies  is  the  preliferative  type. 
This  is  characterized  by  the  abundant  formation  of 
new  vessels  and  fibrous  veils  which  may  extend  far 
forward  into  the  vitreous,  and  which  may  lead  to 
retinal  detachment  and  inevitably  to  blindness. 

The-  etiological  factor  which  causes  such  destruc- 
tive retinopathy  is  by  no  means  certain.  But  there  is 
good  and  carefully  studied  evidence  which  would 
indicate  that  the  more  nearly  perfect  the  control  of 
the  diabetic  state  by  diet  and  insulin,  the  fewer  are 
the  ocular,  and  hence  the  systemic  complications. 

The  blood  dyscrasies  is  another  group  of  diseases 
in  which  ophthalmoscopic  examination  sometimes  re- 
veals additional  diagnostic  information.  In  the  leu- 
kemias the  veins  may  be  tremendously  engorged,  may 
have  the  appearance  of  linked  sausages.  Both  the 
leukemias  and  pernicious  anemia  may  show  super- 
ficial hemorrhages  which  have  white  centers.  These 
are  said  to  be  more  often  present  the  more  severe  the 
degree  of  the  anemia.  All  types  of  exudates  may  be 
present  also. 

Summary 

Examination  of  the  fundus  of  the  eye  often  pro- 
vides valuable  information  regarding  the  condition 
of  the  arteries  not  only  of  the  eyes,  but  also  of  other 
bodily  systems,  particularly  the  kidneys,  brain,  spleen, 
and  pancreas.  In  diabetes,  too,  such  examination 
affords  us  an  easily  accessible  source  of  prognostic 
and  therapeutic  information.  In  certain  blood  dys- 
crasias  we  are  occasionally  presented  with  an  addi- 
tional diagnostic  weapon. 
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ADMINISTRATIVE 

ANSWERING  HOSPITAL  COST  CRITICISMS 

Donald  M.  Rosenberger,  Director,  Maine  General  Hospital,  Portland,  Maine 


I can  think  of  no  more  timely  subject  to  present  to 
the  members  of  the  Maine  Medical  Association  than 
that  of  answering  hospital  cost  criticisms.  Hospital 
costs  do  need  explaining.  There  perhaps  is  no  better 
opportunity  to  explain  hospital  costs  than  at  the  time 
patients  are  referred  to  the  hospital  for  elective  care, 
and  no  better  way  of  effecting  the  explanation  than 
through  the  doctor-patient  relationship. 

First,  a word  about  the  changing  nature  of  hos- 
pital care.  As  recently  as  seventy-five  years  ago  hos- 
pitals, by  and  large,  took  care  of  only  one  segment  of 
the  population,  the  charity  segment,  and  the  institu- 
tional function  was  financed  almost  entirely  by  phi- 
lanthropy. Hospital  care  was  largely  restricted  to 
room  and  board.  Today  multiphasic  hospital  care, 
complete  with  stand-hy  services,  is  purchased  in- 
creasingly by  private  patients,  contract  groups  such 
as  Blue  Cross  and  various  prepayment  insurance  pro- 
grams, governmental  units  and  organized  charity  (as 
symbolized  by  the  Community  Chest)  for  the  benefit 
of  individuals. 

The  present  complexity  and  extent  of  hospital  care 
has  resulted  in  a major  change  in  hospital  finance. 
This  change  has  been  from  one  of  financing  the  hos- 
pital as  an  institution  toward  one  of  financing  the  cost 
of  care  rendered  to  individual  patients  by  hospitals. 
Or,  to  state  it  another  way,  the  changing  order  of 
hospital  care  is  developing  programs  to  take  care  of 
individuals  rather  than  hospitals. 

The  magazine  Trustee,  Journal  for  hospital  gov- 
erning hoards  published  by  the  American  Hospital 
Association,  in  reviewing  rates  of  Maine  General  and 
eleven  other  hospitals  over  a span  of  60-plus  years, 
points  out  that  grandfather  was  right  when  he  com- 
plained about  high  costs  of  hospital  care  in  1888.  The 
article  continues  by  saying  that  grandfather  would 
have  less  reason  to  complain  about  today’s  costs  be- 
cause his  hospitalization  actually  cost  him  more  in 
real  wages  than  it  costs  his  grandchildren  today. 


There  is  no  doubt  that  hospital  patient  day  costs 
have  risen  sharply  during  the  past  62  years,  hut  the 
factors  of  shorter  stay  and  smaller  loss  of  income  be- 
cause of  fewer  lost  days  on  the  job  today  must  be 
considered  in  relation  to  current  hospital  costs.  At 
Maine  General  Hospital  in  1888,  Trustee  notes,  the 
cost  of  grandfather’s  stay  was  $1.50  per  day  - — - and 
the  average  stay  at  that  time  was  52  days.  After  a 
little  figuring,  grandfather  realized  that  with  his  aver- 
age income  he  had  to  work  72  days  to  make  up  the 
pay  he  had  lost  plus  the  cost  of  his  hospital  care. 
This  amounted  to  23%  of  his  year’s  earnings. 

In  1950,  the  comparison  continues,  grandson 
stayed  in  the  Maine  General  Hospital  the  average 
8%  days  for  the  same  type  of  operation  that  his 
grandfather  had  before  him.  A little  figuring  told 
grandson  that  he  would  have  to  work  21  days  at  aver- 
age pay  to  make  up  the  time  he  lost  on  the  job,  plus 
his  hospital  bill.  This  amounted  to  only  about  7%  of 
bis  year’s  earnings.  According  to  Trustee  grandson 
mused,  “Maybe  I’m  better  off  than  I thought.” 

These  two  patients  62  years  apart  tell  a story  that 
is  important  to  every  person  today.  They  prove  that 
despite  today’s  comparatively  high  patient  day  costs, 
today’s  patients  are  actually  paying  less  in  real  wages 
for  hospital  care  than  patients  were  paying  62  years 
ago  when  patient  day  costs  were  low.  They  prove 
that  the  mere  increase  in  patient  day  costs  is  not  an 
indication  of  increased  total  cost  of  hospital  care  to 
the  patient. 

But  what  about  the  cost  of  care  measured  in  terms 
of  the  patient  who  is  not  a wage  earner?  Here  the 
result  is  of  the  same  nature  but  perhaps  not  so  dra- 
matic. The  American  Medical  Association’s  eco- 
nomics’ expert,  Dr.  Frank  G.  Dickinson  (Ph.D.),  has 
revealed  that  the  cost  of  hospital  care  has  not  gone  up 
as  far  or  as  fast  as  the  cost  of  living.  Using  Depart- 
ment of  Labor  figures,  Dr.  Dickinson  shows  that  for 
the  year  1949  the  cost  of  living  was  69%  higher  than 
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in  the  “normal”  years  of  1935-1939.  By  comparison, 
hospital  rates  were  up  127%,  but  the  average  stay  in 
the  hospital  was  shorter,  so  that  the  patient’s  bill  in- 
creased only  67%,  or  two  per  cent  less  than  the  in- 
crease in  the  cost  of  living.  (Dr.  Dickinson  states 
that  the  comparative  figures  for  1950  have  not  yet 
been  completed,  but  he  believes  preliminary  reports 
indicate  no  significant  changes  in  the  figures  reported 
for  the  year  1949.) 

These  comparisons  of  hospital  charges  with  real 
wages  and  with  the  cost  of  living  prove  beyond  ques- 
tion that  while  hospital  costs  have  risen  sharply  they 
have  risen  slightly  less  than  the  cost  of  living,  and 
have,  in  fact,  decreased  remarkably  in  relation  to 
average  income. 

So  long  as  hospitals  were  financed  as  institutions, 
and  charges  for  services  to  patients  were  frequently 
below  costs,  the  need  for  explaining  charges  was  not 
so  great  as  it  is  today.  In  the  development  of  pro- 
grams to  take  care  of  individuals  rather  than  hos- 
pitals, there  is  increasing  recognition  on  the  part  of 
all  concerned  to  inform  individual  members  of  the 
public  about  hospital  services  and  costs.  In  develop- 
ing this  function,  members  of  the  medical  profession 
can  be  increasingly  efifective  in  winning  of  public  un- 
derstanding, confidence  and  support  for  their  hos- 
pitals. 

To  best  fulfill  this  fuction,  I would  like  to  suggest 
that  organized  medicine  in  Maine,  working  through 
each  hospital  medical  staff  and  each  county  medical 
society,  accept  responsibility  to  acquaint  its  member- 
ship with  costs  of  hospital  services  and  of  explaining 
hospital  charges  to  patients.  Obviously  the  facts  and 
figures  and  the  general  pattern  of  hospital  policy 
must  be  gotten  through  the  administrator  and  the 
governing  boards  of  these  hospitals  with  whom  there 
must  be  a close  working  relationship  and  mutual  un- 
derstanding of  what  is  to  be  done  and  how  to  do  it. 
I think  it  is  only  fair  to  say  that  the  support  and 
active  assistance  of  the  medical  profession  in  this 
matter  is  of  such  vital  importance  to  the  entire  com- 
munity that  if  the  administrator  or  the  governing 
board  of  your  hospital  does  not  request  the  assistance 
of  the  medical  staff,  the  staff  should  suggest  offering 
its  services  to  them. 

In  planning  programs  designed  to  educate  the  pub- 
lic to  hospital  services  and  the  costs  thereof,  it  must 
be  remembered  that  hospitals  are  service  organiza- 
tions. In  light  of  the  changing  order  of  hospital  care, 
it  must  be  appreciated  that  hospitals  do  not  handle 
their  own  money  but  handle  the  money  of  others. 
Hospitals  do  not  want  any  money  for  themselves, 
but  only  to  provide  adequate  care  to  those  needing 
their  services. 

Compulsory  health  insurance  is  an  ever-present 
challenge  to  our  voluntary  hospital  system  so  long  as 


the  public  is  not  educated  to  the  purchase  of  good 
hospital  care.  On  the  expense  side  of  good  care, 
hospitals  have  the  mounting  costs  of  rapidly  rising 
standards  — and  the  moral  responsibility  to  invest 
every  dollar  entrusted  to  them  in  the  best  possible 
patient  care.  On  the  income  side,  hospitals  have  reve- 
nue from  purchase  of  hospital  care  by  private  fees, 
pre-payment  insurance  of  various  types,  government 
and  organized  philanthropy. 

Each  of  these  categories  of  purchasers  of  hospital 
care  represents  a separate  segment  of  the  total  popu- 
lation. If  Blue  Cross,  organized  philanthropy,  and 
government  at  all  levels  will  adequately  meet  the  costs 
of  care  rendered  their  respective  segments  of  the 
population,  our  voluntary  hospitals  can  keep  pace 
with  demands  made  upon  them.  The  development  of 
standardized  accounting  methods  makes  it  possible 
for  hospitals  to  better  acquaint  the  public  with  the 
cost  of  services  rendered. 

In  order  that  there  may  be  mutual  understanding 
as  to  the  purchase  of  hospital  care  by  these  various 
segments  of  the  population,  let  us  look  for  a moment 
at.  each  category  individually.  Those  patients  who 
choose  private  or  semi-private  accommodations  are 
charged  fees  somewhat  more  than  cost.  Tradition- 
ally, this  practice  has  been  followed  to  help  make  up 
for  inadequate  payment  for  care  rendered  charity 
patients.  The  changing  order  of  hospital  finances  re- 
quires that  full  charges  for  all  types  of  care  include 
allowances  for  improvement  of  services.  Contract 
groups  such  as  Blue  Cross  want  to  pay  for  them- 
selves only.  For  the  most  part,  Workman’s  Compan- 
sation  and  the  federal  government  will  purchase 
standard  service  care  in  accordance  with  the  govern- 
ment formula  used  in  the  determination  of  per  diem 
costs. 

It  is  important  that  these  questions  be  asked : Do 
the  large  majority  of  Blue  Cross  subscribers,  par- 
ticularly those  who  select  private  and  semi-private 
accommodations  know  the  value  they  have  been  get- 
ting? Have  hospitals  succeeded  in  persuading  gov- 
ernment at  state  and  local  levels  and  Community 
Chests  that  hospital  care  of  the  medically  indigent 
must  be  purchased  on  a cost  basis  if  the  private  pa- 
tient is  not  to  be  surcharged  to  make  up  the  differ- 
ence ? Is  a hospital  deficit  a sign  of  bad  management  ? 
Or  does  it  mean  service  rendered  but  not  paid  for? 

The  American  people  do  not  pay  enough  for 
health  : but  the  American  psychology  is  to  pay  for  a 
quality  product.  They  will  not  forgive  our  voluntary 
hospitals  if  the  hospitals  fail  to  deliver  quality  care. 
Nor  will  the  American  people  forgive  hospitals  if 
they  learn  that  justifiable  and  explainable  costs  are 
the  reasons  for  failure  to  deliver  it. 

The  first  critera  in  providing  good  hospital  care  is 
that  hospitals  discharge  their  moral  responsibility  of 
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investing  every  dollar  entrusted  to  them  in  the  best 
possible  patient  service.  The  second  critera  is  that 
hospitals  forge  ahead  in  the  changing  order  of  hos- 
pital care  with  programs  in  which  each  segment  of 
the  population  purchasing  service  will  he  educated  to 
paying  its  full  share  of  rate  schedules  which  are  re- 
lated to  full  costs  and  adjusted  to  encourage  the  best 
possible  distribution  of  quality  health  services  to 
patients. 

Hospitals  have  a three-fold  obligation.  They  are 
obligated  to  use  funds  for  the  best  possible  hospital 
care.  They  are  obligated  to  utilize  the  services  of 
every  member  of  the  hospital  family  in  telling  the 
community  its  needs  in  terms  of  good  hospital  serv- 
ices. Last,  but  not  least,  they  are  obligated  to  make 
plain  responsibilities  of  private  patients,  contract 
groups,  governmental  units  and  organized  charity 
and  then  to  do  everything  possible  to  see  that  these 
responsibilities  are  fulfilled. 

Mr.  John  N.  Hatfield,  shortly  after  completing  his 
term  as  President  of  the  American  Hospital  Asso- 
ciation one  year  ago,  had  this  to  say  about  hospital 
costs : 

“I  am  concerned  about  the  public’s  insistence  that 
hospital  rates  are  too  high.  It  is  another  way  of  say- 
ing hospital  costs  are  too  high.  An  enlightened  public 
would  not  make  this  accusation.  People  will  talk.  We 
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must  see  to  it  that  we  give  the  public  true  facts  about 
our  hospitals  so  that  they  will  know  what  they  are 
talking  about.  In  this  connection  we  should  stop  talk- 
ing about  per  capita  per  diem  cost  of  hospital  care 
and  refer  to  cost  per  stay.  Despite  the  devalued  dol- 
lar ; despite  the  high  cost  of  supplies,  equipment  and 
labor;  despite  the  use  of  new  and  expensive  drugs 
unheard  of  three  decades  ago ; despite  new  and  com- 
plicated procedures ; and  despite  departmentalization 
of  hospital  services,  it  costs  less  today  per  each  in- 
stance of  hospitalization  than  it  did  30  years  ago. 
Furthermore,  results  are  better,  more  lives  are  saved 
and  patients  are  out  and  back  at  work  much  sooner. 
These  facts  must  be  gotten  over  to  the  public.” 

As  an  individual  member  of  the  Maine  Medical 
Association  and  as  a doctor  who  refers  or  treats  pa- 
tients in  community,  non-profit  hospitals,  you  per- 
sonally and  through  staff  or  county  medical  society 
action  can  fulfill  a most  important  educational  func- 
tion in  meeting  the  greatest  need  of  our  voluntary 
hospitals  today.  You  can  do  this  by  learning  about 
costs  in  your  own  hospitals  and  by  cooperating  with 
and  assisting  in  the  public  education  efforts  of  your 
hospitals  in  explaining  these  costs  to  your  patients, 
to  your  friends,  and  to  your  neighbors  who  look  to 
and  are  dependent  upon  your  hospitals  for  adequate 
care  in  time  of  need. 


STATE  AID  — A CONTINUING  PROBLEM 


John  C.  Barker,  Assistant  Director,  Maine  General  Hospital 


In  1948,  the  State  of  Maine,  through  its  Hospital 
Aid  program  was  dispensing  annually  an  appropria- 
tion of  $578,000  to  assist  in  the  payment  for  hospital 
care  rendered  to  residents  of  the  State,  who,  because 
of  their  own  inability  to  meet  the  burden  of  hospital 
bills,  needed  such  assistance.  Although  the  amount 
seems  large  at  first  glance,  its  final  apportionment  to 
individual  cases  resulted  in  a unit  payment  of  only 
about  $4.17  per  patient  day  to  hospitals  accepting 
State  Aid  patients.  In  contrast  to  the  amount  of  this 
payment  stands  the  much  higher  cost  of  providing 
adequate  hospital  care.  At  the  Maine  General  Hos- 
pital, for  example,  the  average  patient  day  cost  for 
1948  was  $12.72  or  $8.55  more  than  it  received.  By 
applying  all  of  its  endowment  and  Community  Chest 
income,  plus  payments  collected  from  the  patients 
themselves,  this  per  diem  loss  was  reduced  to  $4.73 
but  even  at  this  figure  the  year’s  loss  was  $181,009. 
In  proportion  to  the  number  of  patients  accepted, 
more  than  fifty  other  Maine  hospitals  experienced 
similar  losses. 

Staggering  toward  insolvency  under  the  financial 
load  thus  imposed,  these  hospitals,  through  their 


state  association  made  a desperate  appeal  to  the  94th 
Legislature,  in  session  during  the  early  months  of 
1949,  for  a more  equitable  distribution  of  this  chari- 
table burden  upon  all  of  the  people  of  Maine  by 
means  of  an  increased  appropriation  for  the  Hospital 
Aid  program.  The  Legislature’s  failure  to  heed  that 
appeal  brought  the  impending  crisis  still  nearer.  How 
could  our  hospitals  continue? 

Non-paving  patients  obviously  cannot  be  given 
hospital  care  for  nothing;  someone  must  pay  for  it. 
The  day  of  large  private  plilanthropic  donations  has 
passed  and  unless  government  or  other  organized 
charities  pay  the  full  cost  of  services  rendered  to 
medically  indigent  patients,  the  hospital  must  carry 
this  load  at  the  expense  of  some  third  party  or  by 
means  of  reduced  quality  of  care.  It  cannot  give  away 
what  it  does  not  have,  anymore  than  a merchant  can 
sell  his  product  for  less  than  cost  without  facing 
eventual  bankruptcy.  Being  fully  aware  of  this 
fundamental  but  inexorable  law  of  solvency,  the 
Maine  General  Hospital  reluctantly  adopted  three 
undesirable  yet  necessary  procedures. 
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First,  the  cardinal  principle  that  there  is  only  one 
standard  of  medical  care  — the  best  ■ — - had  to  be 
compromised.  Many  essential  items  of  hospital  main- 
tenance, replacement  of  obsolete  equipment  and 
planned  advances  in  special  services,  all  of  which 
would  have  contributed  to  the  better  care  of  the  pa- 
tient, had  to  be  pruned  for  lack  of  funds  to  finance 
them. 

Second,  the  cooperation  of  our  referring  doctors 
and  the  communities  they  served  was  solicited  toward 
the  end  that  special  financial  arrangements  might  be 
made  for  the  full  payment  of  certain  elective  admis- 
sions which  would  otherwise  become  part-pay  State 
Aid  cases.  Great  credit  is  due  to  many  of  the  small 
towns  which  voluntarily  made  full  payment  from 
limited  welfare  appropriations  for  patients,  who,  be- 
cause they  had  received  no  prior  relief,  were  tech- 
nically eligible  for  assistance  from  the  Hospital  Aid 
program. 

Third,  and  most  significant,  hospital  rates  and 
charges  to  paying  patients  were  advanced  several 
times  between  1948  and  1951,  thereby  unfairly  im- 
posing upon  this  one  class  of  people  an  added  chari- 
table burden  which  should  be  shared  by  all  the  people 
of  the  State. 

With  all  of  our  other  hospitals  that  accept  non-pay- 
ing patients  facing  the  same  problem  and  meeting  it 
by  various  similar  devices  designed  to  make  income 
equal  expense,  the  Maine  Hospital  Association  be- 
came convinced  that  the  only  salvation  for  its  mem- 
bers lay  in  a public  educational  program  that  might 
lead  to  recognition  and  assistance  from  the  next  meet- 
ing of  the  Legislature.  The  balance  of  1949  and  all 
of  1950  was  accordingly  spent  in  spreading  before 
the  people  of  the  state,  by  all  available  means,  the 
story  of  the  inadequacy  of  Hospital  Aid  for  the  care 
of  our  medically  indigent  Maine  citizens. 

In  this  efifort,  hospital  board  members,  stafif  doc- 
tors, administrators,  women’s  auxiliaries,  volunteers 
and  employees  all  joined.  Service  clubs,  medical  so- 
cieties and  church  groups  were  addressed,  meetings 
of  selectmen  in  our  neighboring  towns  were  attended 
and  the  newspapers  cooperated  splendidly  by  gener- 
ous reporting  and  favorable  editorial  comment. 
Wide  distribution  of  a simply  prepared  but  highly 


effective  booklet  carried  the  story  still  farther  and 
resulted  in  the  submission  to  the  Legislature  of  over 
25,500  signed  requests  that  State  Aid  payments  to 
hospitals  be  made  adequate  to  pay  for  the  cost  of 
caring  for  charity  hospital  patients. 

Finally,  in  the  early  months  of  1951,  as  its  session 
drew  toward  a close,  the  95th  Legislature,  with  strong- 
urging  from  our  Governor,  increased  the  Hospital 
Aid  appropriation  from  $578,000  to  $1,Q00,000  for 
the  first  year  of  the  biennium  and  to  $800,000  for  the 
second  year.  The  hospitals  will  exert  every  reason- 
able effort  to  have  the  second  year  appropriation  in- 
creased to  $1,000,000  through  use  of  the  State’s  Con- 
tingency Fund. 

It  is  estimated  that  this  increase  will  raise  the  per 
diem  rate  paid  to  hospitals  for  the  care  of  State  Aid 
patients  from  the  average  $4.17  figure  of  1948  to 
$6.50  or  possibly  $7.00,  depending  on  some  variable 
factors.  Percentage-wise  this  is  admittedly  a great 
gain,  but  let  us  look  at  what  else  has  been  happening 
during  the  past  two  years.  Continuing  with  the 
Maine  General  Hospital  as  an  example,  income  from 
investments  and  the  Community  Chest  has  not  in- 
creased, it  has  remained  approximately  the  same,  but 
following  the  inflationary  trend  that  has  taken  place 
nationally  since  the  commencement  of  the  Korean 
hostilities,  the  1948  patient  day  cost  of  $12.72  had 
risen  to  $15.91  by  the  end  of  1950.  This  cost  is  still 
$8.91  higher  than  the  optimum  $7.00  rate  which  may 
be  produced  from  the  new  appropriation  as  compared 
with  $8.74  in  1948.  After  again  applying  all  other 
available  income,  the  loss  per  patient  day  of  indigent 
patient  care  remains  at  $5.09  or  36  cents  more  than 
the  $4.73  of  1948.  We  have  held  the  line  but  have 
gained  nothing. 

So  we  face  the  immediate  future  with  the  still  un- 
solved problem  of  how  to  provide  hospital  care  for 
charity  patients  at  less  than  cost.  With  no  magic 
formula  for  the  accomplishment  of  such  a condition 
we  must  again  strive  to  keep  a balanced  budget  by  the 
unfair  method  of  transferring  the  load  to  the  private 
paying  patient  until  individual  communities  and  the 
State  as  a whole  find  a way  to  fully  compensate  hos- 
pitals for  the  care  of  the  indigent  sick. 


Prior  to  1940  the  tuberculin  test  was  commonly 
used  in  case-finding  surveys.  Such  surveys,  however, 
yielded  on  the  average  only  2 cases  of  active  tuber- 
culosis for  every  100  positive  reactors  to  tuberculin. 
This  low  yield  has  brought  the  tuberculin  test  into 


disrepute  for  use  in  primary  surveys,  but  does  not 
in  the  least  minimize  the  importance  of  testing  with 
tuberculin  those  persons  whose  roentgenograms  show 
suspicious  shadows. — Am.  Rev.  Tuberc .,  C.  Eugene 
Woodruff  and  W.  Leonard  Howard,  February,  1951. 
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EDITORIAL 

THE  FALL  CLINICAL  SESSION 
Lewiston,  Maine  — October  28,  29,  30 


The  fall  clinical  session  of  the  Maine  Medical 
Association  will  he  held  at  Lewiston,  Maine,  Sunday, 
Monday  and  Tuesday,  October  28,  29  and  30,  1951 
under  the  auspices  of  the  Androscoggin  County 
Medical  Society. 

At  this  writing  the  program  is  somewhat  tentative 
as  to  the  names  of  speakers  and  subjects  hut  a general 
idea  of  its  calibre  is  evident  in  the  following  outline 
and  details  will  be  published  in  the  September  issue  of 
the  Journal. 

An  outstanding  authority  on  Cardio-Vascular  dis- 
orders will  he  the  speaker  at  the  dinner  meeting  Sun- 
day evening,  October  28  at  7.00  P.M.,  at  the  Hotel 
DeWitt,  which  will  officially  open  the  session. 

On  Monday,  October  29,  all  day  sessions  will  be 
conducted  at  the  Central  Maine  General  Hospital. 
From  9.30  A.M.  to  12.30  P.M.  there  will  be  a Sym- 
posium on  Cardio-Vascular  Diseases. 

From  2.00  P.M.  to  5.00  P.M.  a Symposium  on 
Gastro-Intestinal  Cancer  will  feature  nationally 
known  speakers  to  be  povided  by  the  American  Can- 
cer Society.  Dr.  Charles  Cameron  of  New  York  City, 
Medical  and  Surgical  Director  of  the  American  Can- 
cer Society,  will  he  moderator  for  this  symposium. 

Dinner  that  evening  will  he  at  the  Hotel  DeWitt  at 
7.00  o’clock  followed  by  a Round  Table  Panel  Dis- 


cussion concerning  the  diagnosis  and  treatment  of 
various  types  of  cancer.  The  panel  for  this  discussion 
will  be  made  up  of  speakers  from  the  American  Can- 
cer Society  and  State  of  Maine  physicians. 

On  Tuesday,  October  30,  from  9.00  A.M.  to  12.00 
noon  there  will  lie  a Symposium  on  Cancer  of  the 
Lung,  which  will  cover  recent  developments  in  the 
field  of  cancer  research. 

Registration  for  members  will  be  at  the  Hotel 
DeWitt  on  Sunday  from  4.00  P.M.  to  7.00  P.M., 
and  at  the  Central  Maine  General  Hospital  on  Mon- 
day, 8.00  A.M.  to  5.00  P.M.,  and  Tuesday,  8.00  A.M. 
to  12.00  noon. 

The  program  committee  expects  to  invite  Specialty 
groups  to  prepare  and  present  programs  of  interest 
to  members  of  their  respective  sections. 

The  Woman’s  Auxiliary  to  the  Androscoggin 
County  Society  have  been  asked  to  prepare  a program 
of  interest  to  the  wives  of  members  attending  the 
session. 

Why  not  make  this  notation  on  your  calendar  right 
now. 

Fall  Clinical  Session,  Lewiston,  October  28,  29,  30 

Make  reservations 

Look  for  detailed  program  in  September  Journal. 


Herbert  E.  Locke,  Counsel  Re:  Malpractice  Insurance 


To  the  Members  of  Maine  Medical  Association: 

In  view  of  experience  the  past  few  years,  T ear- 
nestly advise : 

First.  Malpractice  insurance.  Most  of  you  carry 
it.  Some  do  not.  All  should.  Patients  are  more  suit 
conscious  than  20  and  30  years  ago.  The  need  for 
such  protection  is  increasingly  greater. 

Second.  Adequate  insurance.  The  dollar  is  de- 
preciated. Larger  verdicts  in  terms  of  the  dollar  are 
rendered  these  days.  For  your  automobile  liability 
insurance  you  would  not  carry  5000/10  these  days  as 


you  did  years  ago.  Same  as  to  your  malpractice  in- 
surance. It  should  he  with  substantial  coverage.  The 
cost  of  the  increased  coverage  is  relatively  slight. 

Third.  Broad  coverage.  Don’t  make  exclusions  in 
your  application  for  your  insurance,  to  save  a few 
dollars.  To  illustrate  by  a recent  case:  the  doctor 
didn’t  do  much  major  surgery  so  he  excluded  it  when 
purchasing  his  insurance;  but  he  assisted  in  some 
major  surgery  from  which  a claim  arose;  so  strictly 
he  is  not  covered  for  that  incident.  Base  your  insur- 
ance on  all  of  the  practice  you  may  do,  not  just 
merely  what  you  usually  do. 


NINETEEN  HUNDRED  AND  FIFTY-ONE— AUGUST 


273 


NECROLOGY 

Calvin  Franklin  Jackson,  M.  D. 
1899-1951 


Calvin  Franklin  Jackson,  M.  D.,  born  April  23,  1899 — died 
May  12,  1951,  at  War,  McDowell  County,  West  Virginia,  of 
coronary  thrombosis. 

Dr.  Jackson  was  a veteran  of  World  War  I,  Medical  Corps. 
He  was  discharged  as  a first  sergeant.  He  was  graduated 
from  Toledo  University  in  1923  and  received  his  medical  de- 
gree from  Ohio  State  University  Medical  School  in  1927. 
He  interned  at  Toledo  Hospital  in  1928.  General  practice, 
Bradner,  Ohio,  1929-1937.  Fie  did  post  graduate  work  in 
Obstetrics  and  Gynecology  at  the  University  of  Pennsylvania 
in  1936-1937  and  took  a post  graduate  course  in  Gynecological 
surgery  in  Austria-Hungary  in  1937,  following  which  he 


practiced  in  War,  West  Virginia,  until  1946,  when  he  came 
to  Maine,  especially  for  his  son’s  health.  He  returned  to 
practice  in  West  Virginia  in  1951. 

He  was  a member  of  the  Cumberland  County  Medical 
Society,  Maine  Medical  Association  and  Portland  Medical 
Club.  He  was  also  a member  of  Phi  Chi  Medical  Fraternity 
and  Sigma  Beta  Phi  Social  Fraternity  of  Toledo  University. 

Survivors  are  his  wife,  L.  Gertrude  Shannon  Jackson;  one 
son,  John  Edward,  age  14,  both  of  Portland;  his  parents, 
Mr.  and  Mrs.  John  F.  Jackson;  a sister,  Mrs.  J.  Samuel 
Johnson,  and  brother,  Warren  W.  Jackson,  all  of  Fort 
Wayne,  Indiana. 


HOSPITAL  STAFF  MEETINGS 

Open  to  the  Profession 


CITY 

HOSPITAL 

DATE 

Augusta 

Augusta  General  Hospital 

1st  Wednesday 

Bangor 

Eastern  Maine  General 

2nd  Tuesday 

Bath 

Bath  Memorial  Hospital 

1st  Tuesday 

Belfast 

Waldo  County 

2nd  Friday 

Biddeford 

Webber  Hospital 
Notre  Dame  Hospital 

2nd  Thursday 
2nd  Monday 

Boothbay  Harbor 

St.  Andrew's  Hospital 

4th  Tuesday 

Caribou 

Cary  Memorial 

1st  Wednesday 

Damariscotta 

Miles  Memorial 

2nd  Thursday 

Farmington 

Franklin  County  Memorial 

2nd  Monday 

Greenville 

Charles  Dean  Hospital 

2nd  Wednesday 

Hartland 

Scott  Webb  Memorial  Hospital 

1st  Wednesday 

Lewiston 

Central  Maine  General 
St.  Mary's  General 

2nd  Thursday 
2nd  Monday 

Portland 

Maine  Eye  and  Ear  Infirmary 

Maine  General 

Mercy 

1st  Tuesday 
2nd  Friday 
3rd  Thursday 

Presque  Isle 

Presque  Isle  General 

1st  and  3rd  Tuesdays 

Rockland 

Knox  County  General 

1st  Monday 

Rumford 

Rumford  Community 

4th  Wednesday 

Sanford 

Goodall  Memorial 

2nd  Monday 

Waterville 

Sisters 

Thayer 

2nd  Tuesday 
Every  Thursday 

The  above  list  was  compiled  from  a questionnaire  sent  out  by  the  Maine  Hospital  Association. 
Additions  or  corrections  will  be  made  on  notification  to  the  Secretary,  Maine  Hospital  Association, 
Thayer  Hospital,  Waterville. 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M,  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 
Secretary,  Ralf  S.  Martin,  M,  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Harry  D.  McNeil,  M.  D.,  Bangor 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


NEWS  AND  NOTES 

A Little  About  Some  of  Your  Colleagues 

We  asked  for  news  items  about  doctors  and  naturally  our 
first  ones  are  from  Piscataquis  (100%)  County. 

One  written  by  Dr.  Norman  H.  Nickerson  (Nick  to  you), 
“Early  in  June,  1950,  Dr.  Robert  C.  MacDuffee  turned  in 
his  resignation  to  the  Army  and  planned  to  settle  in  Monson. 
While  the  resignation  was  going  through  channels,  the 
Korean  war  broke  out  and  he  was  shipped  to  Korea.  His 
family  decided  to  move  to  Monson  and  await  his  return  there. 
Recently  the  MacDuffees  purchased  the  former  home  of  Dr. 
Oscar  R.  Emerson,  who  practiced  for  a number  of  years  in 
Monson  around  the  turn  of  the  century. 

“Dr.  MacDuffee,  a graduate  of  the  University  of  Chicago 
Medical  School  in  1946,  received  his  professional  training 
under  the  ASTP  program.  He  served  a year’s  rotating  in- 
ternship at  the  Central  Maine  General  Hospital  and  then  re- 
ported for  active  duty  with  the  Army  again.  He  was  sta- 
tioned at  Walter  Reed  General  Hospital  for  three  years  and 
was  serving  there  when  he  received  his  overseas  orders.  In 
November  of  this  last  year  he  was  injured  in  Korea  and  was 
evacuated  to  Japan.  The  first  part  of  July  he  was  released 
from  the  hospital  and  returned  to  active  duty.  He  volunteered 
to  serve  in  Korea  again  with  the  First  Cavalry  Division.  His 
latest  address — Major  Robert  C.  MacDuffee,  O-57032,  15th 
Med.  Bn.,  APO  201,  c/o  Postmaster,  San  Francisco,  Cali- 
fornia.” 

And  from  Piscataquis,  too,  Dr.  F.  J.  Pritham  sends  us  the 
following  news  about  his  son : “Howard  C.  Pritham,  who 
practiced  in  Greenville  after  his  return  from  Europe  and  W ar 
II  and  who  left  in  December,  1949,  to  resume  practice  in 
Panama  following  his  airplane  accident  on  January  4,  1949, 
in  which  he  lost  one  foot,  is  summering  here  at  the  Upper 
Wilson  Pond.  He  expects  to  return  to  Gatun,  Canal  Zone, 
where  he  helps  man  a dispensary,  the  latter  part  of  August. 
His  wife  and  two  sons  accompany  him.” 

He  concludes  with  a regretful  backward  glance  and  a slight 
sneer  for  the  prissy  present : “Sorry,  gents,  but  I have  no 
late  episodes  to  relate.  The  interesting  part  of  life,  medical, 
all  stopped  when  we  ceased  to  be  a frontier.  Good  roads  into 
all  the  surrounding  areas  do  away  with  any  fun  in  traveling 
and  besides  the  injured  or  sick  men  are  promptly  brought 
out  of  the  camps  to  the  hospitals.  It’s  just  the  same  here  as 
with  you,  one  can  mow  the  grass,  hoe  the  garden  and  sit  by 
while  the  Mrs.  attends  the  Shrine.” 


We  (that’s  those  executive  secretaries  who  had  that  bitter 
golf  battle  at  Poland  Springs)  had  the  pleasure  of  meeting 
Dr.  Fichtner  at  a meeting  of  the  staff  of  the  Franklin  County 
Memorial  Hospital  last  month.  Dr.  Fichtner  was  a guest  and 
the  president  of  the  staff  promptly  put  him  at  ease  by  express- 
ing the  hope  that  “he  wouldn’t  be  a guest  too  long.” 

Dr.  Fichtner  says  : “I  was  born  in  Hartford,  Connecticut, 
December  10,  1920,  and  lived  in  Connecticut,  with  the  excep- 
tion of  the  time  spent  in  medical  school,  until  I came  to 
Maine  this  year.  My  practice  in  Rangeley  began  on  July  1, 
1951.  I was  married  to  Lilly  Germaine  Simon  on  August  14, 

Continued  on  page  276 
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METAMUCIL 


® 


— the  refined  bulk  or  "smoothage”  principle  now 
recognized  as  a preferred  treatment  for  constipation  — originated  from  Searle 
Research. 


METAMUCIL  is  the  highly 
refined  mucilloid  of  P]an- 
tago  ovata  (50%),  a seed  of 
the  psyllium  group,  com- 
bined with  dextrose  (50%) 
as  a dispersing  agent.  G.  D. 
Searle  & Co.,  Chicago  80, 
Illinois. 


SEARLE 


RESEARCH  IN  THE 
SERVICE  OF  MEDICINE 


METAMUCIL  is  of  plant  origin— it  adds  necessary  natural  bulk 
to  the  food  residue 

is  free  of  all  forms  of  irritating  substances 

is  prepared  only  in  an  easily  dispersible  powder  which  is 
taken  with  a glass  of  water  or  other  liq- 
uids— one  of  the  prime  requisites 
to  successful  bowel  management. 

is  economical— one  teaspoonful 
one  to  three  times  a day  in  a 
glass  of  liquid  is  the  indicated 
daily  dose 

enables  the  physician  to  use  the 
"smoothage”  principle  of  restor- 
ing normal  bowel  function 

provides  a bland  water-retaining 
demulcent  mass  which  mixes  in- 
timately with  food  and  does  not 
interfere  with  the  digestion  or  the 
absorption  of  oil  soluble  vitamins. 


METAMUCIL  is  A 

PROFESSIONAL  PRODUCT. 
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1942,  in  Simsbury,  Connecticut,  and  we  have  one  child, 
Susanne,  now  three  years  old.” 

Following  is  Dr.  Fichtner’s  educational  background: 
Graduate  of  the  Loomis  Institute,  1939.  Graduate,  B.  S., 
Trinity  College,  Hartford,  Conn.,  1943.  Graduate,  M.  D., 
Long  Island  College  of  Medicine,  Brooklyn,  N.  Y.,  1946.  Ro- 
tating Internship,  15  months,  Hartford  Hospital,  Hartford, 
Conn.  General  Residency,  12  months,  McCook  Memorial 
Hospital,  Hartford,  Conn.  First  Lt.,  Medical  Corps,  U.  S. 
Army,  1948-49.  Captain,  Medical  Corps,  U.  S.  Army,  1949- 
51.  Licensed  in  Maine,  1950 — Connecticut,  1947 — New  York, 
1949. 

Some  of  you  doctors  will  recall  Dr.  Fred  L.  Varney  who 
used  to  practice  medicine  in  Monson.  His  present  address  is 
Box  142,  Sandwich,  Mass. 

Dr.  Varney  is  apparently  badly  crippled  by  neuritis,  but  his 
letter  speaks  cheerfully  of  picking  ‘‘many  quarts  of  blueber- 
ries this  summer  and  selling  them.”  “But,”  he  says,  “of 
course  a good  picker  can  pick  six  times  as  fast  as  I.” 


Dr.  Robert  Collier  Page,  Chairman  of  the  National  Doc- 
tors’ Committee  for  Improved  Federal  Medical  Services,  has 
announced  the  appointment  of  Dr.  Adrian  H.  Scolten  of  Port- 
land as  Chairman  for  the  committee  activities  in  Maine.  The 
National  Doctors’  Committee  for  Improved  Federal  Medical 
Services  is  an  affiliate  of  the  Citizens’  Committee  for  the 
Hoover  Report. 


U.  S.  Vitamin  Corp.  Buys  Arlington  Chemical  Co. 

Combined  Plus  New  Facilities  Will  Enlarge 
Service  to  Professions 

U.  S.  Vitamin  Corporation,  New  York,  N.  Y.,  has  an- 
nounced, through  its  President,  H.  B.  Burns,  the  purchase  of 
time-honored  Arlington  Chemical  Company  of  Yonkers,  N. 
Y.  The  72,000  square  foot  plant,  together  with  a large  new 
building  to  be  constructed  thereon,  will  be  utilized  to  enlarge 
the  services  of  both  U.  S.  Vitamin  and  Arlington  to  the  medi- 
cal and  pharmaceutical  professions.  Main  offices  of  U.  S. 
Vitamin  will  continue  at  250  E.  43rd  St.,  New  York  17,  N.  Y. 


American  College  of  Chest  Physicians 

The  17th  Annual  Meeting  of  the  American  College  of  Chest 
Physicians  was  held  at  the  Ambassador  Hotel,  Atlantic  City, 
New  Jersey,  June  7 through  10,  with  a registration  of  1,040. 
On  Saturday,  June  9,  at  the  administrative  session  the  fol- 
lowing officers  were  elected  for  the  coming  year : 

Dr.  Chevalier  L.  Jackson,  Philadelphia,  Pennsylvania, 
President. 

Dr.  Andrew  L.  Banyai,  Milwaukee,  Wisconsin,  President- 
Elect. 

Dr.  Alvis  E.  Greer,  Houston,  Texas,  First  Vice-President. 

Dr.  William  A.  Hudson,  Detroit,  Michigan,  Second  Vice- 
President. 

Dr.  Minas  Joannides,  Chicago,  Illinois,  Treasurer. 


Dr.  Charles  K.  Petter,  Waukegan,  Illinois,  Assistant 
Treasurer. 

At  the  Convocation  ceremony  held  on  Saturday,  June  9, 
109  physicians  received  their  Fellowship  Certificates.  Oral 
and  written  examinations  for  Fellowship  in  the  College  were 
given  to  58  physicians  on  Thursday,  June  7. 

Dr.  Francis  J.  Welch  of  Portland  serves  as  Governor  of 
the  College  for  the  State  of  Maine. 

Dr.  Edward  A.  Greco  of  Portland  serves  as  Regent  of  the 
College  for  District  No.  1. 


Medical  Motion  Pictures 

A revised  catalog  of  motion  pictures  available  through  the 
Committee  on  Medical  Motion  Pictures  is  now  available. 
Copies  will  be  sent  to  the  secretary  of  each  county  and  state 
medical  society.  This  catalog  lists  sixty-two  16  mm.  films, 
most  of  which  are  at  the  professional  level.  Fourteen  of  these 
films  are  suitable  for  showing  to  lay  groups.  Eight  new  films 
have  been  added.  Copies  are  available  upon  request  from : 
Committee  on  Medical  Motion  Pictures,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago  10,  Illinois. 


The  Rhode  Island  Medical  Society 
Fiske  Fund  Prize  Dissertation 

The  Trustees  of  the  Caleb  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  announce  the  following  subject  for  the  prize 
dissertation  of  1951 : 

“The  Present  Status  of  Adreno-Cortical  Hormone 
Therapy — Its  Uses  and  Limitations” 

For  the  best  dissertation  a prize  of  $200  is  offered.  Dis- 
sertations must  be  submitted  by  December  2,  1951,  with  a 
motto  thereon,  and  with  it  a sealed  envelope  bearing  the  same 
motto  inscribed  on  the  outside,  with  the  name  and  address  of 
the  author  within.  The  successful  author  will  also  agree  to 
read  his  paper  before  the  Rhode  Island  Medical  Society  at  its 
Annual  Meeting  in  May,  1952.  Copy  must  be  typewritten, 
double  spaced  and  should  not  exceed  10,000  words.  For  fur- 
ther information  write  The  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence  3,  Rhode  Island. 


Arthritis  and  Rheumatism  Foundation 

The  Arthritis  and  Rheumatism  Foundation  is  offering  re- 
search fellowships  in  the  basic  sciences  related  to  arthritis. 
Fellowships  will  be  granted  at  both  the  predoctoral  and  post- 
doctoral levels.  The  predoctoral  fellowships  will  range  be- 
tween $1,500  and  $3,000  per  annum,  and  the  postdoctoral  from 
$3,000  to  $6,000.  The  deadline  for  these  applications  is 
November  15,  1951.  Application  forms  may  be  obtained  by 
writing  the  Medical  Director,  Arthritis  and  Rheumatism 
Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 

Clinic  Schedule — 1951 

Orthopedic  Clinics 

Portland  — Maine  General  Hospital,  9.00-11.00  a.  m. : Jan. 
Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 
, Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Leiviston  — Central  Maine  General  Hospital,  9.00-11.00 
m. : Jan.  19,  Feb.  16,  Mar.  16,  April  20,  May  18,  June  15, 
ily  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumjord  — Community  Hospital,  1.30-3.00  p.  m. : Mar. 
, June  20,  Sept.  19,  Dec.  19. 

Waterville  — Thayer  Hospital,  1.30-3.00  p.  m. : Feb.  15, 
pril  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Rockland  — Knox  County  Hospital,  1.30-3.00  p.  m. : Feb. 
May  17,  Aug.  16,  Nov.  15. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
L,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Presque  Isle  — Northern  Maine  Sanatorium,  9.00-11.00 
m. — 1.00-3.00  p.  m. : Jan.  9,  Mar.  7,  May  8,  July  11,  Sept, 
t,  Nov.  7. 

Houlton  — Aroostook  General  Hospital,  9.00-11.00  a.  m. : 
lar.  6,  July  10,  Nov.  6. 

Fort  Kent  — Normal  School,  10.00-1.00  p.  m. : Jan.  10, 
lay  9,  Sept.  12. 

Bangor  — Eastern  Maine  General  Hospital,  1.30-3.00  p.  m. : 
an.  25,  Mar.  29,  May  24,  July  26,  Sept.  27,  Nov.  29. 

Cardiac  Clinics 

Portland  — Maine  General  Hospital,  9.00-12.00  a.  m. : 
Vill  be  held  every  Friday  with  the  exception  of  holidays. 

Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
l. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
7,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

Waterville  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
une  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
an.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
vug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Waterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
/Tar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
, Nov.  6,  Dec.  4. 

Presque  Isle  — Northern  Maine  Sanatorium,  1.30  p.  m. : 
an.  24,  Mar.  28,  May  23,  July  25,  Sept.  26,  Nov.  28. 

By  appointment  only. 


Neurosurgical  and  Convulsive  Clinics 
at  the 

Maine  General  Hospital 

Neurological  and  Neurosurgical  Clinics,  both  therapeutic 
nd  diagnostic,  are  held  at  the  Maine  General  Hospital,  Port- 
and,  on  the  1st  and  3rd  Thursday  of  each  month  at  2.00  P.  M. 
"he  convulsive  clinic,  designated  for  the  diagnosis  and  treat- 
aent  of  epilepsy  and  other  convulsive  disorders,  is  held  at 
he  same  time  on  the  2nd  Thursday  of  each  month. 


Mental  Health  Clinic  Schedule 

The  Division  of  Mental  Health  offers  psychiatric  clinic 
service  to  children  and  adults  in  the  following  cities : 

Portland  — Health  and  Welfare  Department,  178  Middle 
Street.  Every  Tuesday. 

Leiviston  — Out-Patient  Department,  Central  Maine  Gen- 
eral Hospital.  Every  Monday. 

Augusta  — Bureau  of  Health,  Division  of  Mental  Health. 
By  Appointment. 

Waterville  — Out-Patient  Department,  Thayer  Hospital. 
2nd  Thursday,  4th  Wednesday. 

Bangor  — Out-Patient  Department,  Eastern  Maine  Gen- 
eral Hospital.  1st  Wednesday  afternoon. 

Valentine  School,  Union  Street.  1st  Thursday. 

A traveling  clinic  visits  the  following  towns  and  cities  at 
irregular  intervals : Brunswick,  Caribou,  Farmington,  Fort 
Kent,  Houlton,  Lincoln,  Machias,  Old  Town,  Presque  Isle, 
Rockland,  Rumford  and  South  Paris.  All  clinics  are  staffed 
by  a psychiatrist  and  psychologist. 

Referrals  may  be  made  by  private  physicians,  parents,  fami- 
lies, social  agencies,  school  superintendents,  Department  of 
Education,  all  divisions  within  the  Department  of  Health  and 
Welfare.  Application  blanks  may  be  obtained  from  the  main 
office  of  the  Division  of  Mental  Health  — State  House, 
Augusta. 

Patients  are  seen  by  appointment  only.  Each  child  must  be 
accompanied  by  a parent  or  guardian.  Applications  should  be 
sent  to  the  Director,  Division  of  Mental  Health,  Department 
of  Health  and  Welfare,  State  House,  Augusta,  where  all 
appointments  are  made. 


Tumor  Clinics 

Sisters  Hospital,  Waterville,  Maine,  1st  and  3rd  Thurs- 
days, 10.00-11.00  A.  M.,  Armand  L.  Guite,  M.  D.,  Director. 

Augusta  General  Hospital,  Augusta,  Maine,  1st  Monday, 

9.00  A.  M.,  Leon  D.  Herring,  M,  D.,  Director. 

Bath  Memorial  Hospital,  Bath,  Maine,  2nd  Tuesday,  3.00- 

5.00  P.  M.,  Francis  A.  Winchenbach,  M.  D.,  Director. 

Maine  General  Hospital,  Portland,  Maine,  Thursdays,  10.00 
A.  M.,  Joseph  E.  Porter,  M.  D.,  Director. 

Presque  Isle  General  Hospital,  Presque  Isle,  Maine,  Thurs- 
days, 10.00-12.00  A.  M.,  Storer  W.  Boone,  M.  D.,  Director. 

Madigan  Memorial  Hospital,  Houlton,  Maine,  2nd  and  4th 
Wednesdays,  10.00-12.00  A.  M.,  Joseph  A.  Donovan,  M.  D., 
Director. 

Central  Maine  General  Hospital,  Lewiston,  Maine,  Tues- 
days, 10.00  A.  M.,  Waldo  A.  Clapp,  M.  D.,  Director. 

St.  Mary’s  General  Hospital,  Lewiston,  Maine,  Wednes- 
days, 3.30  P.  M.,  Romeo  A.  Beliveau,  M.  D.,  Director. 

Eastern  Maine  General  Hospital,  Bangor,  Maine.  Thurs- 
days, 10.30  A.  M.,  Magnus  F.  Ridlon,  M.  D.,  Director. 

Thayer  Hospital,  Waterville,  Maine,  2nd  and  4th  Thurs- 
days, 10.00-11.00  A.  M.,  Arthur  H.  McQuillan,  M.  D.,  Di- 
rector. 
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COMING  MEETINGS 


New  Hampshire — Vermont 

A combined  meeting  of  the  New  Hampshire  and  Vermont 
State  Medical  Societies  will  be  held  September  30,  October  1 
and  2,  1951,  at  the  Equinox  House,  Manchester,  Vermont. 

Deering  G.  Smith,  M.  D.,  Secretary, 

New  Hampshire  Medical  Society,  Nashua,  N.  H. 

James  P.  Hammond,  M.  D.,  Secretary, 
Vermont  State  Medical  Society,  Bennington,  Vt. 


The  New  Brunswick  Medical  Society 

The  annual  meeting  of  the  New  Brunswick  Medical  Soci- 
ety will  be  held  at  St.  Andrews,  N.  B.,  September  5,  6,  7 and 
8,  1951. 

F.  L.  Whitehead,  M.  D.,  Secretary, 
East  Riverside,  N.  B. 


Twenty-sixth  Clinical  Congress 
Connecticut  State  Medical  Society  and 
Yale  University  School  of  Medicine 

The  twenty-sixth  Clinical  Congress  of  the  Connecticut 
State  Medical  Society  and  Yale  University  School  of  Medi- 
cine will  be  held  at  New  Haven,  September  11,  12  and  13, 
1951,  in  the  Yale  Law  School  Auditorium,  Grove  Street,  and 
New  Haven  Hospital  and  the  School  of  Medicine,  Cedar 
Street. 

A dinner  for  the  President  of  the  American  Medical  Asso- 
ciation, Dr.  John  W.  Cline,  San  Francisco,  will  be  held  at 
the  New  Haven  Lawn  Club,  September  11th,  at  7.00  o’clock. 
Dr.  Cline  will  be  the  after-dinner  speaker. 


Clinical  Assembly 

Massachusetts  Academy  of  General  Practice 

A Clinical  Assembly  of  the  Massachusetts  Academy  of 
General  Practice  will  be  held  Wednesday,  September  26,  1951, 
at  Beth  Israel  Hospital,  Boston.  Luncheon,  afternoon  and 
evening  program  at  Hotel  Shelton. 

Clinics  will  be  conducted  by  Dr.  Jacob  Fine  and  associates 
and  Dr.  Herrman  L.  Blumgart  and  associates.  Speakers  in- 
due Dr.  Tom  D.  Spies,  Birmingham,  Alabama;  Dr.  William 
P.  Herbst,  Washington,  D.  C. ; and  Dr.  J.  P.  Sanders, 
Shreveport,  Louisiana. 


The  American  Congress  of  Physical  Medicine 

The  American  Congress  of  Physical  Medicine  will  hold  its 
twenty-ninth  annual  scientific  and  clinical  session  September  4, 


5,  G,  7 and  8, 1951,  inclusive,  at  the  Shirley-Savoy  Hotel,  Denve 
Colorado.  All  sessions  will  be  open  to  physicians  and  othe 
professional  personnel.  In  addition  to  the  scientific  session: 
the  annual  instruction  seminars  will  be  held  September  4,  ! 
6 and  7.  These  seminars  will  be  offered  in  two  groups.  On 
set  of  ten  lectures  will  consist  of  basic  subjects  and  attendanc 
will  be  limited  to  physicians.  One  set  of  ten  lectures  will  b 
more  general  in  character  and  will  be  open  to  physicians  a 
well  as  to  Iherapists,  who  are  registered  with  the  America 
Registry  of  Physical  Therapists  or  the  American  Occupa 
tional  Therapy  Association.  Full  information  may  be  obtaine* 
by  writing  to  the  American  Congress  of  Physical  Medicine 
30  North  Michigan  Avenue,  Chicago  2,  Illinois. 


American  Trudeau  Society 

The  annual  meeting  of  the  Eastern  Section  of  the  Americar 
Trudeau  Society  will  be  held  Friday  and  Saturday,  Novem- 
ber 2nd  and  3rd,  at  Hartford,  Conn.  Headquarters  for  the 
meeting  will  be  at  the  Hotel  Bond  in  that  city.  Members  oi 
the  Society  who  wish  to  present  papers  are  urged  to  com- 
municate promptly  with  the  Chairman  of  the  Program  Com- 
mittee, Dr.  Kirby  Howlett,  Laurel  Heights  Sanatorium 
Shelton,  Conn. 


-!  » 
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Fifth  Congress 

Pan-Pacific  Surgical  Association 

Doctor  F.  J.  Pinkerton,  President  of  the  Pan-Pacific  Sur- 
gical Association,  reports  that  plans  are  well  under  way  for 
the  Association’s  Fifth  Congress  and  advises  doctors  to  make 
arrangements  as  soon  as  possible  to  attend  this  meeting. 

Dates  for  the  Honolulu  congress  are  November  7-19,  1951. 
The  scientific  program,  which  will  begin  on  November  12th 
and  continue  through  November  16th,  will  include  sessions  in 
all  divisons  of  surgery,  with  papers  presented  by  topflight 
surgeons  from  the  Pacific  area  countries.  In  addition  to  at- . 
tending  an  outstanding  surgical  conference,  doctors  may 
enjoy  a delightful  vacation  in  Hawaii  and  are  urged  to  bring 
their  families  with  them,  with  the  assurance  of  luxurious 
accommodations. 

The  Pan-Pacific  Surgical  Association  has  been  officially 
appointed  as  travel  agent  for  those  attending  the  congress,  and 
it  is  therefore  important  that  all  hotel  and  travel  reservations 
be  made  through  the  Association  office.  Suite  7,  Young  Hotel 
Building,  Honolulu,  Hawaii. 
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PRESIDENT'S  ADDRESS* 

Foster  C.  Small,  M.  D.,  Belfast,  Maine** 


Mr.  Chairman,  members  of  the  Maine  Medical 
Association  and  Guests.  We  are  nearing  the  end  of 
he  97th  Annual  Meeting  of  the  Maine  Medical  Asso- 
:iation.  We,  in  the  midst  of  this  meeting,  are  faced 
)n  all  sides  by  those  who  would  ruin  such  an  organi- 
:ation  as  this.  Let  us  for  a few  moments  reflect,  in 
>ur  memories,  to  ninety-seven  years  ago,  when  Maine 
vas  sparsely  settled,  when  the  towns  were  more  or 
ess  remote  and  when  the  lines  of  communication  were 
Dad.  In  other  words,  let  us  go  hack  to  the  horse-and- 
DUggy-days. 

When  we  think  of  the  obstacles  of  today,  we  must 
ilso  think  and  reflect  in  our  memories  about  the 
)bstacles  of  those  days  gone  by. 

What  were  the  characteristics  of  those  men  of  the 
Darly  days  who  organized  our  Maine  Medical  Asso- 
flation?  If  you  will  reflect  again  in  your  memories 
Dack  ninety-seven  years,  you  will  go  back  to  approxi- 
nately  seven  years  before  the  outbreak  of  the  civil 
war.  Those  men  were  God-fearing  men.  They  were 
uen  who  had  faith  in  themselves,  who  were  willing  to 
experience  any  sort  of  punishment  in  the  way  of 
work,  that  they  might  accomplish  an  objective,  and 
that  objective  was  an  organization  such  as  we  see  here 
:oday.  In  other  words,  they  had  a vision  throughout 
all  of  these  years. 

* Presented  at  the  97th  Annual  Session  of  the  Maine 
Medical  Association,  June,  1951. 

**  President,  Maine  Medical  Association,  1950-1951. 


There  has  persisted  in  the  minds  of  the  Maine 
medical  profession  as  a whole  that  conservative,  de- 
termined opinion  relative  to  what  is  honest  and  right, 
and  as  a result  of  that,  we  have  participated  in  the 
general  trend  of  advancement  in  all  phases  of  medi- 
cine and  surgery  throughout  this  great  nation  of  ours 
today. 

Only  a few  years  ago,  approximately  two  and  a 
half  years  ago,  we  were  interfered  with  by  those  who 
would  tear  down  what  we  had  built  and  made  secure 
up  until  that  period.  Thank  God  we  have  been  able, 
through  the  cooperation  of  the  allied  professions,  to 
check  that  thought  in  the  minds  of  those  who  had  it 
in  Washington,  and  I am  sad  to  state  that  perhaps  we 
are  somewhat  contaminated  with  it  in  our  own  ranks. 

Don’t  he  deceived,  however,  and  be  lulled  to  sleep, 
because  at  the  present  moment,  even  though  we  are 
apparently  successful,  it  does  not  mean  that  they 
have  been  subdued  by  any  means. 

Let  us  stop  for  a moment  and  see  what  would  be 
your  answer  to  this  question,  if  it  were  asked  of  you 
during  World  War  II.  Here  is  the  question  : 

Do  you  think  that  Great  Britain  would  turn  or  be- 
come socialistic  ? Do  you  think  that  the  conservative 
nation  of  Great  Britain,  with  the  sovereignty  of  a 
King,  would  become  socialistic  ? 

I believe  you  would  have  said  “No”  to  that  ques- 
tion. 
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Yet,  at  the  present  moment,  it  has  been  engulfed 
in  that  socialistic  idea.  And  it  can  creep  into  our  in- 
stitutions ; it  can  creep  into  our  political  life  of  our 
State.  But  again,  let  us  begin  as  individuals  to  protect 
our  own  individual  professions,  and  then,  in  addition, 
use  our  influence  in  the  community  in  which  we  live 
so  that  we  may  subdue  any  such  an  act  of  injustice 
before  it  really  gets  started. 

In  the  State  of  Maine,  we  are  proud  of  our  insti- 
tutions. We  have  many  of  them.  We  have  excellent 
hospitals.  We  have  excellent  colleges.  And,  we  have 
a number  of  wonderful  boys  and  girls.  You  have 
heard  it  said  and  repeated  time  and  again  that  our 
boys  and  girls  of  our  State  must  have  an  opportunity. 

But,  I say  to  you  in  all  seriousness : What  steps 
have  been  taken  to  provide  that  opportunity  for  our 
boys  and  girls,  within  our  own  State  ? 

These  are  questions  that  are  not  political.  They 
pertain  to  us,  as  individuals  in  our  great  State  of 
Maine. 

We  have  a very  good  institution  at  Colby  College. 
Up  to  a short  while  ago,  the  buildings  were,  perhaps, 
old  and  obsolete.  But  there  was  a gentleman,  Dr. 
Johnson  by  name,  who  had  a vision,  and  what  was 
that  vision?  That  there  would  be  on  Mayflower  Hill 
an  up-to-date,  modern  college,  where  our  boys  and 
girls  could  go  to  school.  That  is  an  advancement,  and 
the  Faculty  of  Colby  College,  with  those  who  co- 
operated with  them,  made  that  possible  which  is  a 
monument. 

Well,  now,  the  point  that  I wish  to  bring  to  you 
today  is  this.  They  had  something,  hut  they  were  not 
satisfied  with  it.  Those  men  in  the  days  gone  by, 
relative  to  our  institutions  of  this  type,  were  not  satis- 
fied, so  they  built  for  the  future.  So  that  we  have  our 
present  organization,  Colby  College,  built  for  the 
future,  and  a monument  stands,  erected  on  Mayflower 
Hill,  to  Dr.  Johnson,  one  of  the  educators  of  our 
State,  of  which  we  are  extremely  proud. 

But,  what  happened?  Where  did  the  money  come 
from?  Millions  of  dollars  built  that  institution! 

And  we  can  go  to  Bowdoin  College,  and  we  can 
go  to  Bates  College,  and  we  can  go  to  our  State  Uni- 
versity of  Maine,  and  we  have  erected  beautiful  insti- 
tutions that  cost  millions  of  dollars.  How  is  it  done? 
Not  by  money  sent  from  Washington,  D.  C.,  but  by 
the  individual  parties  concerned  for  the  welfare  of  the 
boys  and  girls  in  our  own  State.  There  is  where  we 
must  begin  our  work. 

I am  going  to  tell  you  a coincidence,  not  for  any 
special  self-praise,  but  to  give  you  an  illustration  of 
what  actually  can  be  done  in  a small  community,  with 
not  100  per  cent  cooperation,  but  we  will  say  with  90 
per  cent  cooperation,  in  my  city  of  less  than  6,000 
people.  About  twenty-five  years  ago,  by  united  effort, 
we  raised  $110,000  for  a factory,  and  they  all  have 
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their  money  back.  That  factory  has  moved  out,  and 
with  the  same  cooperation  in  the  same  community, 
two  years  ago  we  raised  $71,600  in  cold  cash  for 
a new  shoe  factory,  and  the  one  that  we  got  in,  in  the 
first  place,  had  moved  out,  and  the  citizens  of  Belfast 
were  willing  and  gave  an  additional  sum  of  $25,000 
to  locate  another  concern  in  the  old  factory. 

It  is  a stock  proposition,  I might  say  in  passing, 
without  any  further  expense  to  us ; they  are  building 
on  it  this  very  moment  a 108-foot  extension,  40  feet 
wide,  4 stories  high  which  will  cost  as  much  as  the 
original  building. 

I am  giving  you  that  just  as  an  example  of  what 
can  be  done  in  a small  community,  with  united  effort. 

Now,  you  probably  are  thinking,  in  your  mind: 
What  is  he  driving  at?  I will  tell  you  what  I am  driv- 
ing at.  I am  driving  at  and  for  a medical  school  in 
this  State  of  Maine.  There  is  only  one  way  we  can 
get  that  medical  school,  and  that  is  for  the  Maine 
Medical  Association  to  sponsor  the  proposition,  as  we 
have  done  thus  far.  We  have  been  successful  in  get- 
ting an  enabling  act  enacted  and  passed  by  the  last 
Legislature ; so  that  we  can  get  a medical  school  at  the 
University  of  Maine.  I believe  in  all  sincerity  that 
we  have  the  facilities,  the  men  and  the  capacity  to 
bring  that  to  pass.  But,  again,  it  requires  united 
effort  on  the  part  of  all  of  us.  I am  going  to  say  to 
you  that  I hope,  today,  at  this  Annual  Meeting  of  the 
Delegates,  that  you  will  appropriate  at  least  $300.00 
so  that  a survey  relative  to  what  is  needed  may  be 
made.  The  President  and  the  Trustees  were  very 
receptive. 

I do  not  want  to  omit  stating  the  fact  that  Dr. 
Herlihy  did  a tremendous  amount  of  work,  together 
with  his  Committee,  and  Dr.  Drake  and  his  Interim 
Committee  consisting  of  Dr.  Clyde  Swett  and  others 
have  done  much ; but,  we  must  not  stop  here.  I be- 
lieve that  the  Maine  Medical  Association,  with  763 
members,  should  contribute  liberally  for  a foundation 
for  a fund,  and  I might  say  that  after  the  survey  is 
made  and  after  the  physical  property  is  studied  rela- 
tive to  this  institution  as  to  what  they  have  and  what 
they  do  not  have,  then  and  then  alone  can  we  get  a 
figure  on  what  the  actual  cost  may  be. 

As  I understand  it,  you  must  have  certain  require- 
ments for  teaching,  in  order  to  have  a first-class  medi- 
cal school.  We  know  that  we  want  such  a school,  a 
first-class  school,  if  we  have  any  at  all. 

I talked  to  the  ladies  of  the  auxiliary  this  after- 
noon. I gave  a message  to  them  and  know  that  they 
will  be  willing  to  cooperate.  And,  as  soon  as  the  Asso- 
ciation lays  the  foundation  for  a fund,  preferably  at 
the  University  of  Maine,  we  can  then  proceed  with 
this  program  for  funds. 

In  a period  of  two  or  three  years,  this  Association 
should  contribute  freely  and  liberally,  at  least 
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50,000 ; that  amount  is  not  big,  Gentlemen,  and  it 
not  much  of  a burden. 

Do  we  owe  anything  to  the  privilege  of  practicing 
ur  profession?  Do  we  owe  anything  to  those  men 
dio  sacrificed  in  the  days  in  the  beginning  of  this 
generation,  those  men  who  went  through  the  hard- 
hips  and  those  men  who  have  worked  and  labored 
or  medicine,  many  of  them  losing  their  lives  in 
experimentations  ? 

You  and  I are  justly  proud  of  the  progress  in  the 
Various  phases  and  so  forth  in  the  Departments  of 
Medicine  and  Surgery.  We  ought  to  be  ! 

(But,  do  we  not  owe  some  debt  to  somebody? 

I am  wondering  how  far  we  may  be  wandering 
from  the  original  pattern,  which  I tried  to  draw  for 
yrou,  where  men  were  willing  to  sacrifice,  even  their 
all,  and  death  itself,  if  necessary,  that  this  profession 
might  live  and  grow  ? 

Time  will  write  the  results  of  what  they  did,  by 
our  actions,  too. 

And  I say  that  that  is  a small  part  that  we  have  to 
play,  very  small  indeed.  For  without  work,  it  availeth 
jnothing.  It  cannot  be  done.  But,  the  truth  and  the 
truth  alone  will  set  us  free.  It  will  set  us  free  from 
the  entanglements  of  socialism,  and  it  will  set  us  free 
to  labor  in  the  profession  which  we  have  followed.  It 
will  set  us  free  to  go  out  into  the  world  and  do  that 
which  is  constructive,  for  the  betterment  of  all  man- 
kind. 

HR 

Let  us  not  think  wholly  of  the  remunerative  angle 
of  our  profession.  There  is  a moral  obligation  in- 
volved, not  only  to  those  who  have  labored  and 
founded  this  institution,  but  there  is  a moral  obliga- 
tion to  our  State,  and  there  is  a moral  obligation  to 
our  government  and  there  is  a moral  obligation  in  the 
leadership  of  the  world  throughout  the  world.  It  is  a 
job  for  you  and  for  me. 

Let  us  not  forsake  our  responsibilities,  and,  irre- 
spective of  what  our  religion  may  be,  you  will  agree 
with  me  that  we  are  doing  our  work  the  best  that  we 
know  how,  and  we  are  following  the  best  we  can  in 
the  footsteps  of  our  Master. 

As  a result,  and  with  those  that  I have  put  before 
you,  with  the  united  effort  of  the  profession,  the 
dental  profession,  the  industrialists,  the  Maine  Medi- 
cal Association  as  a foundation,  we  can  finally  reach 
to  the  people  of  this  entire  State  and  I believe  that 
we  can  accumulate  sufficient  funds. 


We  may  yet,  through  the  wonderful  persistence  of 
. . . research  workers,  reach  the  situation  described 
in  Samuel  Butler’s  Erewhon,  a community  in  which 
ill  health  was  regarded  as  a crime  and  a man  accused 


If  the  State  of  Vermont,  where  I visited  last  week, 
can  have  their  own  school,  let  us  fasten  our  thoughts 
on  our  own. 

There  is  a possibility,  perhaps,  of  forming  a 
regional  school  with  other  universities  such  as  Uni- 
versity of  Vermont  and  Dartmouth  College. 

There  are  many  possibilities,  and  they  are  very 
anxious  to  do  what  they  can,  because  we  need  a school 
in  Maine. 

The  State  of  Vermont,  at  its  last  Legislature,  ap- 
propriated $365,000  annually;  yes,  Vermont,  with 
one-third  of  the  population  and  approximately  one- 
third  of  the  wealth  of  this  State  of  Maine,  can  main- 
tain a medical  school,  and  they  have  appropriated 
annually  $365,000  for  it. 

This  is  a program,  Ladies  and  Gentlemen,  that 
means  much  to  the  State  of  Maine.  I have  talked 
about  it  from  one  end  of  this  State  to  the  other,  in 
the  medical  circles,  and  they  have  been  exceptionally 
receptive. 

I realize  that  many  of  you  probably  do  not  think 
it  advisable  for  a medical  school  to  be  located  here, 
but  whatever  may  be  our  opinions,  whether  it  is  com- 
pulsory health  insurance,  whether  it  is  nursing  prob- 
lems, whether  it  is  the  medical  school,  or  whatever  it 
may  be,  let  us  join  together  with  what  the  majority 
want  and  then  work  in  unity  for  a goal  which  I know 
will  be  successful. 

I have  enjoyed  immensely  the  work  this  year.  All 
of  the  societies  have  cooperated,  and  all  of  the  com- 
mittees have  functioned  well.  No  one  has  refused  to 
do  anything.  I am  proud,  as  I know  you  are,  of  the 
Maine  Medical  Association  and  of  its  objectives  for 
the  advancement  of  the  profession,  and  the  aid  to 
public  welfare  that  it  has  always  been  in  favor  of  and 
always  will  be. 

In  closing,  I realize  that  you  have  been  out-of- 
doors  enjoying  the  good  sunlight,  and  you  have  been 
enjoying  all  of  the  things  that  are  essential  for  a good 
time ; but,  it  is  well  for  us  today  to  pause  a few 
moments  in  recognition  of  those  boys  that  are  along 
the  fighting  front  today,  those  boys  of  our  own  pro- 
fession who  are  giving  their  very  all  that  you  and  I 
may  have  the  privilege  of  living  peacefully  and  pur- 
suing our  professions. 

May  God  grant  that  the  day  will  come  when  we  will 
not  be  subjected  to  any  degree  of  subjugation. 

Thank  you  very  much  ! 


of  “pulmonary  consumption”  was  convicted  and  sen- 
tenced to  imprisonment,  at  hard  labor,  for  the  rest  of 
his  miserable  existence. — Claude  M.  Fuess,  Ph.D., 
N ew  England  J.  Med September  21,  1950. 
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THE  COLLEGE  AND  THE  MEDICAL  SCHOOL* 

Ernest  C.  Marriner,  Dean  of  the  Faculty,  Colby  College 


One  of  the  most  serious  problems  faced  by  the 
modern  college  is  preparation  of  candidates  for  ad- 
mission to  the  medical  schools.  Every  year  the  col- 
lege is  confronted  with  a small,  but  significant  group 
of  disappointed,  frustrated  and  sometimes  bitter 
young  men.  Admission  into  medical  school  has  be- 
come so  highly  competitive  that,  in  many  a college 
the  number  of  rejected  candidates  annually  exceeds 
the  number  of  those  admitted. 

Why  is  this  true?  Of  the  77  medical  schools  in 
the  United  States  and  Canada,  72  are  fully  accredited 
four-year  schools.  Eighteen  states  have  no  medical 
schools.  With  the  exception  of  Vermont,  no  New 
England  state  has  a medical  school  which  is  even 
partially  the  recipient  of  public  support.  On  the  other 
hand,  in  the  Middle  West  and  the  Far  West,  most  of 
the  medical  schools  are  public  institutions,  and  to  a 
large  degree  the  same  is  true  in  the  South.  By  state 
laws  these  public  medical  schools  must  give  prefer- 
ence to  applicants  from  within  the  state.  As  a result, 
New  England  applicants  actually  do  not  have  72 
schools  to  which  they  may  apply,  but  actually  fewer 
than  40  schools. 

Twenty  medical  schools  — about  28%  of  all  the 
accredited  institutions — are  located  in  the  three  states 
of  New  York,  Pennsylvania,  Maryland,  and  the  Dis- 
trict of  Columbia. 

Each  year,  about  fifty  thousand  applications  are 
made  for  less  than  six  thousand  places  in  the  entering 
class  of  all  our  medical  schools.  Of  course  many  of 
these  are  duplicate  applications ; the  same  individual 
applies  to  several  schools.  The  number  of  different 
individuals  who  apply  is  about  fifteen  thousand,  of 
whom  six  thousand  gain  admission  to  some  medical 
school.  It  is  thus  clear  that  of  every  five  applicants 
only  two  are  admitted  and  three  are  rejected. 

The  problem  of  the  college  is  to  advise  and  guide 
those  sixty  per  cent  of  medical  school  rejections. 
Many  of  them  are  not  hopelessly  low  students  ; large 
numbers  of  them  have  strong  personal  cpialities.  All 
of  them  deserve  a fitting  place  in  American  society. 

Through  its  guidance  procedures,  especially 
through  its  faculty  committee  on  preparation  for 
medicine,  the  college  seeks  to  help  doubtful  cases  to 
plan  and  prepare  for  an  alternative  vocation.  This 
task  is  not  easy,  because  boys  who  want  to  be  physi- 
cians cling  tenaciously  to  their  plan,  sometimes  after 
two  successive  years  of  rejections.  Yet,  if  complete 
frustration  and  harmful  social  cynicism  are  to  be 

* Address  before  the  Maine  Medical  Association  at  Poland 
Spring,  June  17,  1951. 


avoided,  these  rejected  men  must  be  helped  to  find  a 
vocation  in  which  their  efforts  will  be  productive  and 
satisfying. 

In  order  to  predict  for  its  applicants  their  chances 
of  admission  into  medical  school,  the  college  must 
have  some  conception  of  how  the  schools  select  their 
classes.  In  this  respect  the  medical  schools  have 
shown  eagerness  to  cooperate  with  the  colleges.  Dur- 
ing the  past  year  numerous  conferences  have  been 
held,  all  designed  to  bring  better  understanding  be- 
tween the  medical  schools  and  the  colleges  which 
prepare  the  candidates. 

Everyone  knows  that  the  medical  schools  want  men 
with  high  college  grades.  Just  as  the  colleges  have 
plenty  of  evidence  to  show  that  the  best  single  cri- 
terion for  success  in  college  is  success  in  preparatory 
school,  so  the  medical  schools  have  learned  the  predic- 
tive value  of  success  in  college.  Able  to  fill  all  places 
with  candidates  whose  marks  in  college  are  high,  the 
medical  schools  quite  naturally  reject  the  persons 
with  low  or  even  average  grades. 

In  recent  years  the  medical  schools,  like  the  col- 
leges, have  sought  some  single,  objective  device  for 
measuring  all  candidates.  The  Medical  Admission 
Test,  especially  the  new  test  now  operated  by  Educa- 
tional Testing  Service,  is  showing  high  reliability  — 
that  is,  high  predictive  value  as  to  success  in  medical 
school.  Although  no  school  admits  or  rejects  on  the 
basis  of  the  test  alone,  all  schools  use  it  as  an  im- 
portant factor. 

All  over  the  nation  today  we  find  much  interest  in 
what  is  called  general  education,  the  all-around  edu- 
cation of  the  person  as  a human  being  and  a citizen, 
not  merely  as  a professional  worker.  The  medical 
schools  are  now  insisting  on  greater  breadth  of  edu- 
cation for  those  who  apply  for  admission,  and  they 
urge  that  undue  emphasis  shall  not  be  placed  upon 
the  sciences.  What  they  expect  in  candidates  is  ex- 
pressed as  follows  in  the  official  statement  of  the 
Association  of  American  Medical  Colleges  : 

“Inasmuch  as  the  true  success  of  a physician,  and 
the  public  as  well  as  professional  repute  in  which  he 
is  held,  are  determined  by  his  character,  personality, 
industry,  resourcefulness  and  judgment,  quite  as 
much  as  by  his  technical  skill  and  knowledge,  the 
selection  should  be  based  on  these  qualities.  The  sub- 
ject matter  of  his  preparation  is,  within  certain  limits, 
relatively  unimportant.  The  particular  field  of  con- 
centration is  immaterial.  What  is  wanted  for  medi- 
cal studies  are  students  who,  together  with  other 
qualities,  have  first  class  minds.” 
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Now  this  is  all  to  the  good,  and  every  liberal  arts 
college  will  applaud  the  statement  and  the  educational 
philosophy  behind  it.  But  the  difficulty  lies  in  the 
fact  that  the  administrative  officers  of  the  medical* 
schools  have  apparently  not  yet  won  over  their  teach- 
ing faculties  to  this  philosophy.  Has  anyone  ever 
heard  of  a young  man  getting  into  trouble  in  a medi- 
cal school  classroom  because  he  has  not  studied  his- 
tory or  art  or  philosophy?  On  the  contrary,  many  a 
student  has  been  asked  why  he  didn’t  take  more  bi- 
ology or  more  chemistry.  Only  a year  ago  one  young 
man  in  the  first  year  of  medical  school  quoted  a pro- 
fessor as  saying  to  him,  “You  mean  to  say  that  you 
came  here  without  a course  in  physical  chemistry. 
What  are  you  thinking  of  ?”  Yet  no  medical  school  in 
the  country  requires  physical  chemistry  for  adrnis- 
sion. 

On  the  other  hand,  the  medical  schools  can  provide 
plenty  of  data  to  show  that  men  who  fail  in  medical 
school  do  so,  not  because  they  know  too  little  biology 
or  chemistry  or  physics,  but  because  they  do  not  know 
how  to  attack,  organize,  and  resolve  the  problems  and 
, competently  use  the  materials  presented  to  them.  Re- 
peatedly the  schools  tell  us  that  the  qualities  which 
count  do  not  include  accumulated  stores  of  knowl- 
edge, but  are  rather  very  simple  qualities  of  personal 
: living.  Among  them  these  four  stand  out:  (1)  a 

! wise  choice  of  activities  and  budgeting  of  time;  (2) 
willingness  to  do  more  than  the  assignment,  to  go 
“beyond  the  call  of  duty”;  (3)  persistence  of  effort; 
(4)  willingness  to  handle  patiently  numerous  and 
irksome  details,  to  show  “interest  in  the  trees  for  the 
sake  of  the  forest.” 

The  college  cannot  expect  uniformity  in  the  re- 
quirements of  the  different  medical  schools.  It  can, 
however,  work  with  those  schools  to  obtain  certain 
fundamental  agreements.  One  of  those  concerns 
the  requirements  in  foreign  languages.  The  require- 
ment in  French  or  German,  with  the  latter  often 
preferred,  is  a hang-over  from  the  decision  of  1893 
— nearly  half  a century  ago  — when  it  was  decided 
that  the  candidate  for  medical  school  should  have  “a 
knowledge  at  least  sufficient  to  read  the  scientific 


papers  constantly  appearing  in  French  and  German.” 
To  many  persons,  the  requirement  now  seems  absurd 
for  two  reasons ; first,  because  very  few  students  with 
two  years  of  language  study  in  college  can  read  the 
scientific  papers,  and  second,  they  have  no  need  to 
do  so  because  translations  and  abstracts  into  English 
are  so  quickly  made  and  are  so  easily  available. 

Many  of  us  believe  that  at  least  an  acquaintance 
with  some  foreign  tongue  is  essential  for  the  educated 
man  or  woman.  The  reasons  for  a foreign  language 
requirement  are  therefore  cultural  and  in  the  interests 
of  general  education.  On  that  basis  there  is  little  to 
say  on  behalf  of  one  foreign  language  over  another. 
In  fact  if  we  want  to  be  practical  about  it,  perhaps 
we  all  ought  to  study  Russian.  Furthermore  to  ne- 
glect completely  the  classical  languages  is  open  to 
serious  question.  Whether  some  knowledge  of  Latin 
might  not  still  have  closer  relation  to  materia  medica 
than  German  has  to  papers  which  one  can  quickly  get 
in  English  translation  is  at  least  debatable. 

As  a result  of  the  many  conferences  recently  held 
between  college  and  medical  school  staffs,  most  col- 
leges have  now  abandoned  a definitely  labeled  pre- 
medical major.  Instead  the  student  majors  in  any 
field  of  his  choice.  Although  this  is  usually  a science, 
it  need  not  be  so. 

Many  colleges  have  adopted,  in  place  of  individual 
letters  of  recommendation,  the  carefully  prepared 
joint  statement  of  a committee  on  medical  prepara- 
tion, and  all  of  the  colleges  are  improving  their 
methods  of  advising  and  guiding  the  hoys  and  girls 
who  look  forward  to  the  study  of  medicine.  Every 
institution  is  giving  much  time  and  thought  to  the 
perplexing  problem  of  rejected  candidates. 

The  colleges  are  determined  to  help  the  medical 
profession  preserve  the  high  standards  so  painfully 
won  during  the  last  half  century.  We  are  not  trying 
to  pressure  the  medical  schools  into  taking  all  candi- 
dates. We  merely  seek  the  opportunity  to  work  with 
the  medical  schools  in  a common  task  of  education 
and  guidance  that  will  best  protect  society  without 
forgetting  the  individual. 


The  first  WHO  Anti-Tuberculosis  Centre  is  being 
established  in  Istanbul,  Turkey,  with  generous  finan- 
cial assistance  from  the  Turkish  Health  Ministry 
and  the  Anti-Tuberculosis  League  of  Istanbul.  This 
demonstration  and  training  centre  in  tuberculosis 
control  will  be  open  to  foreign  students. 


Three  WHO  teaching-training  centres  for  tuber- 
culosis control  are  to  be  opened  in  India  this  year, 
probably  in  New  Delhi,  Patna  and  Trivandrum,  to 
train  medical  workers  in  the  prevention,  diagnosis, 
and  treatment  of  tuberculosis. 
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/ A CASE  REPORT  OF  LUDWIG'S  ANGINA  WITH  COMPLICATIONS 

James  E.  Poulin,  M.  D.,  Sisters’  Hospital,  Waterville,  Maine 


Ludwig’s  angina  is  a virulent,  extensive,  phleg- 
monous process  arising  from  infections  within  the 
floor  of  the  mouth  and  involving  the  region  of  the 
submaxillary  gland.  It  is  always  a dangerous  con- 
dition, and  this  case  proved  to  be  no  exception. 

The  patient  concerned  was  a sixty-four-year-old 
man  who  was  brought  to  the  hospital  by  ambulance 
during  the  night.  The  outstanding  characteristics  of 
this  disease  were  manifested  by  the  patient  in  that  he 
showed  severe  involvement  of  the  cervical  cellular 
tissue  and  was  in  profound  toxemia.  Thus,  upon 
first  inspection  it  was  very  evident  that  this  man  was 
debilitated  and  acutely  ill.  Pie  was  dyspenic,  swallow- 
ing was  painful,  and  he  was  unable  to  talk.  Conse- 
quently, no  history  could  be  obtained  from  him; put, 
upon  questioning,  his  relatives  revealed  that  he  was 
an  alcoholic  of, poor  habits. 

Any  patient  with  this  condition  rapidly  develops 
alarming  symptoms  which  very  often  lead  to  serious 
consequences,  because  cellulitis  of  the  floor  of  the 
mouth  is  a menace  to  life.  In  consideration  of  the 
patient’s  age,  his  weakened  condition,  and  the  danger- 
ous nature  of  his  illness,  it  was  felt  that  he  had  very 
little  chance  of  surviving  such  an  ordeal.  Although 
speech  was  impossible,  it  was  easily  recognizable  that 
his  chief  complaint  pertained  to  his  tongue  and  the 
floor  of  his  mouth.  The  tongue  was  pushed  upward 
toward  the  roof  of  the  mouth  and  the  entire  mucosa 
of  the  floor  of  the  mouth  showed  marked  edema. 
Pronounced  dental  caries  existed  which,  in  all  prob- 
ability, was  the  point  of  entry  of  the  infection.  The 
posterior  pharynx  could  not  be  visualized,  but  the 
mucus  therein  was  removed  by  means  of  suction.  Ex- 
ternally, there  existed  the  characteristic  board-like 
swelling  over  the  involved  cervical  tissues.  The  edema 
was  such  that  these  tissues  pushed  forward  and 
formed  an  almost  straight  line  from  the  tip  of  the 
chin  to  the  supersternal  notch.  No  fluctuation  was 
evident  and  a sublingual  abscess  was  ruled  out  by 
aspiration  of  the  tissues  beneath  the  elevated  tongue. 
The  temperature  and  pulse  were  comparativly  low. 
The  blood  count  showed  marked  leukocytosis,  as 
would  be  expected,  while  the  remaining  laboratory 
work  was  within  normal  limits. 

In  these  cases  respiratory  difficulties  arise  because 
of  the  enormous  swelling,  the  upward  displacement 
of  the  tongue,  and  the  edema  of  the  entire  neck  and 
larynx.  As  would  be  expected,  the  patient  was  ex- 
periencing difficulty  in  respiration  and  it  was  obvious 
that  he  was  being  embarrassed  both  by  the  toxemia 
and  by  the  edema  of  the  anterior  cervical  tissues.  The 
respirations  were  labored,  and  it  was  noted  at  the 


time  that  some  of  the  accessory  muscles  of  respira- 
tion were  being  used.  The  supersternal  notch  re- 
tracted with  each  respiration,  which  was  indicative  of 
tracheal  interference.  The  examination  of  the  lungs 
revealed  no  pneumonic  process. 

This  patient’s  condition  was  extremely  grave.  He 
was  given  penicillin  and  streptomycin  in  adequate 
doses.  He  likewise  received  supportive  treatment 
consisting  of  the  administration  of  intravenous  glu- 
cose and  caffeine  sodium  benzoate  at  four-hour  inter- 
vals to  improve  respirations ; and  an  oxygen  tent,  as 
well  as  a tracheotomy  set,  was  kept  in  readiness  to 
aid  the  patient  in  breathing. 

The  patient’s  life  was  endangered,  not  only  by  the 
extensive  toxemia  of  the  infection  itself,  but  also  be- 
cause of  the  pressure  of  the  tissues  upon  the  neigh- 
boring trachea.  Eighteen  hours  after  admission,  the 
patient’s  condition  had  obviously  not  improved,  and  it 
was  quite  apparent  that  it  had  gone  from  bad  to 
worse.  Massive  doses  of  antibiotics  had  been  of  no 
avail  and  his  respirations  had  become  more  labored 
and  cyanosis  had  become  more  marked. 

It  was  now  realized  that  the  eminent  danger  was 
that  of  complete  collapse  of  the  trachea  from  the 
pressure  of  the  surrounding  tissues.  Thus,  the  trache- 
otomy set  was  put  into  use  without  further  delay.  The 
patient  was  removed  to  the  operating  room  so  that 
this  emergency  procedure  might  be  carried  out.  No 
pre-operative  medication  was  given  for  fear  that  it 
might  disturb  the  already  hindered  circulation.  In 
the  operating  room,  a classical  tracheotomy  was  car- 
ried out  under  local  anesthesia.  The  bleeding  was 
amazingly  scant  throughout  the  operating  procedure, 
but  a considerable  amount  of  tissue  edema  was  en- 
countered as  well  as  serous  discharge.  Oxygen  and 
suction  were  available  and  kept  in  readiness  through- 
out this  procedure.  Immediately  following  the  pro- 
cedure, the  patient  manifested  improvement  in  color, 
his  respirations  became  less  forceful,  and  it  was  very 
evident  that  his  general  condition  had,  at  least  tem- 
porarily, improved.  Upon  his  return  from  the  operat- 
ing room,  the  usual  postoperative  regime  following 
tracheotomy  was  carried  out.  This  consisted  mainly 
in  keeping  the  room  hot  and  moist,  as  well  as  frequent 
use  of  suction,  which  was  carried  out  by  special 
nurses.  Intravenous  feeding  as  well  as  antibiotic 
therapy  were  maintained  for  the  next  twenty-four 
hours.  In  spite  of  the  improved  respiration,  it  was 
certainly  evident  that  the  patient  was  a very  sick  man 
and  that  the  acute  inflammatory  condition  had  not 
improved.  His  temperature  rose  to  104°,  the  dense, 
brawny  swelling  of  the  neck  was  still  evident,  and  the 
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condition  of  the  tongue  had  not  improved,  indicating 
that  the  inflammation  in  the  floor  of  the  mouth  was 
in  no  way  overcome.  The  pain  was  still  causing  the 
patient  a great  deal  of  suffering.  Considering  these 
facts,  it  was  felt  that  surgical  drainage  of  the  sub- 
maxillary space  would  have  to  be  carried  out. 

The  patient  was  given  the  necessary  supportive 
treatment  consisting  of  intravenous  glucose  prior  to 
the  operation,  as  well  as  caffeine  and  coramine.  He 
was  again  removed  to  the  opearting  room.  This  time 
one-fourth  grain  of  morphine  sulfate  and  1/150  grs. 
of  atropine  were  given  because  it  was  felt  that  this 
would  not  interfere  with  his  respirations  as  long  as 
the  tracheotomy  tube  was  in  place.  After  the  prepa- 
ration of  the  skin  for  surgery,  the  area  was  infiltrated 
with  novocaine  and  an  incision  was  now  made  parallel 
to  the  mandible.  This  incision  extended  down  to  the 
deep  fascia  to  the  tissue  of  the  submaxillary  gland. 
The  patient,  who  was  quite  toxic,  appeared  to  be  rela- 
tively immune  to  pain  and  the  novocaine  infiltration 
worked  remarkably  well.  The  muscles  of  the  neck 
were  carefully  spread  as  much  as  possible ; in  so  do- 
ing, much  edema  was  encountered  and  a profuse 
amount  of  sero-sanguinous  liquid  escaped.  By  means 
of  blunt  forceps,  deeper  exploration  was  carried  out 
and  a submaxillary  space  abscess  was  located.  By 
spreading  the  blades  of  the  forceps,  pus  escaped  un- 
der pressure  upon  breaking  into  the  submaxillary 
space.  The  pus  was  removed  by  means  of  suction  and 
extensive  amounts  of  edematous  fluids  were  removed 
at  the  same  time.  A rubber  tissue  drain  was  now  in- 
serted into  the  wound  and  the  upper  portion  of  the 
wound  was  closed.  Stab  wounds  were  now  made  in 
the  floor  of  the  mouth  on  each  side  of  the  tongue  to 
relieve  the  edema.  The  patient  was  removed  from  the 
operating  room  in  what  was  considered  to  be  a satis- 
factory condition. 

The  postoperative  care  in  this  case  was  the  usual 
type  of  postoperative  care  which  is  given  to  trache- 
otomy cases.  This  consisted  in  changing  the  trache- 
otomy tube  daily,  together  with  humidification  of  the 
room  and  the  administration  of  penicillin,  which 
played  a very  vital  role  in  the  prevention  of  the  de- 
velopment of  pneumonia,  a complication  so  frequently 
encountered  following  tracheotomy.  A culture  of  the 
material  obtained  at  surgery  showed  the  streptococcus 
chain  and  the  antibiotics  were  continued.  For  six 


days  following  surgery,  the  patient’s  condition  was 
serious  and  his  convalescence  was  a stormy  one ; but 
by  this  time  it  became  quite  evident  that  the  grave 
nature  of  the  illness  was  over  and  the  patient  was 
destined  to  survive  his  ordeal.  Examination  of  the 
pharynx  showed  that  the  edema  that  had  existed  at 
the  base  of  the  tongue  had  now  entirely  subsided  and 
the  patient  was  able  to  take  liquid  nourishment  by 
mouth.  Subsequently,  it  was  felt  safe  to  remove  the 
tracheotomy  tube.  This  was  done  after  it  was  evident 
that  respirations  could  be  carried  out  from  the  air 
taken  through  the  pharynx.  During  this  period,  the 
incision  beneath  the  mandible  drained  profusely.  The 
drain  was  removed  on  the  tenth  postoperative  day  and 
the  wound  was  allowed  to  close  in. 

In  reviewing  this  case,  it  is  amazing  that  this  in- 
dividual survived  the  disease  and  extremely  grave  in- 
fection with  which  he  was  afflicted.  It  is  all  the  more 
surprising  when  one  takes  into  consideration  the  pa- 
tient’s debility  and  the  fact  that  he  was  an  alcoholic. 
The  etiology  of  this  fulminating  infection  was  natu- 
rally never  determined,  but  it  was  felt  that  it  was 
secondary  to  an  infected  tooth.  The  causitive  organ- 
ism was  a streptococcus  chain,  as  was  previously  men- 
tioned. Undoubtedly  the  penicillin  and  streptomycin 
therapy  played  a great  influence  in  the  favorable 
termination  of  the  infection. 

This  case  was  reported  not  because  it  was  an  un- 
usual one,  nor  was  it  reported  because  the  patient’s 
recovery  was  so  remarkable,  for  literature  is  filled 
with  such  cases  but  because  it  proves  once  again  that 
modern  chemotherapy  alone  is  not  sufficient  to  over- 
come severe  infection  where  there  is  localization  of 
pus.  The  incision  not  only  evacuated  the  pus,  but  it 
also  relieved  a great  deal  of  the  tension  that  was 
exerting  itself  upon  the  surrounding  tissues. 

Mortality  is  high  in  these  cases  if  treatment  is  not 
instituted  early,  various  authors  having  placed  it  at 
about  fifty  per  cent.  The  fact  that  most  deaths  are 
due  to  edema  of  the  larynx  emphasizes  the  necessity 
of  carrying  out  a tracheotomy  before  the  patient’s 
condition  becomes  desperate.  In  this  particular  in- 
stance, the  combined  therapeutic  effects  of  chemo- 
therapy, surgical  drainage,  and  a timely  tracheotomy 
saved  the  patient  from  inevitable  death  and  brought 
about  an  astounding  recovery.  ^ 


The  prevention  of  tuberculosis  by  minimizing  pub- 
lic contact  with  infectious  persons  begins  exactly  like 
the  recipe  for  rabbit  stew.  “First,  catch  your  rabbit.” 
Miniature  chest  filming  is  the  process  which  has 


recently  made  that  first  step  economically  possible 
on  a broad  scale. — /.  Michigan  State  M.  Society, 
Ben  R.  Van  Zwalenburg,  M.  D.,  November,  1949. 
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BILATERAL  DIRECT  HERNIAS  REPAIRED  WITH  TANTALUM  MESH 

Rodolphe  J.  F.  Pomerleau,  M.  D.,  Sisters’  Hospital,  Waterville,  Maine 


Tantalum  mesh  or  screen  is  another  product  of  a 
long  line  of  absorbable  and  non-absorbable  materials 
used  in  the  repair  of  hernias.  The  product  is  expen- 
sive hut  the  results  obtained  justify  its  use.  It  is  a 
non-chemical,  non-irritating,  fine  metal  screen  that  is 
fairly  easy  to  work  with.  The  material  is  pliable  and 
can  be  trimmed  to  conform  to  the  size  and  shape  of 
the  area  to  be  repaired.  The  screen  is  anchored  over 
the  defect  and  held  in  place  with  different  type 
sutures,  such  as  fine  steel  wire,  tantalum  wire  or  black 
silk.  Catgut  is  never  used  as  it  will  either  cut  through 
or  absorb  before  the  healing  process  is  complete. 
During  the  healing  of  the  wound,  fine  areolar  con- 
nective tissue  infiltrates  through  the  innumerable 
small  holes  in  the  mesh  eventually  causing  it  to  be- 
come an  integral  part  of  the  fascia  producing  a very 
strong  repair  and  support. 

It  is  especially  recommended  in  large  hernias  diffi- 
cult to  repair  because  of  thin,  tearing-,  inadequate 
fascial  tissue.  It  is  used  also  when  conventional  type 
repair  has  proven  unsuccessful  and  the  hernia  re- 
curred. It  has  rendered  excellent  results  in  these 
cases  and  also  in  incisional,  umbilical,  and  epigastric 
hernias.  It  is  seldom  used  in  children. 

The  case  reported  here  is  that  of  a primary  repair 
with  mesh  of  a case  of  bilateral  inguinal  and  scrotal 
hernias  in  a man  65  years  of  age.  To  have  attempted 
conventional  repairs  would  probably  have  only  re- 
sulted in  a recurrence  of  the  condition  because  of  the 
associated  medical  complications. 

Physical  examination  revealed  a man  with  two 
large  direct  scrotal  hernias  dating  hack  about  fifteen 
years.  He  had  to  quit  work  several  years  ago  because 
the  size  of  the  hernias  prevented  him  from  being  able 
to  carry  on  his  work  which  consisted  of  prolonged 
walking  and  standing.  Medically  he  had  advanced 
Parkinsonian  syndrome  and  was  a chronic  asthmatic 
further  complicated  with  bronchiectasis.  He  re- 
sponded poorly  to  medical  treatment  preoperatively. 

Under  spinal  anesthesia,  the  right  side  was  re- 
paired first,  as  this  side  gave  evidence  of  being  par- 
tially obstructed.  A Bassini  type  operation  was  per- 


formed. The  direct  hernial  sac  contained  a consider- 
able portion  of  small  intestine.  After  the  aponeurosis 
of  the  external  oblique,  which  was  thin  and  torn,  was 
approximated,  a piece  of  tantalum  mesh  about  4 
inches  long  and  2 inches  wide  was  placed  over  the 
aponeurosis  and  sutured  in  place  with  fine  steel  wire. 
Early  ambulation  was  allowed  because  of  the  medical 
condition  present. 

Two  weeks  later,  hernia  of  the  left  side  was  re- 
paired, also  under  spinal  anesthesia.  A Ferguson  type 
repair  was  performed,  and  the  sac  was  found  to  con- 
tain omentum  and  large  intestines  including  sigmoid 
colon.  A piece  of  mesh  of  similar  size  was  placed 
over  the  aponeurosis  of  the  external  oblique;  it  was 
anchored  in  place  with  black  silk  suture.  Recovery 
was  uneventful  and  early  ambulation  allowed. 

Patient  was  discharged  two  weeks  later;  subse- 
quent post-operative  visits  revealed  two  well  healed 
incisions  and  no  complaint  of  pain  or  discomfort  and 
no  evidence  of  recurrence. 

Summary 

Tantalum  mesh  is  a non-absorbable  fine  metal 
screen  that  is  non-irritating  and  non-corroding.  It  is 
fairly  expensive  and  recently  has  been  difficult  to 
obtain.  A piece  6"  by  6"  costs  $26.50.  It  has  been 
used  to  repair  recurrent  hernias  and  large  incisional 
hernias  of  different  types.  Because  of  the  constant 
coughing  and  other  medical  complications  in  the  pres- 
ent case,  the  repairs  were  made  with  this  material  to 
prevent  recurrence.  Bassini  and  Ferguson  type  pro- 
cedures were  used  on  left  and  right  side  respectively. 
On  one  side  (right)  the  mesh  was  anchored  with  steel 
wire  and  the  other  with  black  silk.  Sufficient  time 
has  elapsed  to  report  that  neither  side  has  recurred 
and  that  either  suture  material  is  satisfactory  to  use. 
It  could  be  mentioned  here  that  the  mesh  can  be 
placed  under  the  fascia  just  as  well  as  over  it,  and  in 
some  cases  it  has  been  placed  directly  over  the  peri- 
toneum without  any  evidence  of  irritation,  and  with 
good  surgical  results. 


Medical  Schools  Set  Enrollment  Record:  More 
Doctors  Graduated.  Medical  Schools  of  the  United 
States  in  the  last  year  took  further  steps  to  protect 
the  future  health  of  the  nation  by  enrolling  the  largest 
number  of  students  in  their  history. 

A total  of  26,191  students  were  enrolled  in  79  ap- 
proved schools  in  the  United  States  for  the  1950-51 


academic  year.  This  compares  with  the  previous  high 
record  of  25,103  in  the  year  before,  an  increase  of 
1,088  (4.1%).  Since  1941,  when  there  was  an  en- 
rollment of  21,379  students  in  77  approved  schools, 
the  increase  has  been  4,812  (22.5%).  (News  Release 
from  the  American  Medical  Association*  September 
7,  1951.) 
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RETRO-PUBIC  PROSTATECTOMY 

W.  A.  Greenlaw,  M.  D.,  and  L.  A.  Guite,  M.  D.,  Sisters’  Hospital,  Waterville,  Maine 


Two  cases  of  retro-pubic  prostatectomy  as  de- 
scribed by  Terrence  Millin*  are  presented. 

Some  of  the  features  of  the  operation  are  that  it  is 
extra-vesical  thereby  avoiding  supra-pubic  bladder 
drainage  with  its  frequent  slow  closure  and  fairly 
high  incidence  of  persistent  fistula.  It  is  applicable  to 
all  types  of  prostatic  hypertrophy  being  more  easily 
carried  out  with  the  adenotomatous  type  of  enlarge- 
ment and  somewhat  more  difficult  with  fibrous  type 
of  enlargement ; it  is  relatively  short  and  relatively 
shock  free  ; it  is  anatomically  sound  and  no  important 
organs  are  interfered  with  or  endangered  ; for  the  age 
group  the  mortality  is  low.  Post-operative  course  is 
easy  for  the  patient  and  staff  and  is  rarely  longer  than 
two  weeks. 

Pre-operative  preparation  is  the  same  as  for  other 
prostatic  surgical  procedure.  Vital  signs  should  be 
within  normal  limits,  and  any  indication  of  cardiac 
failure  should  be  corrected. 

Phenolsulfonphthalein  excretory  tests  should  be 
constant  despite  the  percentage  of  excretion ; non- 
protein nitrogen  should  be  below  forty. 

As  to  the  operation,  spinal  or  general  anesthesia 
can  be  used.  Cystoscopy  can  be  carried  out  at  the 
time  of  operation.  A midline  or  Pfannenstiel  incision 
is  made  in  the  lower  abdomen.  Frequently  multiple 
large  veins  are  encountered  in  the  peri-vesical  layer 
of  the  endo-pelvic  fascia.  There  is  frequently  a large 
central  vein  from  the  deep  dorsal  vein  of  the  penis 
and  the  two  veins  lateral  to  this  central  vein.  These 
can  he  ligated  and  bleeding  in  the  area  is  thereby  well 
controlled.  With  a swab,  fascia  and  fat  can  be  cleared 
from  the  lateral  and  anterior  aspect  of  the  vesical 
neck.  An  incision  is  made  one  centimeter  distal  to  the 
bladder  neck  through  the  peri-vesical  fascia  and  the 
true  prostatic  capsule.  The  lower  flap  is  then  under- 
mined and  the  anterior  and  lateral  aspects  of  the  false 
capsule  are  exposed.  An  inverted  V incision  through 
the  false  capsule  is  carried  down  to  the  adenomatus 
tissue  which  is  white  in  appearance.  The  V flap  is 
elevated  and  the  lower  margins  of  the  lateral  lobes 
are  freed  from  the  false  capsule,  and  continuing  with 
the  finger  the  lateral  and  middle  lobes  are  freed  from 
below  upward. 

Prostatic  vessels  arising  at  five  and  seven  o’clock 
of  the  bladder  neck  are  easily  clamped,  and  either 
ligated  with  00  plain  catgut  or  are  fulgurated  thereby 
well  controlling  the  bleeding.  A number  eighteen 
Foley  or  Twinem  catheter  is  placed  in  the  bladder 


* “Lancet,”  December  1,  1945,  Page  693. 


for  drainage.  Hemostatic  material  can  be  tied  to  the 
catheter  for  control  of  oozing  but  is  usually  unneces- 
sary and  inadvisable  because  of  frequent  obstruction 
of  the  catheter  and  because  such  material  may  later 
act  as  a nidus  for  calculus  formation.  The  false  cap- 
sule is  closed  with  continuous  0 plain  catgut,  the  true 
capsule  and  the  peri-vesical  fascia  are  closed  with 
three  or  more  interrupted  0 chromic  catgut.  Penrose 
drains  are  placed  in  the  retro-pubic  space.  The  rectus 
sheath  is  closed  with  interrupted  number  one  chromic 
catgut  sutures  and  the  drains  are  brought  out  through 
the  skin  two  or  three  centimeters  above  the  symphysis 
pubis  to  prevent  an  osteitis  pubis. 

Post-operative  care  ; fluid  intake  is  maintained  at  a 
level  so  that  at  least  one  thousand  five  hundred  cubic 
centimeters  of  urinary  output  is  maintained  in 
twenty-four  hours.  Retro-pubic  drains  are  removed 
from  the  third  to  the  sixth  day.  The  catheter  is  re- 
moved from  the  fifth  to  the  tenth  day. 

The  patient  is  allowed  out  of  bed  within  twenty- 
four  to  forty-eight  hours. 

Post-operative  complications  are  the  same  as  for 
other  types  of  operation  but  are  somewhat  less  except 
for  possible  osteitis  of  pubis  and  sacrum. 

Case  1. — H.  H.  was  a seventy-five-year-old  white 
American  retired  male  laborer  with  chief  complaint 
of  difficulty  in  starting  urinary  stream,  first  seen  as  an 
out-patient. 

For  four  years  he  had  been  having  difficulty  in 
starting  the  urinary  stream,  burning  on  urination,  in- 
termittency,  and  nocturia  of  six  times.  For  one 
month  he  had  been  having  moderately  severe  supra- 
pubic pain  and  had  been  urinating  small  amounts 
every  fifteen  minutes  for  one  week. 

He  had  had  no  previous  serious  illnesses.  Physical 
examination  revealed  a thin  male  with  a blood  pressure 
of  130/70.  The  pulse  rate  was  80.  Arcus  senilis  was 
present.  No  abnormalities  of  the  chest  were  noted. 
There  was  a globular  mass  extending  from  the  sym- 
physis to  the  umbilicus  which  disappeared  upon  cathe- 
terization and  after  obtaining  1500  c.c.  of  urine  imme- 
diately after  voiding  one  ounce  of  clear  urine.  The 
prostate  was  three  times  the  normal  size  and  a few 
firm  nodules  were  palpable.  The  prostate  was  not 
tender. 

He  entered  the  hospital  on  the  sixth  of  December, 
1950,  and  an  indwelling  catheter  was  inserted  in  the 
bladder.  The  non-protein  nitrogen  on  admission  was 
40  mg.%  and  two  days  later  was  25.  Blood  Count 
was  3,800,000  R.  B.  C. ; 11  Grams  % of  Hemoglobin ; 
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8,200  W.  B.  C. ; 67%  Polymorphonuclear  cells; 
P.  S.  P.  was  constant  at  55%  in  two  hours;  urine 
contained  one  plus  albumin  and  many  white  blood 
cells  in  clumps.  Electrocardiograph  and  chest  X-ray 
were  within  normal  limits. 

Cystoscopy  revealed  moderate  lateral  and  middle 
lobe  enlargement  with  encroachment  of  the  outlet  of 
the  bladder  as  well  as  marked  trabeculation  of  the 
bladder. 

After  one  blood  transfusion  and  three  days  after 
admission  a retro-pubic  prostatectomy  as  described 
above  was  carried  out.  A moderately  large  fibro- 
adenomatous  gland  was  removed.  Twenty-four  hours 
after  the  operation  the  patient  removed  the  Penrose 
drains  of  the  retro-pubic  space  while  asleep  and  small 
soft  rubber  catheters  were  placed  along  the  sinus 
tract.  These  were  removed  on  the  third  post-opera- 
tive day.  The  urethral  catheter  was  removed  on  the 
fifth  day  and  the  patient  voided  easily  and  spon- 
taneously thereafter.  There  was  no  suprapubic  drain- 
age. He  was  discharged  on  the  ninth  post-operative 
day  without  complaints,  with  wound  having  healed 
per  primum. 

He  has  been  followed  as  an  out-patient  and  maxi- 
mum residual  urine  has  been  10  c.c.  He  has  had  no 
complaints  except  for  nocturnal  incontinence  for  only 
two  weeks  after  operation. 

Number  22F  and  24F  urethral  sounds  have  been 
passed  with  ease  every  six  weeks.  Cystoscopy  carried 
out  on  the  twenty-first  of  May,  1951,  revealed  no 
prostatic  intrusion  of  bladder  on  urethra. 

At  the  present  time  he  voids  easily,  has  nocturia 
once  or  twice  per  night.  Urine  contains  3 to  10 
W.  B.  C. 

Case  2. — C.  S.  was  a seventy-five-year-old  white 
American  retired  millwright  with  chief  complaint  of 
inability  to  urinate,  admitted  to  the  hospital  July  15, 
1951.  Three  weeks  before  admission  he  had  had  acute 
influenza.  Since  that  time  he  had  frequency,  hesi- 
tancy and  nocturia  four  times  per  night.  For  five 
days  he  had  been  unable  to  urinate  and  had  been 
catheterized  twice  per  day  with  1000  to  1500  c.c.  of 
urine  being  obtained  each  time. 

He  gave  a past  history  of  having  had  typhoid  fever 
in  his  youth  and  had  frequent  episodes  of  “irregular 
pulse.”  Twenty  years  ago  he  had  been  treated  for 


American  Medical  Education  F oundation.  The 
Medical  schools  of  this  country  have  recently  received 
their  share  of  the  first  $1,000,000  from  the  National 
Foundation  Fund.  The  first  grants  were  small  — 
$15,000  to  four-year  schools  and  $7,500  to  two-year 
schools. 

The  Foundation  is  pleased  to  announce  the  appoint- 
ment of  a full  time  executive  secretary — Russell  F. 
Staudacher.  He  is  at  A.  M.  A.  headquarters,  535 
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severe  “dropsy”  and  had  taken  digitalis  intermittently 
since  that  time. 

Positive  findings  on  physical  examination  were 
blood  pressure  144/80,  moderate  cardiac  failure  and 
auricular  fibrillation.  The  prostate  was  three  times  its 
normal  size  and  was  of  soft  consistency. 

Cystoscopy  revealed  lateral  lobe  enlargement  with 
bladder  encroachment.  There  was  moderate  trabecu- 
lation of  the  bladder  but  no  stones,  tumors  or  diver- 
ticulae  were  noted. 

He  was  digitalized  with  marked  clearing  of  the 
lung.  X-ray  of  the  chest  revealed  a cardiac  diameter 
of  18  cm.  and  thoracic  diameter  of  32  cm.  Electro- 
cardiogram was  interpreted  as  indicating  arterio- 
sclerotic heart  disease.  Blood  on  admission  was 
R.  B.  C.  5,150,000;  W.  B.  C.  12,200;  Differential  — 
Polys.  53,  Fymphocytes  41,  Eosinophils  2,  Basophils 
2,  Monocytes  2.  N.  P.  N.  on  admission  was  42  and 
three  days  later  was  24.  Urine  — Specific  gravity 
1.001 ; W.  B.  C.  8/HPF ; R.  B.  C.  4/HPF.  P.  S.  P. 
was  constant  at  50%  in  two  hours.  He  was  given 
quinidine  therapy  for  three  days.  On  the  20  July, 
1951,  under  general  anesthesia  a retro-pubic  pros- 
tatectomy was  done.  A large  adenomatous  prostate 
was  removed.  On  the  fifth  post-operative  day  drain- 
age tubes  were  removed.  On  the  morning  of  the 
seventh  post-operative  day  the  catheter  was  removed 
and  the  patient  voided  spontaneously  throughout  the 
day.  During  the  night,  however,  the  patient  had  a 
severe  bout  of  nocturnal  dyspnea  and  there  was  slight 
urinary  drainage  from  the  sinus  tract  of  the  retro- 
pubic area  and  the  catheter  was  re-inserted.  There 
was  no  more  drainage  after  the  twelfth  post-opera- 
tive day  and  catheter  was  again  removed  and  the 
patient  voided  spontaneously. 

He  was  discharged  on  the  seventeenth  post-opera- 
tive day  voiding  spontaneously.  Cardiac  compensa- 
tion is  fair  but  he  has  intermittent  bouts  of  auricular 
fibrillation. 

Summary 

Some  of  the  features  of  the  retro-pubic  operation 
of  prostatectomy  are  discussed.  Two  cases  are  pre- 
sented one  of  which  was  a good  risk  patient  with  a 
short  convalesence ; the  other  a somewhat  of  a poor 
risk  patient  with  a somewhat  prolonged  hospital 
course  for  this  type  of  operation. 


North  Dearborn  Street,  Chicago.  Please  feel  free  to 
call  upon  him  for  information  at  any  time. 

The  Educational  Foundation  wants  $1,000,000  a 
year.  Have  you  contributed  ? 

In  the  August  4,  1951,  issue  of  the  Journal  of  the 
American  Medical  Association , on  page  1329,  you 
will  find  information  about  contributions  to  the 
American  Medical  Educational  Foundation  as  of  Tuly 
1,  1951. 
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THE  SURGICAL  USE  OF  STEEL  WIRE 

R.  L.  Chasse,  M.  D.,  Sisters’  Hospital,  Waterville,  Maine 


Probably  the  very  first  attempt  to  ligate  vessels 
and  close  wounds  by  the  ancient  Greeks  was  done  by 
the  use  of  some  form  of  metal  wire  — usually  fine 
gold,  spun  in  single  or  multifilament  strands.  They 
also  made  use  of  hemp,  tendon,  silk,  Egyptian  cotton 
and  even  catgut.  The  ancient  Egyptian  surgeons  to 
the  royal  families  used  gold  and  suture  wire  in  their 
crude  attempts  at  reparative  surgery.  They  also  were 
often  responsible  for  embalming  the  nobility,  and  in 
this  latter  art,  great  masses  of  gold  wire  were 
wrapped  about  the  corpse  as  part  of  the  ceremony 
of  burial.  So  we  find  that  our  earliest  forebears  de- 
veloped the  use  of  non-ahsorbable  metallic  sutures 
and  ligatures  in  the  art  of  surgery.  Whatever  suc- 
cesses or  failures  these  daring  ancients  had  cannot  he 
judged  by  our  present  day  standards.  The  ancients, 
with  no  knowledge  of  sterile  surgical  technique,  no 
antibiotics  or  allied  drugs,  were  doomed  to  inevitable 
failures. 

As  the  centuries  rolled  forward,  the  use  of  metallic 
sutures  was  many  times  approved  and  condemned. 
The  famous  William  Harvey  while  studying  at 
Padua  learned  about  gold  and  silver  ligatures  from 
Hieronymus  and  brought  this  knowledge  back  with 
him  to  the  English  barber-surgeons.  He  had,  like  the 
others  before  him  (and  many  countless  others  since 
his  “Anatomica  de  Notis  Cordis”  of  1628)  had  vary- 
ing success  with  the  use  of  metal  wire. 

Philip  Syng  Physick  introduced  lead  wire  in  1816 
after  noting  that  lead  bullets  embedded  in  the  human 
body  remained  for  years  without  evident  reaction. 
Plis  use  of  lead  wire  enabled  him  to  successfully  com- 
plete surgical  procedures  upon  which  he  had  failed 
by  other  methods. 

H.  F.  Levert1  experimented  with  ligatures  of  lead, 
gold,  silver,  platinum  and  brass  and  by  arterial  liga- 
tures upon  dogs.  Pie  confirmed  Philip  Syng  Physick’s 
earlier  suggestion  that  lead  wire  was  the  suture  ma- 
terial that  most  often  led  to  success  in  the  healing  of 
old  fistulae  and  was  the  best  material  for  ligation  of 
blood  vessels.  Silver  wire  had  its  first  introduction 
in  1849.  J.  M.  Sims2  first  used  silver  in  the  repair  of 
vesico-vaginal  fistulae  and  had  immediate  success. 

Babcock,3  about  1928,  began  using  first  heavy  alloy 
stainless  steel  wire  and  later  in  1931  finer  annealed 
steel  wire  — also  an  alloy.  He  and  his  colleagues  at 
the  Temple  University  Plospital  used  alloy  steel  wire 
in  over  20,000  operations,  some  with  all  wire  tech- 
nique, others  with  silk,  catgut,  and/or  other  material, 
as  well  as  the  wire.4  His  conclusion  is  that  steel  wire 
causes  the  least  amount  (if  any)  of  tissue  destruction 
or  adverse  tissue  reaction. 


O.  P.  Large5  and  D.  J.  Preston6  made  an  intensive 
study  of  the  relationship  concerning  tissue  reactions 
to  catgut,  silk,  and  stainless  steel  wire.  Three  parallel 
incisions  were  made  into  a dog’s  stomach.  One  was 
closed  with  catgut,  the  second  with  silk,  and  the  last 
with  steel  wire.  Upon  examination  of  the  dog’s  abdo- 
men and  stomach  two  weeks  later,  the  catgut  closure 
was  covered  by  a thick  layer  of  adhesions,  the  silk 
closure  by  adhesions  by  a less  intense  character,  and 
the  wire  by  no  adhesions  at  all.  The  catgut  presented 
the  most  marked  and  destructive  tissue  reaction  con- 
sisting of  an  intense  polymorphonuclear  leukocytic  in- 
filtration and  necrosis  of  contiguous  tissues.  They 
made  further  tests  of  wound  healing  and  showed  that 
the  “six  day  lag  period”  before  progressive  healing 
occurred  is  due  largely  to  irritating  sutures.  There 
is  no  “lag  period”  of  healing  when  wound  approxima- 
tion by  nonirritating  sutures  are  employed,  such  as 
stainless  steel.  Union  begins  promptly  and  progres- 
sively increases  in  strength. 

They  introduced  small  pieces  of  catgut  in  a sterile 
field  of  skin  with  the  ends  protruding.  In  one  week, 
the  formation  of  a hole  appeared  with  a dark  zone  of 
necrosis.  The  same  technique,  using  fine  silk,  was 
attempted.  In  one  week,  an  area  of  relatively  slight 
erythema  surrounding  the  silk  was  noted.  But  when 
stainless  steel  sutures  were  similarly  tested,  no  clini- 
cal reaction  was  noted  even  at  the  end  of  one  month. 

The  requisites  for  material  that  is  to  be  used  as  a 
ligature  or  suture  are  strength,  flexibility,  insolubility 
in  live  tissues  and  chemical  inertness.  Tantalum  is 
the  only  element  and  stainless  steel  the  only  alloy  at 
present  that  meet  these  requisites.  And  to  compare 
tantalum  with  stainless  steel, — the  former  is  some- 
what stiffer,  more  brittle,  not  as  strong  and  much 
more  costly  than  stainless  steel. 

Because  stainless  steel  wire  is  so  smooth  and  glis- 
tening, it  has  been  found  to  carry  infection  along  the 
suture  tract  to  a much  less  degree  than  any  other 
suture  material  known.  For  this  reason,  surgery  in 
contaminated  areas  of  the  body  as  an  infected  ab- 
dominal cavity,  traumatic  scalp  lacerations  (always 
potentially  infected)  chronic  intestinal  fistulae  and 
vesico-vaginal  and  rectovaginal  fistulae  is  by  far  the 
best  done  with  steel  wires.  It  has  no  peer  when  buried 
in  a contaminated  field.7 

As  with  catgut,  silk,  and  other  types  of  non-metallic 
suture  material,  the  selection  of  the  proper  size  wire 
varies  with  the  structure  to  be  sutured.  Small  nerve 
repair  requires  40  gauge  (diameter  0.00314  inch) 
wire,  atraumatic ; intestinal  serosa  of  adult,  size  36 
to  38  gauge,  atraumatic  (0.005  to  0.0039  inch).  Peri- 
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toneum  closure  requires  32  gauge  (0.00795  inch)  as 
does  the  abdominal  muscle  repair.  For  repair  of 
fascia,  muscle  sheaths,  and  aponeurosis  size  30  gauge 
(0.01003  inch)  has  been  found  to  be  ideal.  Sub- 
cutaneous fat  is  best  closed  interruptedly  with  35 
gauge  steel  (0.00561  inch).  The  skin  repair  is  best 
done  using  35  gauge  interruptedly  as  a supporting 
suture,  and  36  or  38  gauge  continuously  as  an  ap- 
proximating suture.  For  most  operations,  Babcock4 
summarized  wire  selection  as  follows : 35  gauge  for 
closure  of  skin,  fatty,  fascia,  and  serosa ; 32  gauge 
for  repair  of  the  thin  aponeurosis ; and  30  gauge  wire 
for  heavy  fascial  layers,  muscle  sheaths,  and  apo- 
neurosis. 

Several  points  in  the  actual  use  of  wire  must  be 
borne  in  mind.  No  other  knot  but  a square  knot 
should  be  used,  and  only  the  second  tie  of  the  knot 
should  be  applied  with  firm  traction  if  a suture  is 
being  tied.  When  tying  a ligature,  each  half  of  the 
knot  is  tied  with  strong  traction.  A three  hitch  knot 
or  a one  hand  tie  knot  should  never  be  attempted  be- 
cause a slip  knot  may  form  with  eventual  pulling 
apart  of  the  tie.  The  ends  of  the  wire  should  be  cut 
directly  upon  the  knot  or  if  left  long,  the  ends  should 
lay  flatly  on  the  tissue.  To  prevent  glove  and  hand 
puncture  while  tying,  the  sharp  ends  of  the  wire 
should  not  be  grasped  or  touched. 

One  of  our  modern  trends  in  the  science  of  surgery 
is  early  postoperative  ambulation.  Stainless  steel 
wire  sutures  more  than  any  other  single  factor  has 
more  safely  increased  the  safety  of  early  ambulation 
following  most  types  of  abdominal  operation.  No 
fear  of  wound  disruption  or  ligature  slipping  need  be 
entertained  in  all  steel  wire  technique.  The  wound 
closure  is  secure  and  nonirritating. 
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Steel  wire  has  been  found  exceptionally  useful  in 
the  following  conditions:  simple  and  difficult  pri- 
mary herniae ; large  incisional  herniae  ; primary  re- 
pair after  excision  of  pilonidal  cyst ; closure  of  vesico- 
vaginal and  rectovaginal  fistulae ; reconstruction  sur- 
gery for  cleft  lip  and  palate  ; for  immediate  closure  of 
an  abdominal  wound  dehiscence ; in  ophthalmological 
surgery  for  treatment  of  coloboma ; for  repair  of 
bladder  exstrophy ; and  for  many  other  conditions 
too  numerous  to  mention. 

Therefore,  it  may  be  summarized  that  in  general 
(there  being  exceptions,  of  course)  stainless  steel 
alloy  wire  is  superior  at  the  present  time  as  a suture 
and  ligature  to  any  other  known  material.  Spivack8 
states  the  trend  is  more  and  more  to  this  type  of  non- 
absorbable suture  material. 
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REPORT  AND  OBSERVATIONS  ON  A FULL  THICKNESS  SKIN  GRAFT  TO  A HAND 

E.  J.  Smith,  M.  D.,  Sisters’  Ffospital,  Waterville,  Maine 


F.  R.,  aged  25,  was  admitted  with  a history  of  hav- 
ing caught  his  right  hand  in  a carbonizer  while  work- 
ing in  a local  woolen  mill. 

Examination  revealed  an  avulsion  of  the  skin  and 
subcutaneous  fat  pad  of  the  right  palm  beginning  at 
the  wrist  and  including  the  whole  palm.  Distally,  the 
flap  was  separated  from  the  base  of  the  little  finger, 
the  tear  extending  across  the  base  of  the  little  finger 
from  the  outer  aspect  of  that  finger  up  the  inner 
aspect  to  approximately  the  level  of  the  first  inter- 
phalangeal  joint.  It  was  not  detached  from  the  base 
of  the  other  three  fingers,  but  a tear  extended  up  the 
outer  aspect  of  the  index  finger  to  the  level  of  the  mid- 
portion of  the  middle  phalanx.  In  the  region  of  the 


thumb,  the  tear  included  all  of  the  web  and  a portion 
of  the  skin  and  subcutaneous  tissues  overlying  the 
base.  On  elevating  the  flap  one  observed  that  the 
muscles  of  the  thenar  eminence  were  nearly  all 
torn  away,  approximately  two-thirds  of  the  group 
being  included  in  the  avulsed  pad.  The  adductor  pol- 
licis  was  attached  to  the  thumb,  but  was  completely 
torn  away  from  its  origin.  The  tendons  to  the  fingers 
were  laid  bare  and  one  observed  only  portions  here 
and  there  of  all  that  remained  of  the  anterior  volar 
arch. 

Under  general  anesthesia,  the  wound  was  debrided. 
Because  of  the  marked  loss  of  thenar  musculature, 
it  was  decided  not  to  return  the  base  of  the  adductor 


NINETEEN  HUNDRED  AND  FIFTY-ONE— SEPTEMBER 


291 


pollicis  to  its  original  sight ; but  to  incorporate  it  into 
what  was  left  of  the  muscles  of  the  thenar  eminence. 
Bleeding  points  were  ligated  with  fine  plain  catgut. 
Fine  chrome  gut  was  used  in  the  muscle  sutures.  The 
sk'in  edges  were  approximated  loosely  with  widely 
spaced  interrupted  sutures  of  fine  black  silk.  Many 
small  rubber  drains  were  inserted  beneath  the  pad. 
Sterile  dressings  superimposed  by  a large  sterile 
waste  pad,  all  held  in  place  by  an  elastic  bandage, 
were  applied.  A catheter  was  incorporated  so  that 
the  dressings  might  he  moistened.  Hand  and  forearm 
were  immobilized  on  a splint. 

Parenteral  and  local  penicillin  solution  in  normal 
saline  were  given  hut  the  inevitable  happened.  In 
six  days  the  flap  was  undoubtedly  gangrenous  and  at 
the  end  of  sixteen  days  we  had  debrided  all  of  what 
had  been  the  large  flap  defect.  It  was  not  until  fifty- 
five  days  that  the  hand  defect  healed  with  fibrous 
tissue.  Needless  to  say,  it  was  markedly  deformed 
with  contractures. 

In  anticipation  of  what  was  to  come,  on  the  twenty- 
first  day  after  admission,  under  local  anesthesia,  an 
area  of  skin  and  subcutaneous  fat  approximately  nine 
by  five  inches,  in  the  region  of  the  left  upper  abdomi- 
nal wall  was  formed  into  a tube,  both  ends  being  left 
attached.  Fine  stainless  steel  wire  sutures  were  used 
in  suturing  the  tube  edge.  The  skin  defect  below  was 
sutured  with  fine  steel  wire  and  retention  sutures  of 
heavier  steel  wire  were  placed.  Twelve  days  later, 
the  tube  showing  evidence  of  good  blood  supply  and 
being  healed  well,  the  end  near  the  midline  was  com- 
pletely severed  from  its  base.  After  control  of  the 
bleeding  points,  it  was  again  resutured  to  its  original 
base. 

On  the  fifty-fifth  day,  under  general  anesthesia, 
using  bloodless  technique  as  described  by  Bunnell,  all 
scar  tissue  was  removed  from  the  right  hand  by  sharp 
dissection  and  all  contracture  deformities  overcome. 
The  tube  end,  which  had  been  previously  detached 
and  resutured  was  again  detached,  the  tube  opened 
along  the  suture  line,  and  approximately  two-thirds 
of  the  fatty  layer  beneath  cut  away.  The  leading  edge 
of  this  new  flap  was  then  sutured  to  the  freshened 
skin  edges  of  the  hand  defect  along  the  thumb,  finger, 
and  wrist  aspects,  using  fine  steel  wire  interrupted 
and  vertical  mattress  sutures.  A pressure  dressing 
with  a contained  catheter  was  placed  over  this  new 
flap  and  hand.  The  parts  were  immobilized  in  a cir- 
cular body  jacket. 

Fifteen  days  following  the  above  procedure,  the 
attached  portion  of  the  abdominal  flap  was  freed, 
trimmed  to  size,  scar  tissue  dissected  free  from  the 
hand,  again  using  a bloodless  tchnique,  and  the  flap 
attached  to  the  remaining  free  border  along  the  medial 
aspect  of  the  hand.  Pressure  dressing  with  catheter 
was  applied  and  the  hand  and  arm  immobilized  in  a 


splint.  The  abdominal  wound  was  closed  with  stain- 
less steel  wire  sutures. 

Healing  took  place  satisfactorily  and  the  patient 
was  discharged  on  the  eighty-seventh  hospital  day. 
The  graft  had  but  little  sensation  ; there  was  no  ten- 
derness. There  were  contractures  at  the  base  of  the 
little  finger  and  in  the  new  web  of  the  thumb.  Flexion 
and  extension  movements  in  the  remaining  fingers 
was  unlimited.  Muscle  power  in  the  thumb  move- 
ments was  exceptionally  good,  being  only  slightly 
diminished. 

The  next  two  months  were  spent  in  a rehabilitation 
center  in  Boston  where  a daily  educational  and 
physio-therapy  program  were  carried  out.  Freer 
movement  and  increasing  strength  gradually  took 
place  but  scar  tissue  contractures  persisted  in  the  web 
of  the  thumb  and  at  the  base  of  the  little  finger.  At 
the  end  of  this  time,  he  returned  here.  An  excision 
of  this  scar  tissue  excess  with  “Z”-plasties  on  the 
two  areas  was  carried  out  under  general  anesthesia 
and  the  bloodless  technique.  At  the  end  of  a month 
he  was  discharged.  During  this  stay  in  the  hospital, 
exercises  were  performed  daily,  beginning  the  day 
following  operation.  At  the  time  of  discharge  the 
range  of  motion  in  the  hand,  thumb,  and  fingers  was 
full;  there  was  some  sensation  (pain  and  touch)  in 
the  grafted  area  ; there  was  no  tenderness. 

On  reviewing  a case  of  this  type  several  thoughts 
come  to  mind.  The  first  is  the  matter  of  debridement, 
the  kind  of  and  the  amount.  We  are  of  the  school 
that  believes  that  copious  lavaging  devitalizes  tissue. 
Second,  as  for  dry  against  moist  dressings,  we  be- 
lieve that  warm  moist  dressings  are  in  order  until 
all  question  of  doubt  of  tissue  viability  is  eliminated. 
As  for  solutions  for  moistening  the  dressings,  there 
is  always  a question  as  to  choice.  Normal  saline,  boric 
acid  solution,  penicillin  in  normal  saline  were  all  used 
at  one  time  or  another  on  the  above  case.  The  most 
satisfactory  one  was  probably  normal  saline.  Local 
penicillin,  with  or  without  sulfanilamide  powder,  did 
not  appear  to  keep  contaminants  down  any  better 
than  did  normal  saline  and  parenteral  penicillin.  At 
one  time  when  the  hand  was  granulating  before  the 
application  of  the  graft  and  boric  acid  was  being  used, 
a relative  oliguria  developed,  but  we  were  unable  to 
demonstrate  any  boric  acid  in  the  urine.  Nevertheless 
the  solution  was  discontinued  and  the  oliguria  im- 
proved. On  one  occasion  when  the  hand  was  granu- 
lating and  contaminants  seemed  to  be  excessive  and 
difficult  to  control  with  other  solutions,  Dakin’s  solu- 
tion was  resorted  to,  but  had  to  be  discontinued  be- 
cause of  increased  pain  in  the  hand ; the  pain  disap- 
peared when  the  Dakin’s  solution  was  discontinued. 

When  contaminants  are  under  control  and  the  via- 
bility of  the  skin  edges  is  unquestionable,  dry  dress- 

Continued  on  page  292 
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ACUTE  TORSION  OF  THE  OMENTUM  WITHOUT  HERNIA:  CASE  REPORT 

Ovid  F.  Pomerleau,  M.  D.,  Sisters’  Hospital,  Waterville,  Maine 


A case  of  acute  torsion  of  the  omentum  is  reported 
because  it  is  a relatively  rare  condition  and  for  its 
value  in  alerting-  one  to  think  of  it  as  a cause  of  pain 
in  the  lower  right  quadrant.  According  to  Aimes  as 
quoted  by  Bockus,  Marchette  in  1851  was  the  first  to 
report  a case  of  acute  torsion  of  the  omentum,  asso- 
ciated with  inguinal  hernia.  It  was  believed  to  be 
always  associated  with  hernia  until  Eitel  in  1899  re- 
ported his  case.  In  1907,  Lejars  was  able  to  collect 
66  cases.  In  his  book  “Urgent  Surgery,”  Lejars 
described  two  personal  cases,  one  which  he  did  not 
diagnose  and  the  other  which  he  diagnosed  preopera- 
tively.  Etherington-Wilson,  as  quoted  by  Maingot, 
states  that  up  to  1945  there  were  some  190  cases  of 
torsion  recorded  in  the  literature. 

Lejars  classifies  torsion  into  three  varieties:  1. 
Omental  torsion  combined  with  an  irreducible  hernia. 
2.  Torsion  combined  with  an  empty  hernial  sac.  3. 
Torsion  without  any  hernia. 

Bockus  lists  the  most  common  causes  of  acute  tor- 
sion of  the  omentum  as  follows:  1.  Pre-existing 
hernia.  2.  Abdominal  trauma.  3.  Severe  muscular 
activity.  4.  Overeating.  Most  of  the  cases  fall  in 
the  age  group  of  30  to  55,  and  two-thirds  are  in 
males. 

The  diagnosis  is  very  difficult.  Around  80  per  cent 
are  diagnosed  pre-operatively  as  acute  appendicitis 
and  the  remainder  as  acute  cholecystitis,  acute  pan- 
creatitis, or  perforated  gastric  ulcer.  The  first  symp- 
tom is  pain  in  the  lower  right  quadrant  with  or  with- 
out nausea.  There  may  be  a mass,  which  is  indefinite 
in  outline,  if  the  torsion  is  high  in  the  omentum. 
There  is  rigidity  of  the  right  rectus  with  moderate 
temperature  elevation  and  leukocytosis.  Lejars  men- 
tions the  co-existence  of  an  irreducible  omental  her- 
nia or  even  the'  presence  of  an  empty  hernial  sac  on 
the  same  side. 


Report  and  Observations  on  a Full  Thickness 

ings  may  be  resorted  to  safely.  In  conjunction  with 
these  dressings,  we  used  petrolatum  strips,  chloresium 
ointment  and  furacin  ointment.  The  petrolatum 
caused  too  much  sogginess  of  the  tissues.  In  this  par- 
ticular case,  furacin  ointment  appeared  to  work  the 
best. 

It  will  be  noted  that  some  six  months  elapsed  be- 
tween the  start  and  the  end  of  treatment.  One  may 
wonder  at  the  prolonged  hospitalization  but  it  is 
firmly  belived  that  one  cannot  hurry  with  this  type  of 
surgery.  It  is  imperative  that  one  be  assured  of  via- 
bility of  the  tissue;  that  the  steps  in  procedure  be 


The  treatment  is  early  laparotomy  with  resection 
of  the  affected  part. 

Report  of  case : An  obese  young  man  of  twenty- 
seven  presented  himself  on  August  25,  1950.  The 
family  history  was  irrelevant.  He  gave  a history  of 
having  had  a right  herniotomy  successfully  per- 
formed nine  years  before.  His  chief  symptom  was 
persistent  pain  in  the  lower  right  quadrant  for  two 
days.  He  felt  nauseated  and  had  vomited.  Examina- 
tion revealed  an  obese,  healthy-looking  male.  There 
was  a right  inguinal  scar,  well  healed.  Examination 
of  the  abdomen  revealed  rigidity  of  the  right  rectus. 
No  masses  were  felt.  The  liver  and  spleen  were  not 
palpable.  The  acute  tenderness  was  localized  over 
McBurney’s  point.  A provisional  diagnosis  of  acute 
appendicitis  was  made  and  he  was  admitted  as  a sur- 
gical patient  at  the  Sisters’  Hospital.  On  admission 
his  temperature  was  100°,  pulse  90,  and  respirations 
18.  The  blood  count  showed  5,340,000  red  blood 
cells,  10,200  white  blood  cells  with  76  per  cent  poly- 
nuclear cells.  An  immediate  operation  was  per- 
formed. The  abdomen  was  opened  by  a right  rectus 
incision.  As  the  hand  was  inserted  to  seek  out  the 
appendix,  a mass,  the  size  of  a walnut,  was  felt.  This 
was  brought  out  of  the  abdominal  cavity  and  was 
found  to  consist  of  the  lower  right  corner  of  the 
omentum,  which  was  twisted  four  or  five  times, 
strangulating  about  two  inches  of  the  omentum. 
Gangrene  had  already  taken  place  in  the  strangulated 
area.  A ligature  was  passed  above  the  twisted  pedicle 
and  the  gangrenous  area  resected.  A retrocecal  ap- 
pendix which  was  not  acutely  diseased  was  removed. 
An  uneventful  recovery  occurred. 
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Skin  Graft  to  a Hand — Continued  from  page  291 

carefully  planned  and  that  no  advances  be  made  until 
one  is  sure  that  the  preceding  step  is  complete  and 
all  the  tissue  is  ready  for  the  next  step.  As  for  pro- 
cedure, the  bloodless  technique  as  described  by  Bun- 
nell in  his  excellent  treatise  “Surgery  of  the  Hand” 
undoubtedly  aids  greatly  in  diminishing  trauma,  les- 
sening hemorrhage,  and  permitting  better  tissue  ap- 
proximation. As  for  choice  of  sutures,  stainless  steel 
is  our  preference.  We  used  No.  36  on  most  of  these 
procedures  and  found  that  much  better  approxima- 
tion was  obtained  in  the  use  of  vertical  mattress 
rather  than  ordinary  interrupted  sutures. 
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PRESIDENTIAL  NOTATIONS 


The  President  was  recently  honored  to  have  the 
mid-summer  meeting  of  the  Council  at  his  home  in 
Camden.  Augmented  by  the  presence  of  several  dis- 
tinguished committee  chairmen,  wives  and  children, 
the  party  took  on  the  color  of  a family  reunion.  How- 
ever the  affairs  of  the  association  commanded  the 
serious  attention  of  the  Council  and  its  advisors  from 
mid-afternoon  until  evening  hours  when  adjournment 
occurred  and  in  pouring  rain  your  servants  dispersed 
to  remote  points  of  the  state. 

The  unanimous  selection  by  the  Council  of  The 
SamOset  Hotel,  Rockland  Breakwater,  for  the  meet- 
ing place  for  the  1952  annual  session  may  be  warmly 
approved,  it  is  hoped.  A change  to  this  distinguished 
coastal  resort  will  be  pleasant  with  the  promise  of 
superb  food,  warm  salt-water  swimming  pool,  scenic 
nine-hole  golf  course  and  comfortable  rooms  all  prob- 
ably at  somewhat  lower  rate  with  pool  and  golf  course 
at  no  extra  charge.  Careful  review  of  facilities 
promises  adequate  space  for  all  purposes.  The  Scien- 
tific Committee  expects  its  well  arranged  program  to 
be  appreciated  and  largely  attended. 

You  will  recall  John  Cline’s  appeal  to  our  members 
for  support  of  the  American  Medical  Education 
Foundation.  Let  us  recall  our  individual  indebtedness 


for  educational  opportunities  received  and  appreciate 
the  privilege  of  helping  to  resolve  the  large  combined 
deficit  of  our  great  medical  schools  throughout  the 
land.  Furthermore,  let  us  help  to  dispel  the  specter 
of  increasing  government  control  in  one  more  direc- 
tion ! Remember  that  you  may,  if  you  desire,  name 
your  favorite  school  as  beneficiary  of  your  contribu- 
tion. A recent  review  of  contributors  to  this  fund 
revealed  the  name  of  a single  individual  from  our 
own  state ! Please  consider  the  merits  of  this  cause 
and  give  promptly  within  your  means. 

Incidentally  your  president  is  shortly  flying  to  San 
Francisco  to  visit  his  older  son,  Brewster,  Ensign  in 
the  United  States  Naval  Reserve,  assigned  to  duty 
on  a destroyer.  While  in  that  charming  city  he  hopes 
to  have  the  opportunity  of  entertaining  at  dinner  our 
distinguished  National  President,  John  Cline. 

To  add  a touch  of  local  color  to  these  notes  let  me 
remind  you  of  the  presence  in  Camden  Harbor  this 
summer  of  a sloop  bearing  on  her  stern  the  pharma- 
cological cognomen  The  Dramamine  while  her  dingy 
is  appropriately  called  The  Pill! 

C.  Harold  Jameson. 
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EDITORIALS 

State  Aid  To  Hospitals 


No  legitimate  quarrel  can  be  possible  with  the  cur- 
rent pronouncement  by  the  Commissioner  of  Health 
that  State  Aid  for  the  indigent  shall  be  withheld  from 
hospitals  whose  staff  members  charge  for  services 
rendered  these  underprivileged  individuals.  Indeed 
it  is  no  new  departure  for  in  the  larger  institutions 
fees  for  ward  patients  may  not  be  charged  ; and  in  the 
smaller  hospitals  feeing  of  the  indigent  has  probably 
been  practiced  in  exceptional  cases  only.  It  is  un- 
thinkable and  far  removed  from  the  concept  of  tra- 
ditional procedure  in  American  Medicine  that  the 
ethical  physician  should  fatten  on  income  derivative 
from  such  sources.  An  alert  general  public  contribut- 


ing by  taxation  and  voluntary  support  to  hospital 
financing  may  well  expect  of  the  medical  profession 
continuing  high  grade  gratuitous  service  to  this  class 
of  hospital  patients  and  unlikely  it  is  that  they  will  be 
let  down.  The  individual  physician  on  the  other  hand 
can  rest  assured  that  his  rights  will  be  fully  protected 
by  adequate  screening  of  deserving  patients.  The 
Council  has  recently  reviewed  the  current  situation 
and  unanimously  approved  of  the  general  plan  pro- 
posed for  the  distribution  of  State  aid.  There  can  be 
no  doubt  of  the  steadfast  cooperation  of  the  profes- 
sion. 

C.  Harold  Jameson. 


FALL  CLINICAL  SESSION 
Lewiston,  Maine  — October  28,  29,  30 


The  complete  program  for  the  Fall  Clinical  Ses- 
sion will  appear  in  the  October  issue  of  the 
Maine  Medical  Journal  and  in  addition  individ- 
ual announcements  and  programs  will  be  sent  to 
all  members  shortly  after  October  1st.  This  an- 
nouncement will  also  include  information  on  hotel 
facilities  and  reservations  but  in  the  meantime 
put  notice  on  your  calendar  for  October  28,  29 
and  30  and  arrange  your  work  accordingly. 

The  program  has  taken  shape  well  and  this  out- 
line is  but  a glimpse  to  whet  your  interest.  The 
day  sessions  are  to  be  held  at  the  Central  Maine 
General  Hospital  and  two  meetings  will  follow 
dinner  at  the  DeWitt  Hotel  on  Sunday  and  Mon- 
day evenings. 

Registration  will  be  at  both  the  Central  Maine 
General  Hospital  and  the  DeWitt  Hotel  from 
2 :00-5  :30  P.  M.  on  Sunday.  Committee  members, 
Drs.  William  Cox,  Alcid  DuMais,  D.  F.  D.  Rus- 
sell, Charles  Steele,  M.  S.  F.  Greene,  and  Romeo 
Beliveau  will  be  on  hand  to  welcome  guests. 
After  dinner  Dr.  Jameson,  the  President  of  the 
Maine  Medical  Association,  and  Dr.  Greene, 
President  of  the  Androscoggin  County  Society, 
will  extend  greetings. 


Dr.  Harry  Greene,  Chief  of  the  Department  of 
Pathology  at  Yale,  will  begin  the  evening  meet- 
ing with  a discussion  of  recent  programs  and 
trends  in  research  in  the  malignant  diseases.  He 
will  be  followed  by  Dr.  Overholt,  who,  with  Dr. 
Greene  and  two  visiting  clinicians,  will  present  a 
round  table  symposium  on  malignancies  of  the 
chest. 

Beginning  at  9 :00  A.  M.  on  Monday  morning 
four  visiting  physicians  will  have  discussions  and 
case  presentations  on  malignancies  of  the  rectum, 
breast,  tongue,  and  female  genital  tract. 

The  last  Monday  afternoon  session  will  open 
the  portion  of  the  program  devoted  to  various 
aspects  of  cardiology  and  their  relationship  to 
other  problems  and  specialties.  This  portion  of 
the  program  will  follow  the  general  outline  of  a 
review  of  research  and  round  table  for  Monday 
evening  and  a presentation  of  specific  aspects  and 
cases  on  Tuesday  morning. 

We  know  that  the  various  speakers  are  going 
to  be  outstanding  individuals.  Make  your  plans 
now  for  spending  October  28,  29  and  30  in  Lewis- 
ton as  guests  of  the  Androscoggin  County  Society 
at  a sparkling  Clinical  Session.  We  will  get 
further  details  to  you  as  they  become  available. 
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NECROLOGY 

Frederick  R.  Carter,  M.  D. 


1877-  1951 


Frederick  R.  Carter,  M.  D.,  74,  of  South  Portland,  retired 
Secretary-Treasurer  of  the  Maine  Medical  Association, 
former  Assistant  Superintendent  of  the  Augusta  State  Hos- 
pital, and  long  prominent  in  Maine  medical  circles,  died 
August  19,  1951,  after  a long  period  of  failing  health. 

Born  in  Troy,  Maine,  July  30,  1877,  son  of  Mr.  and  Mrs. 
J.  Nelson  Carter,  he  attended  Troy  schools,  was  graduated 
from  the  University  of  Vermont  and  received  his  medical 
degree  from  that  institution  in  1915.  Following  internship  in 
a New  York  hospital  he  began  practice  at  the  Augusta  State 
Hospital  in  1915.  He  became  Assistant  Superintendent  in 
1918,  a position  he  held  until  his  retirement  in  1942. 

In  1942,  he  moved  to  South  Portland,  where  he  served  as 
medical  examiner  for  army  inductees  at  Fort  Williams,  Fort 
Preble  and  at  Stevens  Avenue  Armory. 

He  served  as  Secretary-Treasurer  of  the  Maine  Medical 
Association  from  1937  and  as  Editor  and  Business  Manager 
of  The  Journal  of  the  Maine  Medical  Association  from 
1941,  until  his  resignation  because  of  ill  health  on  June  19, 


1951.  He  had  also  served  on  the  Council  of  the  Association, 
one  year  as  Chairman. 

He  was  a former  President  of  the  Kennebec  County  Medi- 
cal Association  and  had  served  as  its  Secretary-Treasurer  for 
nearly  15  years.  He  was  President  of  the  Maine  Psychiatric 
Association  in  1950  and  was  active  in  National  Psychiatric 
Groups. 

He  was  a member  of  the  Portland  Kiwanis  Club  and  the 
Washington  Lodge,  A.  F.  & A.  M.,  at  Burlington,  Vermont, 
and  was  active  in  many  other  service  and  fraternal  organiza- 
tions. 

He  married  Lorana  Harding  of  Troy  who  died  in  1936.  In 
1942,  he  married  the  former  Pauline  Boston  of  South  Ber- 
wick, who  survives  him. 

Besides  his  widow,  he  leaves  two  sisters,  Mrs.  Harriet 
Wright  of  Bath  and  Mrs.  Victoria  Brown  of  Gardiner;  a 
brother,  Wilbur  Carter  of  Troy,  and  several  nieces  and 
nephews. 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Dean  Fisher,  M.  D.,  Lewiston 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 

Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Harry  D.  McNeil,  M.  D.,  Bangor 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Stanley  Marsh,  M.  D.,  Guilford 
Secretary,  Norman  H.  Nickerson,  M.  D.,  Greenville 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Somerset 

The  annual  meeting  of  the  Somerset  County  Medical  Asso- 
ciation was  held  on  August  21,  1951,  at  Dr.  Young’s  cottage 
on  Lake  Wesserrunsett. 

The  following  officers  were  elected  for  the  coming  year: 
President,  Harland  G.  Turner,  M.  D.,  Norridgewock;  Vice 
President,  Edwin  M.  Lord,  M.  D.,  Skowhegan ; Secretary- 
Treasurer,  H.  Carl  Amrein,  M.  D.,  Madison.  Board  of  Cen- 
sors : John  Friend,  M.  D.,  North  Anson;  George  E.  Sullivan, 
M.  D.,  Bingham;  and  Lester  F.  Norris,  M.  D.,  Madison. 
Delegates  to  the  Maine  Medical  Association : George  E. 
Sullivan,  M.  D.,  Bingham ; and  Howard  L.  Reed,  M.  D., 
Skowhegan.  Alternates:  Dr.  Turner  and  Franklin  P.  Ball! 
M.  D.,  Bingham. 

Program  Committee:  Albert  J.  Bernard,  M.  D.,  Skow- 
hegan; Richard  P.  Laney,  M.  D.,  Skowhegan ; and  Dr. 
Amrein. 

Following  the  meeting  a buffet  dinner  was  served  to  which 
the  ladies  were  invited. 

H.  Carl  Amrein,  M.  D., 
Secretary. 


A Little  About  Some  of  Your  Colleagues 

Dr.  Adam  P.  Leighton  has  recently  been  reappointed  by 
Governor  Payne  as  a member  of  the  Maine  Board  of  Regis- 
tration of  Medicine.  Adam  is  now  starting  his  thirty-seventh 
year  on  the  Board  and  this  is  a national  record  for  length  of 
service  on  this  type  Board.  He  has  also  been  Secretary  of  the 
Board  for  many  years. 


Dr.  Joseph  G.  Ham  of  Portland,  is  suspending  his  prac- 
tice here  while  he  takes  a residency  in  General  Surgery  at 
the  Strong  Memorial  Hospital,  University  of  Rochester,  N.  Y. 


Dr.  Dean  Fisher  leaves  the  Central  Maine  General  Hos- 
pital in  Lewiston  where  he  has  been  the  Administrator  and 
on  September  15th  takes  on  the  duties  as  head  of  the  State 
Bureau  of  Health  in  Augusta. 


The  Council  got  to  talking  (not  unusual)  at  its  meeting  on 
Sunday,  August  26th,  about  the  number  of  father-sons  doctors 
in  this  State.  It  interested  them  as  they  knew  of  several ; we 
think  it  would  interest  the  members.  Why  not  send  us  the 
information?  We’d  like  to  know  about  any  cases  where  the 
son  is  following  along  and  the  father  still  practicing  whether 
they’re  together  or  even  practicing  in  different  states  or 
countries. 


Dr.  Robert  W.  Belknap  is  practicing  with  his  son  (or 
vice-versa)  in  Damariscotta  and  says  he  expects  this  ques- 
tion on  a telephone  call,  “Is  this  Old  Dr.  Bob  or  young  Dr. 
Sam  ?” 


Dr.  George  O.  Cummings,  Jr.,  Ear,  Nose  and  Throat 
Specialist,  is  practicing  with  his  father,  also  an  ENT  spe- 
cialist, at  47  Deering  Street,  Portland. 

His  educational  background  is  as  follows : Graduate  of 
Bowdoin  in  1942.  Graduate  of  University  of  Pennsylvania 
Medical  School  in  1945.  Rotating  Internship,  Maine  General 
Hospital,  1945-46.  Captain,  U.  S.  Army,  M.  C.,  1946-48. 
Harvard  Graduate  School  of  Medicine,  Department  of  Oto- 
laryngology, 1948-49.  Resident  Physician,  Syracuse  Memo- 
rial Medical  Center,  Syracuse,  N.  Y.,  1949-51.  Head  and 
Neck  Clinic,  Memorial  Hospital,  N.  Y.,  for  study  of  Cancer 
of  Head  and  Neck,  one  month  in  1951.  Diplomate  American 
Board  of  Otolaryngology,  May,  1951. 

Mrs.  Cummings  is  the  former  Merna  Thomas  and  they 
have  three  children ; George,  Daniel  and  Mary. 


You  must  have  information  about  some  of  your  colleagues 
that  would  be  of  interest  to  the  membership  in  general.  If  so 
send  it  to  the  Maine  Medical  Association  office  at  142  High 
Street  in  Portland.  We  are  waiting  for  it! 
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For  Simplified  Dosage  in  Amebiasis 


NEW 

Diodoquin  Tablets  of 

10  GRAINS 

(650  mg.) 


With  the  introduction  of  a new  10-grain  (650  mg.)  tablet  of 
Diodoquin,  the  number  of  tablets  necessary  for  treatment 
of  amebiasis  can  be  reduced  from  ten  a day  to  three  a day. 


Thus  the  twenty-day  recommended  dosage  schedule  is  ac- 
complished with  a total  of  60  instead  of  200  tablets.  The 
cost  to  the  patient  is  reduced  accordingly. 


{diiodohy  dr oxy  quinoline) 

— is  a well -tolerated,  relatively  nontoxic  compound  con- 
taining 63.9  per  cent  of  iodine. 

Now  available  in  tablets  of: 

3.2  grains  (210  mg.),  bottles  of  100  and  1,000 
10  grains  (650  mg.),  bottles  of  60  and  500 

Be  sure  to  prescribe  the  10  gr.  (650  mg.)  size  for  full  adult  dosage. 

S E A R L E RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


A potent  oral  amebacide — 


DIODOQUIN 
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COMING  MEETINGS 


American  Medical  Association  Clinical  Session 

The  Clinical  Session  of  the  American  Medical  Association 
will  be  held  in  Los  Angeles,  December  4 to  7,  1951. 


New  England  Regional  Meeting  American  College 
of  Physicians 

A New  England  Regional  Meeting  of  the  American  Col- 
lege of  Physicians  will  be  held  at  the  Mercy  Hospital  in 
Portland,  October  20,  1951. 

All  interested  physicians  are  invited  to  attend. 


Pediatric  Institute  for  the  General  Practitioner 

Pediatric  Institute  for  the  General  Practitioner,  Friday, 

September  21,  1951,  at  the  Eastern  Maine  General  Hospital, 

Bangor,  under  the  sponsorship  of  The  Division  of  Maternal 

and  Child  Health,  Maine  Department  of  Health  and  Welfare, 

endorsed  by  the  Maine  Medical  Association. 

PROGRAM 

10:00  A.  M.  Welcome  — Clair  S.  Bauman,  M.  D.,  State 
Chairman,  American  Academy  of  Pediatrics,  Waterville, 
Maine. 

10  :15  A.  M.  Treatable  Anemias  of  Infancy  and  Childhood  — 
Louis  K.  Diamond,  M.  I).,  Associate  Professor  of  Pedi- 
atrics, Harvard  Medical  School ; Director  of  the  Hem- 
atology Research  Laboratory,  and  Senior  Physician,  The 
Children’s  Medical  Center,  Boston,  Massachusetts. 

11 :45  A.  M.  Discussion  Period. 

12  :15  P.  M.  Recess. 

1 :30  P.  M.  Drug  Dosage  for  Children — Harry  Shwachman, 
M.  D.,  Physician  to  Infants’  and  Children’s  Hospitals  of 
The  Children’s  Medical  Center.  Director  of  the  Division 
of  Clinical  Laboratories,  The  Children’s  Medical  Center, 
Boston,  Massachusetts. 

2:30  P.M.  Congenital  Heart  Disease,  Treatment  and  Prog- 
nosis— Alexander  Nadas,  M.  D.,  Associate  Cardiologist, 
The  Children’s  Medical  Center,  Boston,  Massachusetts. 

4 :00  P.  M.  Ward  Rounds  — Albert  Fellows,  M.  D.,  Chief  of 

Pediatric  Services,  Eastern  Maine  General  Hospital, 
Bangor,  Maine. 

5 :00  P.  M.  Discussion  Period. 


Interim  Session  — American  College  of  Chest 
Physicians 

The  Interim  Session  of  the  American  College  of  Chest 
Physicians  will  be  held  at  the  Ambassador  Hotel,  Los 
Angeles,  California,  on  December  2 and  3,  1951. 

Dr.  Edward  W.  Hayes,  Monrovia,  California,  is  chairman 
of  the  general  arrangements  committee  for  the  Interim  Ses- 
sion of  the  College,  and  Dr.  Alfred  Goldman,  Beverly  Hills, 
is  chairman  of  the  scientific  program  committee. 


Address  for  detailed  information : American  College  of 
Chest  Physicians,  500  No.  Dearborn  St.,  Chicago  10,  Illinois. 


Annual  Postgraduate  Course  in  Diseases  of  the 

Chest 

The  Annual  Postgraduate  Course  in  Diseases  of  the  Chest 
sponsored  by  the  Council  on  Postgraduate  Medical  Education 
and  the  New  York  State  Chapter  of  the  American  College  of 
Chest  Physicians,  will  be  presented  at  the  Hotel  New  Yorker, 
New  York  City,  November  12-17,  1951. 

The  course  is  open  to  all  physicians,  but  the  number  of 
registrants  will  be  limited.  Tuition  fee  is  $50.00;  applications 
will  be  accepted  in  the  order  in  which  they  are  received. 
Applications  should  be  sent  to  the  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11,  Illinois. 


Military  Surgeons  to  Convene  in  Chicago, 
October  8-10 

The  58th  Annual  Convention  of  the  Association  of  Military 
Surgeons  of  the  United  States  will  be  held  at  the  Palmer 
House  in  Chicago,  October  8 to  10.  Members  of  allied  medi- 
cal services  such  as  nursing,  dentistry,  veterinary  medicine, 
women’s  medical  specialty  corps,  and  medical  service  corps, 
as  well  as  physicians,  will  participate  in  the  sessions.  Ad- 
vances in  military  medicine  since  World  War  II,  and  current 
problems  arising  out  of  the  critical  world  situation  and  the 
Korean  conflict,  will  be  discussed. 

Col.  Robert  C.  Cook,  MC,  AUS,  Veterans  Administration, 
Washington,  is  President,  and  Major  General  Harry  G.  Arm- 
strong, Surgeon  General  of  the  U.  S.  Air  Force,  is  First 
Vice  President  of  the  Association.  Col.  Charles  B.  Puestow, 
MC,  AUS,  Chief  of  Surgical  Service,  Veterans  Administra- 
tion Hospital,  Hines,  Illinois,  is  General  Chairman  of  the 
Convention. 


Medico-Military  Symposium 

The  U.  S.  Naval  Hospital,  Chelsea,  Massachusetts,  will 
present  a well-rounded  symposium  on  military  medicine  dur- 
ing the  week  of  29  October.  The  medical  profession  and 
members  of  allied  sciences  are  invited.  Advance  programs 
may  be  obtained  by  writing  to  the  District  Medical  Officer, 
First  Naval  District,  495  Summer  Street,  Boston,  Massa- 
chusetts. 


Maine  Chapter,  American  College  of  Surgeons 

The  Maine  Chapter  of  the  American  College  of  Surgeons 
will  meet  at  the  Maine  General  Hospital  in  Portland,  Novem- 
ber 16,  1951.  Dr.  Eugene  E.  O’Donnell  is  in  charge  of 
arrangements. 
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NEWS  AND  NOTES 


State  of  Maine 

Board  of  Registration  of  Medicine 

Adam  P.  Leighton,  M.  D.,  192  State  Street,  Portland,  Maine, 
Secretary. 

Physicians  licensed  to  practice  in  Maine,  July  11,  1951,  at 
Augusta,  Maine. 

Through  Examination 

Dr.  Herbert  F.  Barnes,  State  Hospital,  Bangor,  Me. 

1 Dr.  Dale  Rex  Coman,  University  of  Pennsylvania  School  of 
Medicine,  Phila.  4,  Pa. 

Dr.  Sydney  H.  Holloway,  St.  Stephen,  N.  B.,  P.  O.  Box  578. 
Dr.  Joseph  B.  Kiel,  536-48th  Street,  Brooklyn  20,  N.  Y. 

Dr.  Robert  L.  Ohler,  USVA  Center,  Togus,  Me. 

Through  Reciprocity 

Dr.  Norman  O.  Gauvreau,  Grove  Avenue,  Lewiston,  Me. 

Dr.  John  G.  Koomey,  Central  Maine  General  Hospital, 
Lewiston,  Me. 

Dr.  Gerald  C.  Leary,  Mercy  Hospital,  Portland,  Me. 

Dr.  William  B.  McAvoy,  85  William  Street,  Portland,  Me. 
Dr.  Leatrice  K.  Peck,  32  Forest  Park,  Portland,  Me. 

Dr.  Sidney  J.  Peck,  32  Forest  Park,  Portland,  Me. 

Dr.  Frank  Ivan  Pitkin,  Mary  Fletcher  Hospital,  Burlington, 
Vt. 

Dr.  George  Albert  Saxton,  Jr.,  233  Walnut  Street,  Brookline 
46,  Mass. 

Dr.  Irving  L.  Selvage,  Jr.,  Bryn  Mawr  Hospital,  Bryn  Mawr, 
Pa. 

Dr.  Charles  E.  H.  Upham,  R.  F.  D.,  Boothbay,  Me. 

Dr.  Alois  Peter  Warren,  40  Central  Park  South,  New  York, 
N.  Y. 

Dr.  Ralph  Zanca,  115  Hemenway  St.,  Boston,  Mass. 

Adam  P.  Leighton,  M.  D. 


Maine  Chapter  of  American  Academy  of  General 
Practice 

A Maine  Chapter  of  the  American  Academy  of  General 
Practice  was  formed  in  Waterville,  August  19th,  by  15  Maine 
physicians  with  Dr.  Walter  D.  Mazzacane  of  Old  Orchard 
Beach  as  President.  Dr.  Clyde  I.  Swett  of  Island  Falls  was 
elected  President-elect. 

Other  officers  elected  for  this  year  were : Vice  President, 
Dr.  Robert  L.  Cornell,  Orono;  Secretary-Treasurer,  Dr. 
George  Loewenstein,  Great  Chebeague  Island;  Directors: 
Drs.  Carl  M.  Haas,  Biddeford ; David  Ascher,  Patten ; and 
Alexander  Magosci,  York  Village. 
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From  where  I sit 
Joe  Marsh 


What’s  So  Funny? 

Just  finished  reading  a magazine 
article  that  “proves”  you  and  I don’t 
know  what’s  funny . 

Some  psychologists  came  to  this  sad 
conclusion  after  telling  jokes  to  a 
group  of  college  students.  Very  often 
they  would  give  out  with  what  they 
considered  a side-splitter — and  not 
get  even  a chuckle.  Other  times  the 
students  would  laugh  their  heads  off 
at  stories  that  weren’t  considered 
really  funny. 
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makes  a psychologist  a better  judge  of 
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he  should  practice  his  profession,  or 
what  kind  of  beverage  he  can  drink. 
I’m  partial  to  a glass  of  beer  with 
meals  myself — but  I promise  not  to 
make  any  wisecracks  if  you  prefer  tea. 
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LABORATORY  CONSIDERATIONS  IN  FLUID  AND  ELECTROLYTE  BALANCE* 

Irving  I.  Goodof,  M.  D.,  Waterville,  Maine 


In  no  field  of  medicine  is  the  regulation  of  fluid 
ind  electrolyte  balance  more  important  than  in  sur- 
gery. The  management  of  a poor  risk,  elderly  patient, 
with  poorly  functioning  gastro-intestinal  and  renal 
tracts  depends  almost  entirely  on  the  ability  to  main- 
tain a physiologic  status  with  regard  to  the  volume  of 
blood  and  the  concentration  of  its  important  elements. 
The  purpose  of  this  discussion  is  to  present  the  role 
that  the  laboratory  can  play  in  assisting  the  surgeon 
in  his  care  of  such  problems. 

Due  to  the  progress  in  instrumentation  and  meth- 
odology of  the  past  decade,  fairly  complete  study  of 
the  fluid  and  ionic  constituents  of  the  blood  is  now 
possible  with  relatively  little  expenditure  of  effort 
and  time.  It  was  once  thought  that  with  determina- 
tion of  chlorides  and  carbon  dioxide  combining 
power,  the  ultimate  in  detailed  study  of  the  electro- 
lytes had  been  carried  out.  The  routine  study  now,  in 
the  general  hospital  laboratory,  consists  of  determi- 
nation of  blood  volume,  pH  and  sodium,  potassium, 
chloride,  and  carbon  dioxide  content,  as  well  as  the 
less  significant  elements  when  indicated.  The  advent 
of  the  flame  photometer  has  replaced  the  lengthy, 
tedious  gravimetric  procedures  for  determination  of 
sodium  and  potassium  with  a quick,  accurate  method, 
yielding  valuable  results  in  minutes.  The  Van  Slyke 
apparatus  for  carbon  dioxide  provides  a relatively 
simple,  rapid  method,  preferably  used  for  carbon 

* Read  at  the  Meeting  of  the  Maine  Chapter,  American 
College  of  Surgeons,  Belgrade  Lakes,  June  20,  1951. 


dioxide  content  rather  than  capacity.  The  more 
simple,  yet  accurate,  titration  methods  for  chloride 
cut  the  total  time  down,  so  that  all  of  these  determi- 
nations can  be  reported  within  an  hour.  The  pH  of 
the  blood  or  other  material  is  best  determined  by  elec- 
trical apparatus  using  the  glass  electrode. 

Under  what  circumstances  are  these  studies  of 
value  in  the  surgical  patient?  The  preoperative  study 
of  poor  risk  patients  will  demonstrate  occasional  in- 
stances of  decreased  blood  volume.  These  patients 
are  prone  to  develop  vasomotor  collapse  postopera- 
tively,  even  with  relatively  slight  trauma.  Correction 
of  the  blood  volume  before  surgery  will  save  many 
patients  and  ease  the  mental  load  of  the  surgeon.  It 
is  freely  admitted  that  such  a study  is  not  practical 
as  a routine  preoperative  procedure,  but  is  most  valu- 
able in  selected  cases. 

The  occasional  postoperative  patient  who  develops 
oliguria  and  anuria,  frequently  suffers  primarily  from 
altered  electrolyte  balance.  The  importance  of  ade- 
quate blood  volume  in  renal  function  has  long  been 
known  but  the  fact  that  sodium  is  greatly  responsible 
for  maintenance  of  blood  volume  is  not  so  generally 
understood.  We  have  recently  seen  a patient  who  de- 
veloped anuria  three  days  after  cholecystectomy.  She 
was  anuric  for  three  days,  during  which  time  she  re- 
ceived glucose  in  water,  for  fear  of  sodium  retention, 
A sodium  determination  after  this  time  showed  a 
level  of  115  meq./l  (normal  140  meq./l).  Following 
administration  of  3%  sodium  chloride,  the  renal  func- 
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tion  returned  promptly,  and  the  patient  recovered. 
Without  the  availability  of  such  studies,  the  natural 
tendency  might  well  be  to  continue  treatment  with 
water,  since  it  would  be  felt  that  in  the  absence  of 
renal  function,  sodium  is  retained  in  the  body. 

The  question  of  potassium  determinations  in  sur- 
gical patients  arises  primarily  in  the  patient  with  in- 
testinal obstruction  or  renal  failure.  In  obstruction, 
with  prolonged  vomiting,  large  amounts  of  potassium 
are  lost.  When  the  serum  level  falls  below  2.5  meq./l 
the  danger  zone  for  cardiac  function  is  reached. 
Similarly  in  renal  failure  with  retention  of  potassium, 
when  the  level  goes  above  7-7.5  meq./l,  the  cardiac 
mechanism  is  again  endangered.  These  changes  are 
quite  readily  recognized  electrocardiographically. 

Since  the  promulgation  of  Selye’s  “stress  reaction,” 
and  the  advent  of  adrenocorticotropic  substances,  the 
effects  of  stress  on  electrolyte  metabolism  have  be- 
come somewhat  clearer.  Under  conditions  of  stress, 
such  as  a surgical  procedure,  or  severe  trauma,  the 
kidney  becomes  virtually  incapable  of  excreting  so- 
dium, and  similarly  incapable  of  retaining  potassium. 
Accordingly,  laboratory  evidence  of  changes  in  the 
concentrations  of  these  ions  is  invaluable  in  the  post- 
operative care  of  many  patients.  The  presence  of  the 
“stress  reaction”  can  be  recognized  readily  postopera- 
tively  by  the  simple  measure  of  the  eosinophile  count. 
The  immediate  postsurgical  state,  lasting  4-8  hours, 
should  show  a markedly  decreased  number  of  eosino- 
philes  in  the  circulatory  blood,  with  a subsequent  rise. 
The  absence  of  this  drop  in  count  indicates  probable 
adrenal  cortical  exhaustion,  which  often  portends  a 
poor  postoperative  course.  It  also  should  indicate 
somewhat  greater  than  usual  loss  of  sodium. 

The  value  of  chloride  and  carbon  dioxide  determi- 
nations needs  no  emphasizing.  Their  greatest  indi- 
vidual value  is  in  studies  of  acidosis  and  alkalosis. 


MEDICAL  ASPECTS  OF  FLUID 

W.  B.  Manter,  M 

Parenteral  fluid  therapy  may  be  resolved  to  meet- 
ing the  patient’s  needs  for  (1)  water,  (2)  electrolytes 
and  (3)  nutrition.  In  the  brief  time  allotted  for  con- 
sideration of  the  medical  aspects  of  the  subject,  I have 
chosen  to  take  up  some  very  general  and  basic  prin- 
ciples only.  Since  there  is  relatively  infrequent  need 
for  meeting  the  full  nutritional  requirement  for  the 
usual  surgical  patient  in  the  relatively  brief  time  that 
intake  is  limited  to  the  parenteral  route,  this  part  of 
the  problem  will  be  omitted. 

* Read  at  the  Meeting  of  the  Maine  Chapter,  American 
College  of  Surgeons,  Belgrade  Lakes,  June  20,  1951. 
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However,  a complete  study  of  electrolytes  sufficient 
to  determine  the  balance  of  positive  and  negative  ions 
requires  these  as  well  as  sodium  and  potassium. 

In  a surgical  patient  on  constant  drainage,  either 
from  the  stomach  or  small  bowel,  the  possibilities  for 
altered  electrolyte  balance  are  tremendous.  The  up- 
per gastro-intestinal  tract  is  relatively  high  in  its  con- 
centration of  potassium,  and  depletion  of  this  element 
may  occur  in  a relatively  short  time.  The  fact  that 
gastric  aspiration  may  drastically  reduce  the  chloride 
concentration  is  well  known.  In  such  cases,  actual 
determinations  of  the  blood  levels  permits  replace- 
ment with  the  proper  amounts  of  the  proper  materials. 

The  total  amount  of  blood  necessary  for  sodium, 
potassium,  chloride,  carbon  dioxide  determinations  is 
easily  obtained.  Four-five  c.c.  of  serum  is  adequate, 
and  can  be  removed  from  10-12  c.c.  of  blood.  For 
best  results  the  blood  should  be  drawn  under  oil,  and 
without  stasis. 

In  many  instances  changes  in  sodium,  potassium 
and  chloride  balance  may  be  recognized  first  by  urine 
studies.  In  salt  depletion  the  urine  shows  decreased 
sodium  and  chloride  long  before  a change  is  mani- 
fested in  the  blood.  The  bedside  and  office  method 
for  chloride  determination  is  a reasonably  accurate 
procedure,  and  provides  adequate  information  on 
which  to  base  an  opinion  as  to  the  state  of  sodium 
chloride  balance. 

It  should  then  be  obvious  that  with  the  recent  ad- 
vances in  techniques,  it  is  possible  to  follow  surgical 
patients  throughout  their  course  with  frequent  deter- 
minations of  factors  involved  in  fluid  and  electrolyte 
balance.  This  procedure  will  undoubtedly  prevent 
many  of  the  unfavorable  results  of  surgery,  and,  I 
believe,  will  permit  surgery  in  certain  patients  who 
might  otherwise  be  considered  inoperable  for  medical 
reasons. 


AND  ELECTROLYTE  BALANCE* 

. D.,  Bangor,  Maine 

The  important  problems  created  by  the  body  reac- 
tion to  stress,  Selye’s  now  popular  general  adaptation 
syndrome,  whether  it  exists  prior  to  surgery  or  not, 
will  be  passed  off  here  as  peculiarly  surgical.  At  least 
this  concept  seems  to  explain  the  altered  indications 
for  fluid  and  electrolyte  administration  during  sur- 
gery and  in  the  immediate  postoperative  period. 

Body  fluids  exist  mainly  in  a dynamic  equilibrium 
in  two  major  compartments  and  make  up  75%  of  the 
body  weight.  The  larger  compartment,  the  intracellu- 
lar, normally  contains  75%  of  the  body  water.  The 
second,  the  extracellular,  contains  25%  and  is  sub- 
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divided  into  the  interstitial  and  the  compartment  into 
which  we  now  commonly  directly  introduce  our  par- 
lienteral  fluids,  the  intra-vascular  compartment.  It  is 
{pointed  out  that  this  last  normally  contains  only  8% 
of  the  body  water. 

Samples  from  this  relatively  small  intravascular 
.compartment,  blood,  are  used  for  the  common  labora- 
tory determinations  to  help  guide  therapy.  Incident- 
ally, in  addition  to  the  concentration  determinations, 
it  is  very  probable  that  volume  determinations,  blood 
at  least,  should  more  commonly  be  used  for  the  more 
seriously  and  chronically  ill  surgical  patient. 

Of  the  inorganic  electrolytes  in  the  body,  it  is  the 
cation  or  base  ions,  mainly  sodium  and  potassium, 
that  are  important  in  exerting  osmotic  pressure 
effects.  Sufficient  base  to  closely  approximate  a defi- 
nite concentration  (so-called  “isotonic”)  must  be 
present  for  water  to  be  held  within  the  body  or  with- 
in a particular  compartment. 

Limited  cardiac  or  renal  reserve  provides  the  more 
common  of  the  trying  problems  aside  from  the  surgi- 
cal problem  itself.  In  general,  it  is  safe  to  say  that 
excess  water  is  much  more  readily  handled  by  such 
patients  than  excess  sodium,  and  that  pre-existent 
edema  provides  a good  depot  of  electrolytes. 

I shall  here  insert  Butler’s  statement : “The  pre- 
scription of  the  rate  of  infusion  and  the  composition 
of  parenteral  fluids  for  a given  patient  must  reflect 
common  sense,  careful  clinical  observation  and  a toler- 
ance indicative  of  an  enlightened  awareness  of 
ignorance.” 

Some  further  general  considerations  pertaining  to 
the  quantity  and  composition  of  parenteral  fluids 
follow : 

(a)  Body  Water 

The  usual  daily  loss  of  water  for  vaporization 
through  the  skin  and  lungs  by  an  adult  is  about  500 
c.c.  In  disease,  especially  with  fever,  this  may  in- 
crease to  2,000  c.c.  or  more.  Abnormal  losses,  as  by 
vomiting,  diarrhea,  through  wounds,  fistulas  and 
tubes,  and  body  water  deficit  or  “dehydration”  from 
previous  losses,  are  to  be  estimated.  A severely  de- 
hydrated 150  lb.  person  is  said  to  have  an  average 
deficit  of  4,000  c.c.  of  body  fluid. 

The  water  required  by  the  kidney  to  eliminate 
waste  products  from  the  body  is  for  the  most  part 
available  only  after  these  previously  mentioned  losses 
are  met.  A 1,500  c.c.  daily  urine  output  is  desirable 
for  the  sick  patient.  Hence,  the  daily  amount  of  water 
to  he  administered  will  be  a quantity  sufficient  to  meet 
the  losses  mentioned,  plus  1,500  c.c.  for  urine  excre- 
tion. With  impaired  renal  function  (except  with 
“shutdown”  as  in  lower  nephron  nephrosis  syn- 
drome), it  is  particularly  important  to  attain  this. 
volume  for  urine  excretion. 


(b)  Sodium 

6.0  gm.  of  sodium  chloride  is  sufficient  to  meet 
normal  daily  requirements  and  very  likely  is  more 
than  enough  unless  there  is  appreciable  abnormal  loss. 
Additional  sodium  may  be  needed  to  replace  that  con- 
tained in  the  abnormal  fluid  losses  mentioned  pre- 
viously. Sweat  is  considered  to  be  0.2  to  0.5%  sodium 
chloride.  For  practical  purposes,  other  abnormal 
losses  usually  are  considered  as  isotonic  electrolyte 
solutions.  Dehydration  also  represents  loss  of  iso- 
tonic fluid.  Such  losses  are  usually  so  replaced  with 
sodium  chloride  solution. 

Discretion  must  be  used  in  planning  for  the  replace- 
ment of  the  electrolyte  losses  of  severe  dehydration ; 
otherwise,  the  equilibrium  of  water  and  electrolytes 
that  the  body  maintains  in  its  compartments  during 
the  process  of  dehydration  may  be  seriously  upset 
with  disaster  resulting. 

It  is  to  be  emphasized  that  especially  with  limited 
cardiac  and  renal  reserve  and  whenever  the  body  is 
under  severe  stress,  an  excess  of  sodium  may  be  re- 
tained, and  water  with  it.  Whereas  water  should 
generally  be  administered  in  at  least  adequate  quanti- 
ties, sodium  should  be  used  in  no  more  than  necessary 
amounts. 

(c)  Potassium 

Although  the  need  for  including  potassium,  the 
principal  intracellular  cation,  in  parenteral  fluids  is 
not  frequent,  I should  like  to  spend  time  on  it — per- 
haps out  of  proportion  to  its  general  clinical  impor- 
tance. 

Its  use  incurs  very  real  danger  and  presents  com- 
plex problems.  The  normal  serum  concentration  is 
very  low  relative  to  amounts  that  must  be  adminis- 
tered to  be  of  value  when  the  need  for  potassium 
exists.  Serious  toxic  efifects,  including  death,  may 
occur  if  the  serum  concentration  doubles  the  normal 
value. 

Common  causes  for  serious  potassium  deficit  in- 
clude large  gastrointestinal  fluid  loss,  prolonged  par- 
enteral feeding  without  potassium  intake,  diabetic 
acidosis,  and  the  post-operative  phase  after  extensive 
surgery.  Oral  intake  of  electrolyte-containing  food 
or  fluid  must  be  concurrently  interrupted  for  the  syn- 
drome to  develop. 

Awareness  of  the  situations  in  which  potassium 
deficit  occurs  is  the  most  important  factor  in  its 
recognition.  The  symptoms  and  signs  that  have  been 
attributed  to  the  disorder  are  such  that  they  may  be 
easily  attributed  to  the  effects  of  the  underlying  disease 
and  they  may  he  late  in  their  appearance.  Mental 
torpor,  general  weakness,  nausea,  vomiting,  abdomi- 
nal distention,  dyspnea  and  cyanosis  may  occur.  The 
electrocardiogram  appears  to  be  the  most  useful  and 
practical  single  laboratory  aid,  both  in  regard  to  diag- 
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nosis  and  in  guiding  therapy,  particularly  as  the 
serum  potassium  concentration  may  be  normal  in  the 
presence  of  severe  deficit;  also  without  the  flame 
photometer,  the  usual  laboratory  determination  is  a 
time-consuming  process. 

There  is  indirect  laboratory  evidence  with  the  po- 
tassium-deficit state  of  so-called  “refractory  alkalo- 
sis” in  that  this  syndrome  is  characterized  by  low 
serum  chloride,  high  C02  and  usually  high  N P N. 

The  oral  route  is  the  safest  and  by  all  means  the 
preferred  method  of  administration.  By  parenteral 
route,  for  an  average  adult,  4.5  gm.  (60  meq.)  of 
potassium  chloride  may  be  taken  as  a small  basic  daily 
therapeutic  dose  (and  about  half  this  as  a prophylac- 
tic dose).  The  dangerous  toxic  effects  are  related  to 
increased  serum  concentration  and  must  be  avoided. 
Since  the  kidney  is  the  effector  organ  for  serum  con- 
centration control,  good  renal  output  must  be  in  prog- 
ress before  slow,  dilute  infusion  is  started.  The  total 
day’s  dose  should  be  given  over  a minimum  period  of 
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four  hours.  Renal  and  adrenal  insufficiency  are  con- 
traindications to  the  use  of  potassium.  Proper  labora- 
tory control  must  be  available  and  utilized  in  all 
instances. 

Toxic  symptoms  from  increased  serum  concentra- 
tion are  mainly  cardiovascular  as  tachycardia,  irregu- 
lar rhythm,  peripheral  vascular  collapse  and  asystole. 
It  is  pertinent  to  point  out  that  potassium  intoxication 
may  develop  without  potassium  administration  in  the 
presence  of  renal  failure,  dehydration  or  shock.  The 
development  of  potassium  toxicity  is  very  unlikely 
from  therapy  given  to  the  carefully  selected  patient 
and  properly  controlled.  If  toxicity  is  suspected,  the 
ECG  again  provides  the  quickest  laboratory  aid. 
Recommended  measures  include  (a)  glucose  intra- 
venously, perhaps  with  insulin,  to  help  carry  potas- 
sium temporarily  out  of  the  serum  to  the  cells,  and 
(b)  measures  as  indicated  to  increase  the  volume  of 
renal  excretion. 


HYPOKALEMIC  ALKALOSIS* 

Louis  A.  Asali,  M.  D.,  Portland,  Maine 


A little  learning  is  a dangerous  thing, 

Drink  deep  or  taste  not  the  Pierian  Spring, 

There  shallow  draughts  intoxicate  the  brain 
And  drinking  largely  sobers  us  again — 

Just  as  the  dogs  of  Pavlov  were  conditioned  to 
salivate  at  the  sound  of  a bell,  so  has  my  mind  been 
conditioned  to  recall  the  above  quotation,  whenever 
the  term  fluid  balance  is  heard.  Since  my  imbibing 
from  the  deluge  of  fluid  balance  reports  which  have 
inundated  the  literature  during  the  past  several 
months  has  resulted  not  only  in  an  unpleasant  intoxi- 
cation of  the  brain,  but  also  in  a profuse  diuresis  of 
low  specific  gravity,  or  to  speak  in  the  vernacular,  a 
steady  stream  with  little  solid  material,  a statement, 
the  veracity  of  which,  will  not  be  doubted  in  the  fol- 
lowing discussion  of  hypokalemic  alkalosis. 

Clinicians  have  long  recognized  that  a syndrome 
of  apathy,  lethargy,  anorexia,  weakness  and  abdomi- 
nal distension  plus  hypochloremia  and  alkalosis, 
would  often  develop  in  certain  patients  after  major 
surgical  operations  in  spite  of  adequate  glucose  and 
saline  therapy,  and  that  both  the  symptoms  and  elec- 
trolyte changes  would  improve  as  soon  as  the  patients 

* Read  at  the  Meeting  of  the  Maine  Chapter,  American 
College  of  Surgeons,  Belgrade  Lakes,  June  20,  1951. 


began  to  eat.  No  explanation  for  these  poorly  under- 
stood symptoms  was  ofifered  until  recent  years,  when 
Ariel  and  his  co-workers  reported  a series  of  cases 
with  elevated  C02  combining  power  and  lowered 
serum  proteins  in  whom  resumption  of  diet  caused 
the  C02  combining  power  to  fall  and  serum  chloride 
to  rise,  giving  rise  to  the  belief  that  patients  with 
hypochloremic  alkalosis  had  a deficiency  of  potassium, 
which  could  be  corrected  by  diet.  This  belief  was 
strengthened  when  Howard  and  Carey  demonstrated 
that  large  amounts  of  sodium  or  ammonium  chloride 
were  ineffective  in  raising  the  serum  chloride  and 
lowering  the  C02  combining  power  when  there  was 
a deficiency  of  potassium. 

Experiments  by  Darrow  have  shown  that  in  rats 
made  potassium-deficient,  there  was  an  excellent  cor- 
relation between  the  degree  of  alkalosis  and  lowering 
of  muscle  potassium  content  and  an  increase  in  the 
muscle  sodium  content  coincidental  with  the  potas- 
sium loss.  A simultaneous  expansion  of  the  sodium 
space  and  reduction  of  chlorides  was  also  demon- 
strated, thus  drawing  attention  to  the  close  associa- 
tion of  potassium  depletion  with  hypochloremic 
resistent  alkalosis,  which  many  designate  as  hypo- 
kalemic alkalosis  meaning  low  plasma  potassium  alka- 
losis and  consider  to  be  a tremendous  exaggeration 
of  altered  cell  membrane  permeability. 
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Change  in  electrolytes  diagramatically  expressed 


Normal  Excreted  in  urine  Alkalosis 

and 

G.I.  Secretions 


It  is  obvious  from  a review  of  the  literature  that 
many  factors  producing  potassium  loss  can  and  do 
exist  in  the  surgical  patient,  often  operating  simul- 
taneously to  produce  potassium  loss  of  considerable 
magnitude.  Several  of  the  factors  producing  potas- 
sium loss  most  frequently  found  in  surgical  patients, 
and  a brief  physiological  explanation  of  the  potas- 
sium loss  in  these  factors  will  be  discussed. 

1.  Starvation 

2.  Loss  of  gastro-intestinal  secretions 

3.  Dehydration 

4.  Infusion  Therapy 

5.  Adreno-cortical  effect 

Starvation  and  Malnutrition 

Adults  on  a normal  intake  usually  ingest  70  to  100 
milliequivalents  of  potassium  daily,  none  of  which  is 
stored  but  is  excreted  in  the  urine.  Surgical  patients 


unable  to  tolerate  oral  feedings  are  deprived  of  the 
normal  ingestion  of  potassium,  while  the  kidneys  con- 
tinue to  excrete  potassium  since  the  renal  mechanism 
is  designed  to  remove  excess  potassium  rather  than 
conserving  potassium  during  deficiency.  Cellular 
breakdown  occurs  with  the  liberation  of  potassium 
from  the  destroyed  cells  to  the  extracellular  fluid  for 
excretion  by  the  kidney.  Every  gram  of  nitrogen 
broken  down  releases  2.4  grams  of  potassium. 

Loss  of  G.I.  Secretions 

Potassium  is  present  in  the  gastro-intestinal  secre- 
tions in  high  concentrations  and  normally  nearly  all 
is  absorbed  through  the  mucosa  back  into  the  blood. 
The  concentration  of  potassium  in  the  intestinal 
juices  is  usually  10  meq. /liter,  while  the  gastric  juice 
may  contain  as  high  as  40  meq. /liter.  Potassium 
losses  may  be  severe  in  prolonged  diarrhea,  vomiting, 
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or  gastric  suction,  especially  the  latter  two  due  to  the 
high  concentration  of  potassium  in  gastric  juice,  and 
also  the  loss  of  chlorides  relative  to  sodium,  compen- 
sated for  by  rise  in  extracellular  bicarbonate  leading 
to  alkalosis. 

Dehydration 

In  dehydration  there  is  loss  of  potassium  from  the 
cells  along  with  intracellular  water  and  replacement 
of  potassium  in  the  cells  by  sodium.  Treatment  of 
this  dehydration  by  intravenous  administration  of 
potassium- free  fluids  results  in  further  potassium 
loss  from  the  cells  with  excretion  in  the  urine  and 
replacement  of  cellular  potassium  by  extracellular 
sodium.  Givcogenesis  carries  potassium  from  extra- 
cellular fluid  into  cells  of  glycogen-containing  tissues 
such  as  liver  and  muscle.  This  rapid  though  tem- 
porary transfer  is  increased  by  glucose  ingestion  and, 
although  not  significant  in  normal  persons,  may  pro- 
duce serious  symptoms  by  rapidly  decreasing  an  al- 
ready low  serum  potassium. 

Adreno-Cortical  Effect 

Surgical  trauma  causes  increased  production  of 
ACTH  by  the  pituitary,  which  stimulates  the  adrenal 
cortex  to  produce  one  or  more  hormones.  This  re- 
action, known  as  the  alarm  reaction,  results  in  the 
increased  excretion  of  potassium  in  the  urine,  and  a 
retention  of  sodium  relative  to  the  chlorides,  com- 
pensated for  by  a rise  in  the  extracellular  bicarbon- 
ates and  development  of  alkalosis.  Potassium  losses 
of  300  meq.  with  sodium  retention  of  500  meq.,  have 
been  reported  following  prolonged  surgical  pro- 
cedures, attributed  to  adreno-cortical  effect. 

Having  accepted  the  premise  that  hypokalemic 
alkalosis  is  always  accompanied  by  low  serum  potas- 
sium, and  with  the  knowledge  that  many  potassium- 
losing factors  may  exist  simultaneously  in  the  surgi- 
cal patient,  it  would  appear  mandatory  that  every 
major  surgical  patient  be  regarded  as  a prospective 
candidate  for  hypokalemic  alkalosis,  especially  if  pro- 
longed abstinence  from  oral  feedings  is  anticipated. 
If  we  are  aware  of  this  ever  present  complication  and 
make  use  of  several  rough  guides  to  amounts  of  po- 
tasium  loss  for  certain  surgical  factors,  judicious  pro- 
phylactic potassium  therapy  may  be  used  with  safety 
to  insure  smoother  post-operative  course  and  lessen 
morbidity.  These  signboards  of  potassium  loss  are : 

1.  For  every  day  of  zero  caloric  intake,  renal  loss 
of  potassium  averages  50  meq. 

2.  Extra  renal  loss  as  from  gastro-intestinal  se- 
cretions averages  15  meq. /liter. 

3.  Operative  day  loss  through  adreno-cortical 
effect  averages  75  meq.  potassium. 

If  the  aggregate  potassium  loss  of  the  above  totals 
more  than  150  meq.,  the  prophylactic  use  of  potas- 
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sium  should  be  considered,  30  to  40  meq.  of  potas 
sium  chloride  given  slowly  over  periods  of  two  hours 
providing  the  daily  urinary  output  exceeds  250  c.c. 

Excepting  when  serum  potassium  levels  have  beer 
proved  to  be  low  by  means  of  the  flame  photometer 
the  use  of  potassium  is  hazardous  in  cases  of  renal 
disease,  also  in  the  treatment  of  dehydration  until  re- 
hydration is  well  established  as  evidenced  by  increas- 
ing urinary  output  and  falling  hematocrit. 

Potassium  should  not  be  given  for  at  least  24  hours 
following  major  surgery,  as  the  large  amounts  of 
potassium  liberated  to  the  extra-cellular  fluid  may  re- 
sult in  a dangerously  high  serum  level  especially  if 
kidney  function  is  depressed,  and  also  in  view  of  the 
complication  of  lower  nephron  nephrosis  which  may 
follow  any  surgical  procedure. 

In  the  therapeusis  of  hypokalemic  alkalosis,  f re- i 
quent  use  of  the  flame  photometer  is  essential,  as  the 
amount  of  potassium  administered  daily  varies  greatly! 
dependent  on  the  levels  of  serum  potassium,  sodium 
and  chlorides.  The  average  daily  therapeutic  amount! 
of  potassium  ranges  from  60  to  120  meq.  and  de- 
creases as  the  serum  potassium  level  rises.  However, 
one  must  remember  that  the  safest,  most  easily  regu- 
lated and  efficient  prophylactic  or  therapeutic  use  of 
potassium  is  still  by  oral  administration,  either  re- 
sumption of  diet,  or  through  oral  administration  of 
potassium  solutions,  such  as  one  containing  4 grams  ! 
each  of  potassium  acetate,  bicarbonate  and  citrate 
made  to  100  c.c.  water,  15  c.c.  of  this  mixture  four 
times  daily  in  water  or  fruit  juices  furnishing  71 
milliequivalents. 

Summary 

Hypochloremic  resistant  alkalosis  should  be  desig- 
nated hypokalemic  alkalosis,  since  it  is  always  asso- 
ciated if  not  caused  by  potassium  deficiency. 

It  is  an  ever  present  complication  of  major  surgical 
procedures  due  to  the  multiplicity  of  potassium-losing 
factors  co-existing  in  surgical  patients. 

Both  the  clinical  symptoms  and  electrolyte  imbal- 
ance respond  to  potassium  therapy. 

The  physiology  of  potassium  loss  for  several  im- 
portant factors  is  briefly  discussed  and  amounts  of 
potassium  lost  computed,  as  an  aid  in  prophylasis  of 
potassium  deficiency. 

The  therapeutic  use  of  potassium,  both  parenteral 
and  oral,  is  discussed,  and  precautions  and  contra- 
indications of  administration  mentioned. 
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SURGICAL  PROBLEMS  OF  FLUID  AND  ELECTROLYTE  BALANCE* 


I 

C.  P.  Lape,  M.  D.,  Portland,  Maine 


Problems  of  fluid  and  electrolyte  balance  are  in- 
creasingly coming  to  the  attention  of  physicians,  and 
to  general  surgeons  almost  more  forcibly  than  to  any 
other  specialty  group.  Two  reasons  for  this  change 
are  increased  knowledge  of  chemical  physiology  and 
increased  availability  of  such  techniques  as  blood  vol- 
ume and  serum  potassium  determinations.  A third 
factor  relates  to  the  availability  of  adrenal  hormones 
and  appreciation  of  the  frequency  with  which  clinical 
problems  are  influenced  by  adrenal  discharge.  In 
particular,  I refer  to  the  so-called  “alarm  reaction.” 
This  is  characterized  by  changes  in  renal  excretion 
of  sodium,  potassium,  and  water.  These  changes  are, 
therefore,  usually  seen  after  a major  operation  or 
acute  illness. 

The  major  ions  of  concern,  with  regard  to  acid- 
base  equilibrium,  are  bicarbonate,  chloride,  sodium, 
and  potassium. 

The  first  abnormality  of  electrolyte  pattern  I 
should  like  to  consider  is  salt  depletion.  Severe 
deficits  of  sodium  and  chloride  are  necessarily  asso- 
ciated with  loss  of  water,  but  the  clinical  effects  of 
hypochloremia  are  more  serious  than,  and  not  re- 
producible by,  simple  dehydration.  The  clinical  symp- 
toms, therefore,  are  not  primarily  dne  to  water  loss. 
They  are  encountered  in  three  groups  of  patients. 
First  are  those  persons  with  uncompensated  losses  of 
gastro-intestinal  secretion.  This,  of  course,  refers  to 
the  diarrheas,  obstructing  lesions  of  the  gastro-in- 
testinal tract,  prolonged  vomiting,  and  intestinal  fis- 
tulae,  including  ileostomy.  Secondly,  cardiac  patients 
who  have  been  carried  on  a low  sodium  diet  may  be 
thrown  into  clinical  deficiency  states  by  very  minor 
increments  in  sodium  loss.  Even  the  diuresis  which 


* Read  at  the  Charter  Meeting  of  the  Maine  Chapter, 
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follows  parenteral  fluid  administration  may  be  suffi- 
cient to  precipitate  deficiency  symptoms.  Thirdly, 
sudden  loss  of  large  amounts  of  electrolyte-contain- 
ing fluid  into  the  peritoneal  cavity  or  from  the  skin 
surface  may  produce  acute  salt  deficiency.  I refer, 
of  course,  to  acute  peritonitis  and  extensive  burns. 

Both  clinically  and  experimentally  this  condition 
causes,  in  proportion  to  the  degree  of  salt  lack,  ver- 
tigo, orthostatic  hypotension,  nausea,  occasionally 
vomiting,  and  if  uncorrected,  complete  peripheral  col- 
lapse. Depletion  of  sodium  is  furthermore  thought  to 
specifically  impair  smooth  muscle  contractility.  In- 
deed, we  have  seen  the  clinical  picture  of  severe  ileus 
with  marked  abdominal  distention  wholly  corrected 
by  simple  restoration  of  normal  plasma  chemistry. 

The  administration  of  both  salt  and  water  are  re- 
quired to  improve  this  condition.  Although  dehydra- 
tion exists,  the  administration  of  solutions  of  glucose 
in  distilled  water  will  only  increase  the  dehydration. 
This  apparent  paradox  reflects  the  body’s  inability 
to  retain  water  when  it  lacks  electrolyte  with  which 
to  make  this  water  isotonic.  Dehydration  is  increased 
by  salt- free  fluid  since  urinary  loss  of  water  carries 
with  it  a slight  but  significant  amount  of  solute,  in 
spite  of  the  already  existing  deficiency.  The  intra- 
venous use  of  hypertonic  saline  solution,  usually  2% 
NaCl,  is  recommended.  Adequate  quantities  of  nor- 
mal saline  will  suffice  if  the  total  urinary  output  is 
large  enough  to  carry  off  excess  body  water. 

An  abnormal  increase  in  body  sodium  is  also  to  be 
guarded  against.  Retention  of  excess  sodium  within 
the  body  increases  the  osmotic  pressure  of  body  fluids 
and  abnormal  amounts  of  water  are  thereby  retained 
until  dilution  of  this  sodium  has  restored  normal 
osmotic  pressure.  The  chief  expansion  occurs  in  the 
extracellular  compartment  and  peripheral  or  pul- 
monary edema  may  result.  There  is  little  danger  of 
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this  phenomenon  in  a normal  human  because  of  the 
marvelous  regulatory  function  of  the  kidneys.  After 
a major  operation,  however,  the  kidneys  are  tem- 
porarily unable  to  excrete  large  amounts  of  sodium. 
Thus,  even  young  patients  in  good  general  nutrition 
may  be  overloaded  if  saline  administration  is  too 
generous  in  the  early  post-operative  period.  Edema 
of  the  lungs  or  of  a newly  constructed  anastamotic 
stoma  may  be  disasterous.  Some  surgeons  routinely 
restrict  sodium  administration  to  one  liter  of  saline 
per  day  following  major  operations.  Even  this  repre- 
sents an  intake  of  nine  grams  of  salt,  about  40%  of 
which  is  usually  retained  in  the  early  post-operative 
period  unless  the  renal  excretion  of  sodium  is  supple- 
mented by  losses  through  gastro-intestinal  suction. 
It  has  been  shown  that  this  post-operative  suppres- 
sion of  salt  excretion  is  not  due  to  anesthesia  or  de- 
hydration. It  is  accompanied  by  an  increased  urinary 
loss  of  potassium,  inversely  follows  the  eosinophil 
count,  and  is  probably  an  effect  of  adrenal  stimulation 
and  discharge. 

Determination  of  urinary  chloride  concentration 
has  been  recommended  as  an  indication  of  the  level 
of  total  body  chloride,  since  it  was  assumed  that  a 
low  urine  concentration  indicated  a renal  effort  to 
conserve  chloride.  As  we  have  just  indicated,  how- 
ever, adrenal  stimulation  may  block  the  kidneys’  abil- 
ity to  excrete  sodium  and  chloride,  even  if  a surplus 
is  present.  One  cannot,  therefore,  interpret  a low 
urine  chloride  as  a “go-ahead”  for  the  administration 
of  saline  solutions.  The  kidney  is  a marvelous  ad- 
juster but  it  does  not  have  a brain  of  its  own. 

Until  recently  disorders  of  potassium  balance  were 
thought  to  be  of  little  clinical  significance  except  in 
periodic  familial  paralysis  and  in  diarrheas  of  in- 
fancy. Actually  there  are  very  few  bodily  disorders 
that  do  not  produce  some  change  in  potassium  metab- 
olism and  severe  disturbances  of  potassium  concen- 
tration often  produce  symptoms  wrongly  attributed 
to  the  antecedent  disease.  Potassium  is  thought  to 
exist  largely  within  the  cells.  The  average  total  body 
potassium  is  estimated  at  175  grams,  of  which  only 
three  grams  are  within  the  extracellular  fluid.  The 
average  daily  dietary  intake  is  three  to  four  grams 
and  the  intestinal  tract  secretes  one  to  two  grams  a 
day.  Nearly  all  of  this  is  normally  absorbed  or  re- 
absorbed into  the  body.  The  plasma  concentration  of 
potassium  is  normally  maintained  between  3.8  and 
4.6  meq./l. 

Lowered  potassium  concentration  brings  about 
weakness  of  both  smooth  and  skeletal  muscle  and 
produces  changes  in  myocardial  physiology.  Thus, 
ileus  with  abdominal  distention,  weakness  and  diffi- 
culty in  phonation,  and  abnormal  electrocardiographic 
tracings  are  clinically  associated  with  this  syndrome. 

Increased  serum  potassium  concentration  also  in- 
terferes with  normal  muscle  physiology  and  many  of 
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the  same  symptoms  may  be  produced  by  this  opposite 
chemical  derangement.  If  serum  concentrations  of 
10  meq./l  are  approached,  severe  bradycardia  with 
cardiac  standstill  and  death  may  result. 

It  would  seem  that  the  key  to  the  understanding 
of  potassium  metabolism  lies  in  the  basic  facts  of  its 
renal  excretion.  It  is  not  a threshold  substance,  which 
is  to  say  that  the  kidney  cannot  make  potassium- free 
urine,  even  if  the  body  needs  all  of  its  potassium 
stores.  If  the  volume  of  urine  output  is  normal,  there 
is  a minimum  daily  loss  of  about  20  meq.  of  potas- 
sium. Furthermore,  this  daily  loss  is  increased  by  a 
variety  of  causes  including  starvation,  dehydration, 
the  “alarm  reaction,”  and  even  the  administration  of 
intravenous  fluids.  (This  is  particularly  true  of  solu- 
tions which  contain  sodium  but  not  potassium.) 
These  factors  cause  increased  renal  excretion  even 
though  there  may  be  a need  for  conservation  of  body 
potassium.  The  factors  which  increase  potassium  loss 
are  frequent  in  the  course  of  operations  and  surgical 
illnesses,  and  oral  intake  of  food  in  these  situations 
is  often  insufficient  to  compensate  for  increased  loss. 
Low  potassium  states  are,  therefore,  often  seen  in 
surgical  patients. 

There  is,  on  the  other  hand,  virtually  no  ceiling 
to  the  amount  of  potassium  a normally  functioning- 
kidney  can  excrete.  It  is  also  true  that  the  normal 
kidney  can  excrete  potassium  as  fast  as  a normal 
intestinal  tract  can  absorb  it.  It  is  for  this  reason 
that  dangerous  increments  in  plasma  concentration 
are  almost  never  seen  after  oral  administration  of 
potassium  salts. 

The  treatment  of  low  potassium  states  should  usu- 
ally include  the  administration  of  potassium  salts  or 
potassium-containing  foods  if  this  is  possible.  Potas- 
sium chloride  is  available  commercially  in  5 c.c. 
ampules  containing  40  meq.  of  potassium.  This 
amount  may  be  added  to  a liter  of  any  standard  intra- 
venous solution  but  at  least  two  hours  should  be 
spent  in  its  administration  to  avoid  sudden  increases 
in  local  plasma  potassium  concentration,  — particu- 
larly within  the  coronary  vessels.  If  oral  alimentation 
is  possible,  this  is  a safer  and  cheaper  route.  Fruit 
juices  are  an  excellent  source  of  potassium ; a tumbler 
of  tomato  juice  contains  about  75  meq.  of  available 
potassium. 

Potassium  intoxication  is  seldom  seen  except  in  the 
course  of  over-enthusiastic  potassium  therapy  or  in 
the  presence  of  acute  renal  insufficiency.  In  surgical 
patients  the  condition  is  most  often  brought  about  by 
a complicating  lower  nephron  nephrosis.  Treatment 
is  chiefly  directed  toward  driving  extracellular  potas- 
sium back  into  the  cells  of  the  body  until  spontaneous 
renal  excretion,  or  dialysis  on  the  artificial  kidney, 
may  take  place.  The  administration  of  glucose,  in- 
sulin, and  testosterone,  and  the  withholding  of  so- 
dium-containing fluids  all  tend  to  accomplish  this  end. 
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An  effort  should  also  be  made  to  meet  the  basal  caloric 
needs  with  potassium-free  food  stuffs,  either  intra- 
venously or  orally.  Breakdown  of  body  protein  is 
thus  retarded,  and  the  endogenous  release  of  still 
more  potassium  into  the  extracellular  fluid  of  the 
body  inhibited. 

In  concluding,  I do  not  have  to  emphasize  that  the 
problems  of  fluid  and  electrolyte  physiology  are  com- 
plex. The  reciprocal  interrelationships  between  so- 
dium, potassium,  magnesium,  and  other  body  chemi- 
cals are  bewildering.  At  times  it  seems  that  each  new 
discovery  asks  more  questions  than  it  answers.  But 
we  cannot  afford  to  throw  our  hands  up  in  confusion 
and  rely  on  rules  of  thumb ; the  cost  of  untreated 
chemical  derangements  may  be  supreme,  and  much 
can  be  accomplished  with  even  the  imperfect  knowl- 
edge of  today. 

Bibliography 

Perkins,  J.  G.,  Peterson,  A.  B.,  and  Riley,  J.  A. : Renal  and 
Cardiac  Lesions  in  Potassium  Deficiency  due  to  Chronic 
Diarrhea.  Am.  J.  Med.,  8:115-123,  Jan.,  1950. 

Dorow,  D.  C.,  and  Pratt,  E.  L. : Fluid  Therapy;  relation  to 


tissue  composition  and  expenditure  of  water  and  electro- 
lyte. Council  on  Foods  and  Nutrition.  J.  A.  M.  A 143  • 
365-373,  432-439,  1950. 

Randall,  H.  T.,  Flabif,  D.  V.,  Lockwood,  J.  S.,  and  Werner, 
S.  C. : Potassium  Deficiency  in  Surgical  Patients.  Sur- 
gery, 26:341-363,  Sept.,  1949. 

Ariel,  I.  M. : The  Internal  Balance  of  Plasma  Protein  in 
Surgical  Patients.  Surg.  Gyn.  and  Obst.,  92:405-413, 
April,  1951. 

Ariel,  I.  M.,  and  Kremen,  A. : The  Compartmental  Distribu- 
tion of  Sodium  Chloride  in  Surgical  Patients  Preopera- 
tively  and  Postoperatively.  Am.  Surg.,  132:1009-1026, 
1950. 

Schilling,  J.  A.,.  McCoord,  A.  B.,  and  Clausen,  S.  W. : Potas- 
sium Loss  in  Experimental  Intestinal  Obstruction.  Surg. 
Gyn.  and  Obst.,  92:1-14,  Jan.,  1951. 

Nadler,  C.  S.,  Bellet,  S.,  Gazes,  P.  C.,  and  Steiger,  W.  A. : 
Administration  of  Potassium  to  Patients  with  Prolonged 
Vomiting  and  Diabetic  Acidosis.  Jr.  of  Lab.  and  Clin. 
Med.,  35:842-853,  June,  1950. 

Gardner,  L.  I.,  Talbot,  M.  B.,  Cook,  C.  D.,  Berman,  H.,  and 
Uribe,  R.  C. : Effect  of  Potassium  Deficiency  on  Carbo- 
hydrate Metabolism.  Jr.  of  Lab.  and  Clin.  Med.,  35:592- 
602,  Apr.,  1950. 

Ariel,  I.  M.,  and  Miller,  F. : The  Effects  of  Hypochloremia 
upon  Renal  Function  in  Surgical  Patients.  Surgery,  28: 
552-567,  Sept.,  1950. 

Danowski,  T.  S. : Newer  Concepts  of  Role  of  Potassium  in 
Disease.  Am.  Jr.  Med.,  7:525-531,  Oct.,  1949. 


OBSTETRIC  HELPS* 

C.  O.  McCormick,  M.  D.,  Indianapolis,  Indiana 


I shall  endeavor  not  to  take  undue  advantage  of  the 
implied  comprehensiveness  of  my  subject,  but  will 
stress  briefly  a goodly  number  of  what  I consider 
practical  aids  in  the  all-important  field  of  obstetrics. 
Much  of  what  I shall  have  to  say  will  not  border  on 
the  scientific,  and  no  doubt  will  be  rated  as  quite  com- 
monplace. Nevertheless,  I hope  each  of  you,  who 
serves  in  the  field  of  parturition,  will  find  at  least  a 
few  pointers  you  will  want  to  carry  back  to  your 
practice. 

I shall  begin  with  the  statement,  “Every  female 
child  should  be  considered  a potential  mother.”  The 
obstetrical  millennium  will  not  come  to  pass  until  this 
worthy  consideration  is  extended  her ; and  this  not 
only  by  the  profession  alone,  but  by  society  at  large. 
She  is  to  be  protected  to  the  fullest  extent  by  all 
health  measures,  including  ample  intake  of  vitamins 
A,  C,  and  D ; elimination  of  focal  infections  ; and  pro- 
tection against  those  infectious  diseases  that  reflect 
unfavorably  during  the  child-bearing  period. 

In  that  rebella  contracted  during  pregnancy,  par- 
ticularly during  the  first  three  months,  is  associated 
with  a high  incidence  of  fetal  malformations,  the  fe- 
male child,  at  least  until  a reliable  vaccine  is  devel- 
oped, should  be  designedly  exposed  to  that  contagion. 

* Presented  at  the  96th  Annual  Session  of  the  Maine  Medi- 
cal Association,  1950. 


There  seems  to  be  little  grounds  for  the  routine  termi- 
nation of  such  pregnancies  as  advocated  by  some. 
The  United  States  incident  rate  of  the  first  trimester, 
27  per  cent,  has  never  run  as  high  as  the  correspond- 
ing rate,  90  per  cent,  reported  from  one  of  the  origi- 
nal Australian  series.  Personally,  1 question  whether 
termination  is  ever  justified  in  that  orthodox  medi- 
cine, even  in  its  modern  phase,  has  never  gone  all  out 
for  eugenics  to  the  extent  of  advocating  destruction 
of  the  unborn.  Besides,  the  rationality  of  such  policy 
is  openly  questionable,  when  in  order  to  achieve  its 
purpose,  it  involves  the  frank  certainty  of  destruction 
of  fetuses  normally  formed. 

The  teaching  of  sex  hygiene  in  our  public  schools 
should  be  replaced  by  the  more  important  goal, 
healthy  parenthood;  the  former  to  be  emphasized  only 
as  a means  to  that  end.  Every  individual  has  a natu- 
ral desire  to  become  a healthy  parent,  and  we  should 
give  all  possible  assistance  to  that  desire.  The  physi- 
ology and  some  pathology  of  human  reproduction 
should  be  included  in  the  senior  high  school  cur- 
riculum. This  would  lead  to  an  increased  general 
interest  in  prenatal  and  parturitional  care.  Besides,  it 
is  all  wrong  to  prepare  a girl  for  life  by  overempha- 
sizing preparation  for  a classic  career  at  the  expense 
of  a basic  understanding  of  that  most  vital  function 
for  which  she  was  primarily  created,  namely,  repro- 
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duction.  Her  physical  design  and  certain  correlated 
functions  all  but  scream  out  the  priority  of  that 
function. 

Preconception  examination  should  lie  routine.  The 
increasing  number  of  women,  particularly  those  con- 
templating marriage,  who  come  to  their  physician 
seeking  such  an  examination,  is  quite  convincing  that 
we  are  living  in  a better  day. 

Prenatal  Care 

Prenatal  examination  should  be  thorough  and  ade- 
quate, and  should  include  the  following: 

1.  A relevant  family  and  past  personal  history. 

2.  Examination  of  teeth,  tonsils,  heart  and  lungs. 

3.  Checking  of  blood  pressure  and  urine. 

4.  A careful  taking  of  the  pelvic  measurements. 

5.  Checking  the  Wassermann,  Rh  factor,  and 
hemoglobin. 

Since  most  patients  consider  pelvic  measurements 
the  most  important  part  of  a prenatal  examination, 
for  the  sake  of  their  mental  satisfaction  it  is  good 
policy  to  take  these  measurements  at  the  first  visit. 

Outlet  pelvimetry  is  more  important  than  inlet  pel- 
vimetry. It  is  at  the  outlet  that  most  delivery  difficul- 
ties arise ; most  labors  are  arrested ; over  90  per  cent 
of  forcep  operations  are  indicated ; most  permanent 
and  fatal  injuries  to  the  infant  occur  — especially  at 
breech  births  ; and  the  mother  suffers  practically  all 
of  her  immediate  and  most  of  her  permanent  birth 
damages. 

The  least  an  attendant  can  do  is  to  estimate  the 
bis-ischial  diameter  by  passing  his  gloved  fist  trans- 
versely between  the  tuberosities.  An  outlet  admit- 
ting an  8 cm.  fist  will  permit  the  birth  of  a seven- 
pound  baby. 

External  inlet  measurements  are  indirect,  inaccu- 
rate, and  of  little  value  except  to  classify  the  type  of 
pelvis,  and  are  soon  to  be  omitted  from  some  leading 
standard  textbooks. 

The  only  real  pelvimeter,  the  baby’s  head,  can  be 
readily  applied  to  the  inlet  either  manually  or  by  test 
of  labor,  but  not  to  the  outlet  until  late  in  labor, 
which  may  be  too  late. 

X-ray  pelvimetry  is  well  indicated  in  all  cases 
where  the  architecture  of  a pelvis  is  questionable  as 
to  diameters  and  available  capacity. 

Erythroblastosis  kills  more  babies  than  does 
syphilis,  and  for  that  reason  checking  of  the  Rh  is 
more  important  than  the  taking  of  the  Wassermann. 

Although  one  of  the  most  important  and  intriguing 
discoveries  in  the  last  half-century,  the  Rh  factor  is 
frequently  very  disturbing  to  many  expectant  parents. 
Those  parents,  where  the  father  is  Rh  positive  and 
the  mother  Rh  negative,  should  be  informed  that  the 
first  baby  is  very,  very  rarely  affected,  and  that  no 
more  than  one  Rh  negative  mother  in  30  will  have 
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an  erythroblastotic  baby  in  any  pregnancy,  and  that 
in  general  50  per  cent  of  the  affected  babies  live. 
However,  all  of  these  babies  are  not  good  babies. 

The  only  treatment  for  the  infant  is  blood  trans- 
fusion. The  best  results  are  obtained  with  compatible 
Rh  negative  female  blood  — not  the  mother’s  blood. 
All  erythroblastotic  babies  from  the  Rh  factor  should 
be  transfused  immediately  after  birth,  preferably  by 
the  replacement  method.  A much  lower  incidence  of 
mental  retardination  and  hrain  damage  follows  from 
this  technic  than  from  the  simple  method.  The  degree 
of  cerebral  damage  does  not  depend  upon  the  degree 
of  the  erythroblastic  manifestations. 

Rh  antibody  titrations  of  Rh  negative  expectant 
mothers  should  be  routine. 

Erythroblastosis  per  se  is  not  an  indication  for  in- 
duction of  premature  labor  or  Caesarean  section. 
Neither  does  the  Rh-negative  factor  indicate  thera- 
peutic abortion  or  sterilization.  If  the  husband  is 
homozygous,  barring  legal  complications,  insemina- 
tion may  be  justified. 

All  females  beloiv  the  menopause  age,  adults,  chil- 
dren, and  infants,  should  have  a serologic  check  on 
the  Rh  factor  that  they  may  be  forewarned  and  pro- 
tected against  a transfusion  with  Rh-positive  blood, 
and  have  their  child  bearing  possibly  foiled,  and 
perhaps  their  own  life  jeopardized. 

An  Rh-negative  donor  list  should  be  established  at 
all  hospitals. 

Twelve  per  cent  of  all  pregnancy  patients  are  an- 
emic. The  hemoglobin  (or  better  still,  the  hemato- 
crit), should  be  checked  at  the  first  visit,  at  six 
months,  at  term,  and  six  weeks  postpartum : 

A hemoglobin  of  p mg.  or  hematocrit  of  go  per  cent 
warrants  a blood  transfusion. 

The  prenatal  patient  should  be  seen  at  least  every 
4 weeks  up  to  the  end  of  the  sixth  month,  every  two 
weeks  during  the  seventh  and  eighth  months,  and 
every  week  during  the  last  or  ninth  month. 

The  blood  pressure  and  urine  examinations  should 
be  taken  and  carefully  recorded  at  each  visit. 

The  blood  pressure  apparatus  is  the  most  important 
of  all  prenatal  equipment.  Its  usefulness  is  not  lim- 
ited only  to  hypertension  complications,  but  is  equally 
valuable  in  handling  cases  of  cardiac  disease.  Re- 
gardless of  what  and  how  many  murmurs  a heart 
may  present,  we  are  not  specially  disturbed  so  long  as 
the  pressure  is  maintained  at  120  over  80.  However, 
we  do  lend  closer  vigilance. 

A diagnosis  of  nephritis  or  toxemia  during  preg- 
nancy or  the  puerperium  should  not  be  made  solely 
on  the  basis  of  albumin  present  in  a voided  specimen. 
This  custom  often  extends  unnecessary  anxiety  and 
needless  therapy  to  the  patient. 

Likewise,  the  attendant  upon  finding  sugar  in  the 
urine  should  not  upset  the  tranquility  of  the  patient 
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and  her  family  by  informing  her  she  has  diabetes  in 
addition  to  her  pregnancy,  at  least  not  until  he  has 
ruled  out  lactosuria  or  has  taken  repeated  fasting- 
blood  sugars.  We  must  not  forget  that  glycosuria  in 
the  early  weeks  of  pregnancy  is  usually  physiologic. 

In  supervising  the  prenatal  patient  the  possibility 
of  toxemia  and  placenta  previa  should  be  kept  ever 
in  mind — particularly  during  the  last  trimester.  The 
mortalities  from  these  two  complications  can  be  most 
effectively  combated,  not  at  the  time  of  delivery,  but 
during  the  prenatal  period.  Indeed,  they  afford  the 
greatest  excuse  for  prenatal  supervision. 

As  a prenatal  patient  sits  before  her  physician  in 
his  office,  it  should  occur  to  him,  “Madam,  you  are  a 
candidate  for  two  possible  catastrophies,  eclampsia 
and  placenta  previa.”  With  this  in  mind,  he  is  duty 
bound  to  question  her  at  each  visit  as  follows,  “Mrs. 
Jones,  since  your  last  visit,  have  you  had  any  nausea 
or  vomiting?”  “Have  you  had  any  dizziness?” 
“Have  you  had  any  vertex  headache?”  “Have  you 
had  any  insomnia  or  sleeplessness  ?”  “Have  you  had 
any  blurred  vision?”  “Have  you  had  any  morning 
swelling  of  the  face?”  “Have  you  had  any  epigastric 
or  upper  abdominal  pain?”  “Have  you  had  any  spot- 
ting of  blood  or  bleeding  from  the  vagina?”  Not 
until  he  has  a negative  answer  to  each  of  these  ques- 
tions/and  has  found  the  blood  pressure  and  urine  to 
be  normal,  has  he  exhausted  his  responsibility  to  the 
patient,  nor  can  he  say,  even  to  himself,  “Mrs.  Jones, 
you  are  in  no  immediate  danger.” 

May  we  interject:  Evening  edema  of  the  lower 
extremities  is  usually  physiologic,  while  morning 
edema  of  the  face  is  usually  pathologic. 

A normal  systolic  pressure  rising  to  140  or  160 
mm.,  with  or  without  albuminuria  or  subjective  symp- 
toms, means  hospitalization.  A rising  and  sustained 
diastolic  is  equally,  if  not  more,  significant ; and  the 
younger  the  patient,  the  greater  the  significance. 
Likewise,  there  should  be  hospitalization  of  all  cases 
of  painless,  causeless  bleeding  in  the  last  trimester. 
There  should  be  no  rectals,  vaginals,  or  packing  in 
the  home.  If  a blood  bank  is  not  available,  donors 
should  be  taken  along,  or  better,  they  should  be  sent 
on  ahead  that  they  may  have  their  blood  typed  and 
checked  for  the  Rh  as  soon  as  possible. 

The  diet  of  the  prenatal  patient  should  not  be  re- 
stricted except  when  an  abnormal  weight  gain  is  con- 
stant, or  some  systemic  complication  arises.  We  are 
all  familiar  with  the  expression,  “Doctor,  I eat  like  a 
horse.”  Particularly  do  we  hear  this  during  the  sec- 
ond trimester.  This  sudden  increased  demand  for 
food,  as  experienced  by  the  majority  of  patients,  leads 
one  to  believe  that  Nature  in  a protective  mood  is 
trying  to  overcome  some  heretofore  bodily  deficien- 
cies. Accordingly,  I let  my  patients  eat,  knowing  that 
the  size  of  the  baby  will  not  be  effected : that  eating 
is  one  of  the  few  pleasures  of  the  expectant  mother ; 


and  that  in  the  majority  of  cases  the  demanding  appe- 
tite will  have  only  a temporary  “run.”  A persistent 
abnormal  weight  gain  can  usually  be  controlled  by 
substituting  calcium-phosphorous  tablets  for  milk. 
Thyroid  extract  and  limited  salt  intake  are  often  in- 
dicated and  helpful.  The  possibility  of  developing  a 
toxemia  must  be  kept  in  mind. 

The  annoying  and  frequently  very  distressing 
symptom  of  hyperemesis  gravidarium  is  often  treated 
too  casually  and  inconsiderately  by  the  attendant. 

At  the  very  certain  risk  of  being  criticized  as  ultra 
passe,  I,  from  my  experience  of  more  than  two  and 
one-half  decades,  empirically  recommend  so  common 
a drug  as  luminal  sodium,  given  intramuscularly  in 
the  gluteal  muscle  of  a dosage  from  2 to  5 grs.  The 
average  case  requires  but  a single  administration 
every  2 to  7 days.  The  preparation  is  put  up  in  pow- 
der form  in  ampules  by  the  Winthrop  Chemical  Com- 
pany. Down  through  the  years  I have  run  the  gamut 
of  using  the  various  hormones  and  vitamins,  and  more 
recently  the  combination  of  pvrodoxine  and  supra- 
renal cortex.  In  our  hands,  especially  in  ambulatory 
cases,  none  have  given  the  satisfactory  results  as 
luminal  sodium.  However,  we  have  found  a close 
competitor  in  intravenous  vitamin,  Betalin  S (Lilly), 
in  one  c.c.  doses  at  several  day  intervals. 

Another  gratifying  service  to  the  expectant  mother, 
especially  after  the  sixth  month,  is  the  maternity  cor- 
set, which  in  a true  sense  is  an  abdominal  support. 
Were  the  husband  to  have  an  abdominal  tumor  of  a 
similar  size,  he  would  quickly  welcome  such  a 
garment. 

A properly-fitted  maternity  corset  reduces  the  inci- 
dence of  striae  gravidarum,  relieves  the  fatigue  of 
the  erector  spinae  muscles,  lessens  the  discomfort  of 
the  softened  sacro-iliac  and  symphysis  joints,  im- 
proves the  body  lines  for  dress  appearance,  and 
eliminates  the  need  for  the  undesirable  feature  of 
round  garters  or  rolling  of  the  stockings. 

In  our  practice  we  have  found  it  most  practical  to 
have  the  garment  fitted  in  our  office  by  our  experi- 
enced nurse.  We  also  do  the  subsequent  adjustments. 

A layette  pamphlet,  given  to  the  patient  at  her  first 
visit,  is  an  appreciated  service,  especially  by  the  pri- 
miparous  patient.  The  pamphlet,  in  addition  to  list- 
ing layette  articles  and  naming  the  various  stores 
from  which  they  can  be  purchased,  should  include 
information  and  instructions  for  the  mother  as  to  her 
diet,  clothing,  exercise,  personal  hygiene,  abnormal 
symptoms,  schedule  for  routine  visits,  the  doctor’s 
office  hours  and  phone  numbers,  and  signs  of  begin- 
ning labor.  The  number  of  “don’ts”  should  be 
limited. 

It  is,  also,  helpful  to  include  a separate  list  of 
articles  such  as  nursing  bottles,  nipples,  baby  powder, 
hot  water  bottle,  bath  thermometer,  etc. ; all  to  be 
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available  in  one  package  at  some  local  drug  store. 
The  package,  which  may  be  ordered  as  the  “Infant 
Package,”  eliminates  considerable  petty  shopping  on 
the  part  of  the  patient. 

Another  minor,  but  very  practical  service,  is  sup- 
plying each  patient  with  an  appointment  slip  or  folder, 
indicating  the  date  and  hour  of  the  next  appointment. 
This  eliminates  much  forgetfulness  on  the  part  of  the 
patient,  keeps  appointments  running  more  smoothly, 
and  eliminates  much  unnecessary  phoning  by  the 
receptionist. 

Being  ever  alert  for  breech  presentation,  trans- 
verse-lie, and  multiple  pregnancy,  the  competent  at- 
tendant will  practice  careful  abdominal  palpation  at 
every  visit  after  the  seventh  month.  In  all  cases  of 
either  of  these  suspected  diagnoses,  he  will  seek  the 
aid  of  the  X-ray.  In  the  case  of  breech  it  will  con- 
firm the  diagnosis,  identify  the  variety  of  the  presen- 
tation, disclose  deflection  attitudes,  and  reveal  the 
occasional  unsuspected  and  frequently  associated  pel- 
vic contraction. 

A virtual  proof  of  breech  presentation  can  be 
achieved  by  applying  Mengert’s  Maneuver.  This  is 
performed  by  steadying  the  breech  with  one  hand 
while  slowly,  firmly,  and  steadily  compressing  the 
fetal  head  with  the  fingers  and  thumb  of  the  other. 
The  resulting  pressure  produces  a marked  slowing 
of  the  fetal  heart  rate  from  140  to  less  than  100  beats 
per  minute.  A similar  pressure  to  the  breech  produces 
no  alteration  in  the  fetal  heart  rate. 

Since  the  fetal  mortality  of  the  breech  presentation 
is  three  to  five  times  that  of  the  cephalic,  and  that  of 
the  neglected  transverse-lie  is  100  per  cent,  it  is  quite 
mandatory  these  two  mal-presentations  be  promptly 
corrected.  With  all  conditions  favorable,  this  is  ac- 
complished by  external  version,  and  is  done  with 
greater  ease  and  more  success  from  the  thirtieth  to 
the  thirty-sixth  week.  The  later  in  pregnancy  the 
operation  is  performed,  the  greater  is  the  need  for 
anesthesia,  preferably  surgically  deep  ether,  and  the 
greater  the  number  of  failures. 

Efficient  prenatal  care  is  as  important  as  efficient 
delivery  care. 

All  labor  cases  should  he  hospitalised.  If  it  is  im- 
portant that  father  go  to  the  hospital  to  have  his  ton- 
sils removed,  and  it  is,  then  it  is  more  important  that 
mother  go  to  the  hospital  to  give  birth  to  his  offspring. 
By  all  means  this  applies  to  all  previous  section  cases, 
breech,  transverse-lie,  and  chin  posterior  presenta- 
tions ; and  those  cases  of  placenta  previa,  abruptio 
placentae,  and  contracted  or  borderline  pelvis  ; and 
cases  complicated  by  cardiac,  pulmonary,  and  neph- 
ritic diseases. 

Conduct  of  Labor 

Analgesia  in  labor  is  here  to  stay,  and  anyone  at- 
tempting the  practice  of  obstetrics  in  a modern  com- 
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munity,  should  first  be  well  trained  in  the  use  of  one 
or  more  of  the  present-day  methods. 

A most  important  feature  in  the  conduct  of  labor 
is  checking  and  recording  the  fetal  heart  rate  at  regu- 
lar intervals — every  30  minutes  during  the  first  stage ; 
every  15  minutes  during  the  second  stage  ; and  oftener 
as  the  moment  of  birth  approaches. 

The  more  closely  this  routine  is  observed,  the 
greater  is  the  number  of  salvaged  babies. 

Let  us  be  ever  reminded  that  the  obstetrical  patient 
differs  from  the  medical  or  surgical  case  in  that  it 
extends  us  the  responsibility  for  two  individuals,  and 
that  the  stethoscope  is  our  chief  aid  in  checking  the 
well-being  of  the  one  unseen. 

Pelvic  examinations  should  be  made  rectally.  How- 
ever, in  the  case  of  delayed  progress  in  labor,  or  some 
irregular  presenting  part  is  discerned  by  rectal,  or 
when  determining  the  diagnosis  of  placenta  previa, 
then,  by  all  means,  should  the  vaginal  be  utilized. 

Conduct  of  Delivery 

1.  For  the  sake  of  asepsis,  the  patient  should  not 
be  taken  to  the  delivery  room  longer  than  one-half 
hour  before  the  expected  time  of  delivery.  A much 
longer  period  is  quite  certain  to  lead  to  contamina- 
tion. It  is  difficult  to  prevent  perspiration,  amniotic 
and  fecal  fluids  from  conveying  in  time  bacteria 
through  the  draping  materials  — as  well  as  the  prob- 
lem of  keeping  the  drapes  from  becoming  awry. 
Likewise,  there  is  the  likelihood  of  contamination  of 
the  instruments  from  prolonged  exposure ; and,  also, 
the  difficulty  of  controlling  of  non-sterile  contacts  by 
the  assistants,  when  subjected  to  tiresome  waiting. 

In  such  instances  redraping  and  replacing  of  gowns 
and  gloves  should  be  a usual  routine.  In  other  words, 
the  spirit  of  Semmelweis  should  ever  prevail. 

2.  In  general,  one  should  follow  the  slogan,  “If  a 
perineum  exists,  an  episiotomy  shoidd  he  done.”  Un- 
less apt  at  repairing  third-degree  lacerations,  one 
should  go  slow  in  adopting  the  routine  median.  It  is 
better  to  guide  the  baby  beside  the  rectum  than 
through  it. 

An  outstanding  goal  of  every  delivery  is  an  intact 
sphincter  and  a nulliparous  introitus.  A timely  episi- 
otomy  and  a proper  repair  will  guarantee  both.  In 
repairing  a perineum,  one  shoidd  always  preserve  its 
expression. 

3.  When  delivering  a premature  infant  one  should 
adhere  closely  to  the  dictum,  “The  more  premature 
the  infant,  the  more  generous  the  episiotomy.”  It  is 
here  an  episiotomy  is  often  a life-saving  measure. 
Fully  50  per  cent  of  all  premature  infant  deaths  are 
due  to  intracranial  hemorrhage.  This  results  from 
injury  to  the  frail  blood  vessels  born  by  the  delicate 
brain-supporting  structures,  and  is  in  direct  propor- 
tion to  the  degree  of  moulding. 
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4.  In  repairing  episiotomies  and  perineal  lacera- 
tion, one  should  avoid  too  many,  too  tight,  too  hard, 
and  too  haphazardly  placed  sutures.  When  the  pa- 
tient’s limbs  are  taken  down  from  the  leg-holders,  all 
the  perineal  structures  that  have  been  injured  fall  into 
normal  relation,  and  all  that  is  necessary  in  their  re- 
pair is  to  gently  coapt  their  respective  margins  for 
the  brief  period  of  ten  days.  By  that  time  Nature 
will  have  taken  over. 

5.  Conditions  being  favorable  as  to  skill  and  sur- 
roundings, the  prophylactic  forceps  is  an  operation 
strongly  recommended.  It  spares  the  mother  the  most 
exhausting  hours  of  her  labor,  and  the  infant,  pro- 
longed cerebral  compression. 

6.  In  the  conduct  of  the  third  stage  the  blood  loss 
should  be  checked  as  much  as  possible.  It  is  simpler 
to  conserve  blood  than  it  is  to  transfuse  it.  It  is  here 
we  depend  much  upon  the  use  of  oxytocics.  Either 
of  the  following  methods  is  highly  practical : 

(a)  Five-tenths  to  1.0  c.c.  of  pituitrin  is  given 
hypodermically  following  the  birth  of  the 
baby,  and  one  ampule  of  ergotrate  (gr. 
1/320)  hypodermically  after  the  birth  of  the 
placenta. 

(b)  The  Chicago  Lying-in  technic.  After  a delay 
of  30  seconds  following  the  birth  of  the  head 
and  the  assured  birth  of  the  shoulders,  1 c.c. 
of  ergotrate  (gr.  1/320)  is  administered 
intravenously. 

We  prefer  and  routinely  employ  this  latter  method. 
In  practically  all  instances  the  blood  loss  from  the 
uterus  is  less  than  that  from  the  episiotomy.  We 
further  find  it  eliminates  the  need  for  the  adminis- 
tration of  some  ergot  preparation  during  the  first  two 
or  three  postpartum  days  as  customarily  done  for  the 
prevention  of  subinvolution  of  the  uterus.  It  thus 
reduces  both  medication  to  the  patient  and  service 
by  the  nurse. 

(The  ice-bag  to  the  fundus  has  rightfully,  long 
since  become  passe.  Not  only  is  its  efficiency  ques- 
tionable, but  it  serves  as  an  added  chore  to  both  the 
nurse  and  the  patient.  Besides,  18  (??)  per  cent  of 
the  bags  leak.) 

The  long  standing,  dogmatic  dictum,  “Pituitrin  is 
a criminal  agent  if  administered  before  the  birth  of 
the  child,”  has  until  recently  held  us  in  abeyance  in 
developing  the  fullest  utilization  of  this  oxytocic. 
However,  as  with  the  mastering  of  strychnine  as  a 
useful  drug,  we  have  developed  its  administration 
and  regulated  its  dosage  to  a degree  that  it  is  now  not 
only  a safe,  but  a most  important  aid  in  handling 
such  problems  as  postpartum  hemorrhage,  induction 
of  labor,  inertia  uteri,  and  abruptio  placentae. 

The  intravenous  drip  technic  is  more  physiologic 
than  the  intramuscular  and  intranasal  methods,  and 
for  that  reason  is  safer  and  more  efficient.  Since 


pitocin,  perhaps  not  quite  as  efficacious  as  pituitrin, 
reduces  pituitary  shock  and  eliminates  the  danger  of 
the  blood  pressure  elevation  in  unrecognized  pre- 
eclamptic patients,  it  is  the  better  choice  of  the  two 
preparations. 

Technic  of  Intravenous  Pitocin  Drip  for  the  in- 
duction of  labor  and  treatment  of  inertia  uteri: 

(1)  Mix  5.0  m.  of  pitocin  thoroughly  with  500 
c.c.  5 per  cent  glucose  solution.  (50  c.c.  of  solution 
is  equivalent  to  0.5  m.  of  pitocin.) 

(2)  For  the  first  half  hour  administer  with  a pre- 
tested Murphy  drip  apparatus  0.25  m.  of  pitocin  — ■ 
12  to  14  drops  of  the  solution  per  minute — .8  c.c.  of 
solution. 

(3)  After  the  first  half  hour,  if  .25  m.  is  not 
effective,  increase  to  0.5  m.  of  pitocin  over  30  minutes 
— 25  to  30  drops  of  the  solution — 1.7  c.c.  of  solution. 

Precautions: 

(1)  Do  not  have  the  solution  flowing  when  the 
needle  is  inserted — a dangerous  amount  of  the  pitocin 
might  be  given  before  the  flow  is  regulated.  The 
number  of  drops  should  be  built  up  from  zero. 

(2)  The  patient  should  never  be  left  alone.  The 
flow  must  be  checked  from  time  to  time.  Moreover, 
the  clamp  might  slip. 

This  accident  can  be  avoided  by  employing  the 
Harvard  clamp  (manufactured  by  the  Harvard  Ap- 
pliance Company,  Dover,  Massachusetts). 

(3)  The  uterine  contractions  must  be  observed 
constantly.  If  they  exceed  2 minutes  or  if  the  fetal 
heart  tones  show  abnormal  variation,  the  clamp  must 
be  shut  off  immediately  and  remain  shut  until  the  dis- 
turbances are  corrected.  In  the  meantime  a normal 
salt  solution  by  means  of  a Y-tube  may  be  switched 
for  the  pitocin  solution. 

These  precautions  must  be  observed  unrelentingly. 
A pituitary  oxytocic  unscrupulously  administered 
intravenously  can  be  “dynamite.” 

Puerperal  Care  of  Mother 

1.  The  greatest  use  of  pitocin  drip  is  the  treatment 
of  postpartum  hemorrhage.  Eastmen  of  Johns  Hop- 
kins reports  he  has  successfully  substituted  it  for  the 
intrauterine  packing  in  treating  uterine  hemorrhage 
in  their  last  12,000  delivery  cases.  In  dealing  with 
this  complication,  the  rate  of  flow  may  be  increased 
to  60  or  70  drops  per  minute  if  indicated. 

It  appears  pitocin  drip  is  destined  to  replace  the 
intramuscular  use  of  pitocin  and  pituitrin,  as  it  can  be 
advantageously  employed,  also,  in  incomplete  and 
septic  abortions,  some  cases  of  hydatiform  male,  cer- 
tain cases  of  abruptio  placentae,  and  following  the 
birth  of  the  baby  at  Caesarean  section. 

2.  An  abdominal  binder  for  the  first  two  or  three 
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postpartum  days  is  gratefully  accepted  by  the  patient. 
This  is  ordered  for  her  comfort  only,  and  not  as  a 
prophylactic  against  hemorrhage  or  as  an  aid  for 
figure  restoration.  The  uterus  following  delivery 
weighs  2 pounds,  and  its  supporting  structures  are 
extraordinarily  lax,  and  the  abdominal  wall  extremely 
flacid.  The  supporting  effect  of  the  binder  gives  real 
comfort. 

3.  The  patient  is  entitled  to  and  will  tolerate  a 
tegular  diet  as  soon  as  she  has  recovered  from  her 
anaesthetic.  Her  many  hours  of  exhaustive  labor 
should  extend  her  the  same  consideration  given  the 
gridiron  star,  whose  meal  following  one  hour  of  many 
times  less  physical  expenditure  includes  a one-inch 
steak.  Her  digestive  tract  and  forces  have  not  been 
disturbed,  and  it  would  appear  to  be  an  injustice  to 
limit  her  to  a sloppy  and  soft  food  diet  the  first  24  to 
48  hours  after  delivery,  a routine  frequently 
observed. 

4.  Most  patients  can  he  relieved  of  perineal  pain 
by  removing  the  vulvar  pad  and  applying  an  ice- 
collar  covered  with  a sterile  towel.  Heat  from  a light 
bulb,  also,  serves  well. 

5.  The  engorgement  of  breasts  is  readily  relieved 
by  oral  stilbestrol — 1 to  2 mg.  taken  t.i.d.  for  2 or  3 
days.  If  it  is  desired  to  dry  up  the  breasts,  the  dosage 
is  increased  to  5 to  10  mg.  t.i.d.  for  3 or  4 days. 

A properly  applied  adhesive  support,  not  binder, 
can  also  he  used  in  the  treatment  of  engorgement.  It 
gives  complete  relief,  and  has  the  advantages  over  the 
soft  material  supports  of  being  completely  efficient, 
not  having  to  be  changed  at  nursing  time,  being  more 
comfortable,  and  allowing  easy  access  to  the  nipples 
for  nursing. 

6.  The  patient  can  profit  greatly  by  exercises  dur- 
ing the  puerperium,  and  some  such  routine  as  the 
following  should  be  prescribed : 

a.  First  day  and  after  lie  on  stomach  j/2  hour 
or  longer  t.i.d.  This  replaces  the  awkward  and 
embarrassing  knee-chest  position. 

b.  Second  day  and  after  raise  one  foot  then  the 
other  with  the  knee  straight  toward  the  ceiling 
10  to  12  times  night  and  morning.  Sit  on  the 
edge  of  the  bed  and  dangle  feet  5 to  10  minutes 
2 or  3 times  daily. 

c.  Third  day  and  after  with  arms  folded  high 
across  the  chest,  rise  rapidly  to  upright  sitting 
position  and  recline  slowly  10  to  12  times  night 
and  morning  following  limb  exercise,  “b.” 

The  patient  should  continue  lying  some  on  stomach 
during  the  day  or  during  sleep,  and  the  sitting-up 
exercise,  “c,”  for  one  month  after  leaving  the  hos- 
pital. 

7.  As  we  retrospect  through  the  years  there  arises 
an  inner  penance  for  the  disservice  we  rendered  our 
loyal  patients  who  so  faithfully  accepted  our  orders 
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to  remain  in  bed  10,  12,  14  or  more  postpartum  days. 
This  late  rising  delayed  their  convalescence,  and 
often  so  because  of  unnecessary  complications  re- 
sulting therefrom. 

Early  rising  is  now  commonly  conceded  to  have  the 
following  advantages : 

a.  An  increased  sense  of  physical  well-being  and  a 
better  psychological  attitude. 

b.  A reduced  incidence  in  such  complications  as 
cystitis,  respiratory  infections,  thrombophlebi- 
tis, and  pulmonary  embolism. 

c.  A more  rapid  involution  of  the  uterus. 

d.  An  economic  saving  because  of  a briefer  hos- 
pital stay,  and 

e.  A shorter  convalesence  period. 

Routines  of  early  rising  vary  in  different  clinics. 
Ours  is  as  follows : 

a.  Second  day:  Up  in  chair  15  minutes  2 times. 

b.  Third  day : About  room  30  minutes  2 to  3 
times. 

c.  Fourth  day:  Up  and  down  corridor,  and  to 
toilet. 

d.  Fifth  day  : Shower  bath. 

e.  Sixth  day  : Privilege  of  washing  hair. 

The  daily  exercises  listed  above  are  conducted  in 
conjunction  with  these  early  rising  privileges. 

Although  early  rising  may  enable  a patient  to  leave 
the  hospital  as  early  as  the  5th  day,  it  is  preferable 
that  she  not  do  so  before  the  8th  or  10th  day.  She 
is  well  entitled  to  the  extra  days  of  hospital  rest. 

Care  of  the  Infant  During  the  Puerperium 

1.  The  first  service  to  the  infant  is  thorough  aspi- 
ration of  its  nasal  and  bronchial  passages.  This  is  to 
be  done  before  any  stimulation  of  respiration.  The 
nares  and  mouth  can  be  aspirated  with  a 4-ounce  soft 
rubber  ear  syringe  as  soon  as  the  head  is  born.  Imme- 
diately following  the  cutting  and  ligating  the  cord, 
the  trachea  should  be  freed  of  mucous  with  a soft 
rubber  catheter. 

Aspiration  of  Caesarean  born  babies  should  be 
routine,  since  it  has  been  found  their  bronchial  tree 
contains  on  the  average,  6 to  8 c.c.  of  mucous,  which 
is  three  times  the  average  found  in  babies  born  per 
vaginum.  No  doubt  this  fact  accounts  for  many  of 
the  unexplained  deaths  that  occur  shortly  after  birth 
among  babies  delivered  by  section. 

All  apneic  babies  are  to  be  given  oxygen. 

2.  The  care  of  the  infant  in  the  majority  of  cases, 
at  least  until  the  pediatrician  or  family  physician  takes 
over,  becomes  the  responsibility  of  the  obstetric 
attendant. 

We  put  the  baby  to  the  breast  12  hours  after  birth. 
This  is  done  chiefly  to  give  the  mother  the  pleasure 
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of  seeing  the  baby.  During  the  next  24  hours  it  is 
taken  to  the  breast  every  6 hours.  Babies  weighing 
? lbs.  and  over  are  then  put  on  the  4 hours’  schedule 
(both  breasts  at  each  nursing),  omitting  the  2 a.  m. 
feeding.  The  baby  readily  adapts  itself  to  this  sched- 
ule, and  spares  the  mother  the  chore  of  nursing  at 
2 a.  m.  after  she  leaves  the  hospital. 

Babies  weighing  5p2  to  7 lbs.  are  placed  on  a 
3-hour  schedule  during  the  day  and  4-hour  at  night, 
nursing  on  but  one  breast  at  each  feeding. 

Premature  and  immature  infants  (less  than  5J4 
lbs.)  are  given  incubator  care,  and  are  not  given 
water,  food  or  a bath  the  first  24  hours. 

3.  We  believe  a supplementary  feeding  until  the 
breast  milk  is  established  is  well  indicated.  It  pre- 
vents inanition  fever,  reduces  the  so-called  physio- 
logic birth  weight  loss,  and  affords  the  mother  con- 
siderable peace  of  mind. 

Our  favorite  formula,  a simple  and  practical  one, 


is  the  following : 

Evaporated  milk  IV 

Karo  syrup  ss 

Boiled  Water  VIII 


Sig:f  I-II  P.C.  until  breast  milk  is  established. 

4.  Circumcision.  Too  many  babies  are  needlessly 
circumcised,  and  there  are  two  common  errors  in  the 
usual  technic:  the  removal  of  too  much  foreskin,  and 
unnecessary  suturing. 

Nature  intended  the  glans  be  completely  covered. 
Therefore,  we  should  strive  to  have  it  at  least  two- 
thirds  or  three-fourths  covered.  The  cornification  of 
the  epithelial  covering  of  the  exposed  glans,  which 
results  from  the  glans  rubbing  against  the  trouser 
flap  during  the  many  years  of  growing  manhood, 
sometimes  hampers  the  pleasure  of  the  marital  act  in 
later  life.  Also,  ulceration  of  the  meatus  and  its  re- 
sulting stricture  are  reported  to  be  predominately 
found  among  circumcized  children. 

Hemostasis  is  the  only  indication  for  sutures,  and 
they  are  rarely  found  necessary.  The  clamp  method 
greatly  eliminates  their  need. 

An  excellent  circumcision  dressing  is  a rolled  five 
or  six-inch  piece  of  surgical  gauze  three-fourths  of 
an  inch  wide,  autoclaved  in  albolene.  The  dressing 
is  applied  by  wrapping  it  firmly  about  the  penis,  and 
it  is  not  disturbed  until  it  is  ready  to  drop  off  about 
the  third  or  fourth  day.  At  that  time  the  wound  is 
sufficiently  healed  as  not  to  require  further  dressing. 
The  two  advantages  of  this  dressing  are  it  does  not 
have  to  be  changed,  and  it  permits  the  infant  to 
urinate  through  it  rather  than  into  it. 

5.  A much  appreciated  service,  particularly  by  the 
mother  and  grandmother,  is  the  removal  of  the  cord 
stump  before  the  baby  is  taken  from  the  hospital. 
This  can  be  safely  done  as  early  as  the  fifth  post- 


partum day,  and  is  readily  performed  by  twisting  the 
stump  off  either  with  a piece  of  gauze  or  with  the 
aid  of  a hemostat.  The  oozing  base  is  treated  with  a 
silver  nitrate  stick,  and  then  covered  with  a tincture 
of  merthiolate  dressing.  This  has  been  our  routine 
the  past  several  years,  and  we  can  strongly  recom- 
mend the  procedure. 

Postpartum  Care 

The  responsibility  of  adequate  postpartum  care 
does  not  end  at  the  six  weeks’  examination,  but 
should  be  continued  throughout  the  first  year  with 
check-ups  at  three  months,  six  months,  and  one  year. 

At  the  six  weeks’  examination,  the  mother  should 
be  checked  as  to  involution  and  position  of  the  uterus, 
perineal  healing,  blood  pressure,  urine,  and  hemo- 
globin. 

Two-thirds  of  all  retroversions  that  did  not  exist 
prior  to  pregnancy  can  be  permanently  corrected  by 
use  of  the  pessary. 

The  infant,  which  as  a rule  has  been  placed  in  the 
hands  of  the  pediatrician  or  family  physician  and 
checked  before  leaving  the  hospital,  is  seen  only  at 
this  visit,  and  is  checked  for  the  condition  of  the 
navel  and  circumcision. 

Any  endocervicitis  found  after  the  third  month 
should  be  completely  eradicated.  This  can  be  done  in 
practically  all  cases  by  an  office  electric  cautery.  But 
few  services  are  more  appreciated  by  the  patient,  in 
that  it  not  only  eliminates  a rather  common  fore- 
runner of  cancer,  but  the  leukorrheal  nuisance  as 
well. 

A zooman  does  not  have  to  have  a leukorrheal  dis- 
charge just  because  she  has  had  a baby.  Postpartum 
care  is  frequently  synonymatic  with  preconceptional 
care. 

“Human  Relations” 

No  branch  of  medicine  lends  itself  so  closely  to 
human  relations  as  does  obstetrics.  The  birth  of  a 
baby  is  the  most  humane  event  in  all  life.  It  evokes 
the  most  joyous  interest  of  every  family  member, 
and  the  worthy  attendant  will  capitalize  upon  sharing 
the  exaltation. 

Let  us  be  reminded,  the  obstetrician  should  not 
zvear  the  cheerless  mask  of  a mortician.  At  all  times 
his  lot  is  to  eminate  cheerfulness,  and  in  this  light, 
he  should  always  be  tactful  enough  to  have  a patient 
smiling  as  she  leaves  his  office.  The  word,  “easy,” 
should  be  frequently  employed  when  discussing  her 
case  with  her.  It  is  well  to  interject  occasionally  sucb 
remarks  as,  “Mrs.  ‘Jones,’  your  measurements  are 
normal.  I am  sure  you  are  going  to  have  an  easy 
delivery.”  Or,  “Your  baby  lies  in  an  easy  position, 
and  you  should  have  no  difficulty.”  Or  again,  “Tell 
Mr.  ‘Jones,’  your  blood  pressure  and  urine  have  con- 
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EDITORIAL 

The  Fall  Clinical  Session  Program 


It  is  an  unusual  and  certainly  a very  fine  relation- 
ship when  three  organizations  join  forces  to  present 
a program  so  outstanding  as  the  one  prepared  for  the 
Fall  Clinical  Session.  The  Maine  Medical  Associa- 
tion, the  Maine  Heart  Association,  the  Maine  Cancer 
Society  together  with  Dr.  William  V.  Cox’s  commit- 
tee of  the  Androscoggin  County  Medical  Society  have 
cooperated  closely  and  harmoniously  to  present  a list 
of  nationally  recognized  physicians  discussing  and 
explaining  the  latest  advances  in  medicine’s  fight 
against  Cancer  and  Cardiac  and  Vascular  diseases. 
As  soon  as  you  glance  at  the  names  of  the  speakers  on 
the  program  which  follows  on  the  next  pages  you  will 
recognize  fully  the  opportunity  that  is  being  offered 
to  you. 

It  seems  quite  proper  to  make  acknowledgement  to 
the  people  who  are  mainly  responsible  for  this  pro- 
gram. Dr.  Cox’s  committee  for  Androscoggin  County 


From  Dr.  Joseph  Lawrence,  Director  of  your 
Washington  Office,  we  have  just  received  the  follow- 
ing Bulletin : — 

“The  Senate,  Thursday,  October  4th,  by  voice 
(unrecorded)  vote  recommitted  S.  337,  Federal  Aid 
to  Medical  Education.  To  recommit  in  this  case 
means  that  the  bill  is  being  returned  to  the  Senate 
Labor  and  Public  Welfare  Committee.  It  is  highly 
unlikely  that  the  committee  will  reconsider  the  bill  at 
this  session  of  Congress.” 

Senator  Owen  Brewster  of  Maine  was  active  in 
opposition  to  the  measure. 


appears  on  the  opposite  page : Dr.  Romeo  Beliveau 
of  Auburn-Lewiston,  President;  Dr.  Forrest  Ames 
of  Bangor,  Chairman  of  the  Service  Committee  and 
Miss  Mary  Leo,  Executive  Director  of  the  Maine 
Cancer  Society,  Dr.  Charles  Cameron  of  New  York 
City,  Medical  and  Surgical  Director  of  the  American 
Cancer  Society.  Dr.  Edward  Greco  of  Portland, 
President ; Dr.  Charles  Steele  of  Lewiston  and  Mr. 
William  Darroch,  Executive  Secretary  of  the  Maine 
Heart  Association.  These  people  and  others  have 
been  instrumental  in  obtaining  the  speakers ; the 
Maine  Cancer  Society  and  the  Maine  Heart  Associa- 
tion are  paying  their  expenses. 

Dr.  Cox  rightfully  says,  “I  trust  that  we  will  have 
a large  attendance  at  the  meeting  for  it  would  be  too 
had  to  have  this  number  of  top  flight  men  come  with- 
out a large  audience.” 


This  is  the  respite  and  opportunity  to  redouble 
efforts  for  voluntary  contributions  for  support  of 
medical  schools.  It  is  a fact  that  tuition  does  not  cover 
the  cost  of  the  education ; it  is  a fact  that  many  medi- 
cal schools  have  incurred  deficits  maintaining  the 
present  levels  of  enrollment  without  increase;  the 
solution  is  either  Federal  subsidy  with  the  attendant 
danger  of  Federal  control,  or  voluntary  gifts  by  in- 
dividuals, particularly  doctors. 

Send  your  checks  to  : — 

American  Medical  Education  Foundation 
535  North  Dearborn  Street 
Chicago  10,  Illinois 


Program 


CLINICAL  SESSION 
MAINE  MEDICAL  ASSOCIATION 

LEWISTON,  MAINE 
OCTOBER  28,  29  and  30,  1951 


Daytime  Sessions 
Central  Maine  General  Hospital 

Evening  Dinners  and  Sessions 
DeWitt  Hotel 


Sponsored  by  the  Androscoggin  County  Medical  Society 

COMMITTEE  FOR  PROGRAM  AND  ARRANGEMENTS 

William  V.  Cox,  M.  D„  Chairman 


Vincent  H.  Beeaker,  M.  D. 
Romeo  A.  Beliveau,  M.  D. 
Alcid  F.  Dumais,  M.  D. 
Dean  Fisher,  M.  D. 


John  A.  James,  M.  D. 
Daniel  F.  D.  Russell,  M.  D. 
Charles  W.  Steele,  M.  D. 
H.  Paul  Wakefield,  M.  D. 
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NOTICES 

Registration 

Sunday,  October  28,  1951 

5:00-7:30  P.  M. 

DeWitt  Hotel 

Monday,  October  29,  1951 

8:00-11:00  A.  M.  and  1:00-4:00  P.  M. 
Central  Maine  General  Hospital 
5:00-7:30  P.  M. 

DeWitt  Hotel 

Tuesday,  October  30,  1951 

8:00-11:00  A.  M. 

Central  Maine  General  Hospital 


PROGRAM 

Sunday,  October  28,  1951 


6:30  P.  M. 

Maine  Medical  Society  Dinner  — DeWitt  Hotel 
7:30-8:30  P.  M. 

“The  Clinical  Significance  of  the  Transplantability  of  Human 
Cancer” 

Dr.  Harry  S.  N.  Greene,  Professor  of  Pathology,  Yale  Medical 
School,  New  Haven 


8:30-9:30  P.  M. 

Round  Table  Discussion  — “Carcinoma  of  the  Lung” 

Moderator,  Dr.  Richard  H.  Overholt,  Clinical  Professor  of 
Surgery,  Tufts  Medical  School,  Boston 

Dr.  Eugene  P.  Pendergrass,  Professor  of  Radiology,  University 
of  Pennsylvania,  Philadelphia 

Dr.  Harry  S.  N.  Greene,  Professor  of  Pathology,  Yale  Medical 
School,  New  Haven 


Monday,  October  29,  1951 
Central  Maine  General  Hospital 


9:00-9:45  A.  M. 

“What’s  New  in  the  Diagnosis  and  Treatment  of  Carcinoma 
of  the  Lower  Bowel” 

Dr.  Michael  R.  Deddish,  Attending  Surgeon,  Memorial  Hos- 
pital, New  York  City 

9:45  10:30  A.  M. 

“The  Detection  and  Management  of  Carcinoma  of  the  Breast” 

Dr.  Herbert  W.  Meyer,  Professor  of  Clinical  Surgery,  New 
York  University  Medical  School,  New  York 

10:30-11:15  A.  M. 

Case  Presentations 

Drs.  Deddish,  Esselstyn,  Greene,  Meyer,  Overholt,  and  Pender- 
grass 

11:15-12:15  A.  M. 

“Modern  Management  of  Carcinoma  of  the  Tongue” 

Dr.  Oliver  S.  Moore,  Jr.,  Memorial  Hospital,  New  York  City 


12:15-1:30  P.  M. 

Luncheon 

1:30-2:15  P.  M. 

“Radiation  Treatment  in  Carcinoma  of  the  Cervix” 

Dr.  Eugene  R.  Pendergrass,  Professor  of  Radiology,  University 
of  Pennsylvania,  Philadelphia 

2:15-3:00  P.  M. 

“This  Business  of  Cancer  Detection” 

Dr.  Caldwell  B.  Esselstyn,  Surgeon,  Rip  Van  Winkle  Clinic, 
Hudson,  New  York 

3:00-3:45  P.  M. 

“Paroxysmal  Tachycardia  in  Infants  and  Children.  A Review 
of  41  Cases” 

Dr.  Alexander  S.  Nadas,  Attending  Physician,  Children’s  Hos- 
pital, Boston 
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3:45-4:30  P.  M. 

Clinic  on  Hypertension  and  Coronary  Heart  Disease  with  Case 
Presentations 

Dr.  Paul  D.  White,  Clinical  Professor  of  Medicine,  Harvard 
Medical  School,  Boston 


7:30-8:30  P.  M. 

“Edema  with  Hyponatremia” 

Dr.  Louis  G.  Welt,  Assistant  Professor  of  Medicine,  Yale  Medi- 
cal School,  New  Haven 


8:30-9:30  P.  M. 

“Heart  Disease  40  Years  Ago  and  Now” 

Dr.  Paul  D.  White,  Clinical  Professor  of  Medicine,  Harvard 
Medical  School,  Boston 


Tuesday,  October  30,  1951 


6:30-7:30  P.  M. 
Dinner  — DeWitt  Hotel 


Central  Maine  General  Hospital 


9:00-9:45  A.  M. 


10:30-11:15  A.  M. 


“The  Differential  Diagnosis  of  Pain  in  Anterior  Chest” 

:l  Dr.  Harold  M.  Marvin,  Associate  Professor  of  Medicine,  Yale 
Medical  School,  New  Haven 


“Cardiac  Surgery” 

Dr.  Dwight  E.  Harken,  Assistant  Professor  of  Surgery,  Har- 
vard Medical  School,  Boston 


9:45-10:30  A.  M. 
j “Peripheral  Vascular  Disease” 

Dr.  Robert  R.  Linton.  Assistant  Professor  of  Surgery,  Harvard 
Medical  School,  Boston 


11:15-12.00  A.  M. 

Presentation  of  Cases 


PROGRAM  OF  THE  WOMAN'S  AUXILIARY  TO 
THE  MAINE  MEDICAL  ASSOCIATION 


Monday,  October  29,  1951 


10:00  A.  M. 

Executive  Board  Meeting 

State  Officers  and  County  Presidents,  DeWitt  Hotel,  Room  206 
12:30  P.  M. 

Luncheon,  DeWitt  Hotel,  Room  206 

All  ladies  are  welcome  and  it  is  hoped  that  as  many  as  possible 
will  attend 


1:30  P.  M. 

Regular  Fall  Meeting  of  Auxiliary,  DeWitt  Hotel,  Room  206 
3:30-5:30  P.  M. 

Androscoggin  County  Auxiliary  cordially  invites  all  ladies  to 
a tea  at  the  home  of  Mrs.  William  V.  Cox,  82  Gamage 
Avenue,  Auburn 

Mrs.  Henry  Thacher,  President, 
Androscoggin  Comity  Auxiliary 


NOTES 


(1)  The  portion  of  the  scientific  program  devoted  to  Cancer 
is  sponsored  by  the  American  Cancer  Society,  Inc.,  and 
The  Maine  Cancer  Society,  Inc.,  and  is  financed  by  The 
Maine  Cancer  Society,  Inc. 

(2)  The  portion  of  the  scientific  program  devoted  to  Cardiac 
and  Vascular  Disease  is  sponsored  by  the  American  Heart 
Association  and  the  Maine  Heart  Association  and  is 
financed  by  the  Maine  Heart  Association. 

(3)  Ladies  are  cordially  invited  to  attend  the  scientific  ses- 
sions and  dinners. 


(4)  Members  of  the  Maine  Medical  Association  are  urged  to 
make  reservations  soon  at  DeWitt  Hotel,  Hotel  Littleton, 
or  other  hotels  so  that  satisfactory  accommodations  can 
be  obtained. 

(5)  The  Central  Maine  General  Hospital  will  be  open  for 
inspection  on  Monday,  October  29,  1951,  and  there  will 
be  conducted  tours  for  those  who  desire  to  inspect  the 
hospital. 
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COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Ralph  A.  Goodwin,  Jr.,  M.  D.,  Auburn 

Aroostook 

President,  Armand  Albert,  M.  D.,  Van  Buren 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 
Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Hanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  Ralph  C.  Powell,  M.  D.,  New  Harbor 

Oxford 

President,  Alfred  Oestrich,  M.  D.,  Rumford 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Harry  D.  McNeil,  M.  D.,  Bangor 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Linus  J.  Stitham,  M.  D.,  Dover-Foxcroft 
Secretary,  George  C.  Howard,  M.  D.,  Guilford 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Androscoggin 

Ralph  A.  Goodwin,  Jr.,  M.  D.,  of  Auburn,  has  been  ap- 
pointed Secretary-Treasurer  of  the  Androscoggin  County 
Medical  Society,  to  succeed  Dr.  Dean  Fisher,  who  has  re- 
turned to  the  State  Bureau  of  Health  in  Augusta. 


Piscataquis 

The  annual  meeting  of  the  Piscataquis  County  Medical 
Society  was  held  at  The  Birches,  Rockwood,  Maine,  Septem- 
ber 20,  1951. 

The  following  officers  were  elected  for  the  coming  year : 

President,  Linus  J.  Stitham,  M.  D.,  Dover-Foxcroft. 

Vice  President,  Francis  W.  Bradbury,  M.  D.,  Dover-Fox- 
croft. 

Secretary-Treasurer,  George  C.  Howard,  M.  D.,  Guilford. 

Delegate  to  the  Maine  Medical  Association,  Ralph  C. 
Stuart,  M.  D.,  Guilford.  Alternate,  Albert  M.  Carde,  M.  D., 
Milo. 

George  C.  Howard,  M.  D., 

Secretary. 


Waldo 

Dr.  and  Mrs.  John  A.  Caswell  entertained  the  Waldo 
County  Medical  Society  at  their  new  home  in  Northport  on 
the  evening  of  Tuesday,  September  11th. 

A delicious  shore  dinner  was  followed  by  the  business 
meeting,  at  which  Dr.  A.  O.  Stein  presided. 

Dr.  E.  W.  Stein  reported  that  the  majority  of  the  local 
druggists  did  not  appear  in  favor  of  maintaining  open  stores 
on  Sundays  and  holidays,  although  most  of  them  claimed  to 
be  available  for  emergency  service. 

Dr.  Harold  Pooler  of  the  Bangor  State  Hospital  was  the 
speaker  of  the  evening.  He  talked  informally  on  the  practical 
aspects  of  psychiatric  treatment,  especially  those  phases  with- 
in the  province  of  the  general  practitioner,  and  his  subject  was 
of  much  interest  to  all  those  present. 

Raymond  L.  Torrey,  M.  D., 

Secretary. 


Washington 

In  place  of  the  regular  September  meeting,  members  of  the 
Washington  County  Medical  Society  attended  the  Scientific 
Sessions  of  the  New  Brunswick  Medical  Society  held  at  St. 
Andrews,  N.  B.,  on  September  5-8,  1951. 

Members  attending  were  Drs.  S.  R.  Webber,  Hazen 
Mitchell  and  John  Metcalf  of  Calais;  Gordon  Sears  of  Wood- 
land ; James  Bates  of  Eastport ; Karl  Larson  of  East  Machias ; 
H.  S.  Everett,  L.  W.  Brownrigg,  E.  S.  Stiles,  E.  B.  John- 
ston, E.  O.  Thomas  of  St.  Stephen,  N.  B. ; Fred  Sears  of 
Milltown,  N.  B. ; E.  A.  Stuart  of  St.  Andrews,  N.  B. ; and 
R.  D.  Smith  of  St.  George,  N.  B. 

Dr.  L.  W.  Brownrigg  of  St.  Stephen,  N.  B.,  a member  of 
the  Maine  Medical  Association,  was  retiring  president  of 
the  New  Brunswick  Medical  Association.  Dr.  S.  R.  Webber 
of  Calais,  a member  of  the  Maine  Medical  Association,  was 
elected  to  the  Executive  Board  of  the  New  Brunswick  Medi- 
cal Association. 

Karl  V.  Larson,  M.  D., 
Secretary. 
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The  Anticholinergic  Action  of  BanthTne  in  Peptic  Ulcer 


— reduces  the  excessive  vagal  stimulation  characteristic  of  the  ulcer 
diathesis  by  inhibiting  stimuli  at  . . . 

1.  The  parasympathetic  and  sympathetic  ganglia. 

2.  The  effector  organs  of  the  parasympathetic  system. 


By  this  action  BanthTne 
consistently  reduces  hy- 
permotility and,  usual- 
ly, hyperacidity. 


BanthTne* 

BROMIDE 

BRAND  OF  METHANTHELINE  BROMIDE 


Suggested  Dosage: 
One  or  two  tablets 
(50  to  100  mg.) 
every  six  hours. 


SEARLE 


RESEARCH 


N THE  SERVICE  OF  MEDICINE 
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A Little  About  Some  of  Your  Colleagues 


Wallace  E.  Webber,  M.  D.,  of  Lewiston,  Honorary 
Member  of  the  Maine  Medical  Association,  writes  us  as  fol- 
lows : “About  the  father  and  son  talk.  I started  in  1895  to- 
gether with  X-ray  and  diphtheria  antitoxin.  My  son  Wedg- 
wood graduated  from  Yale  in  1934  and  over  the  phone  comes 
— is  this  the  old  man  or  the  boy — and  alas  the  boy  is  a man  of 
44  years.  How  the  idea  of  boy  does  stick  in  the  home  town.” 


Dr.  Harvey  Howard,  of  Freeport,  Honorary  Member 
of  the  Maine  Medical  Association,  and  Mrs.  Howard  were 
honored  at  a surprise  55th  wedding  anniversary  party,  Sep- 
tember 2nd,  on  a recent  visit  to  Centerville,  N.  B.  Long  dis- 
tance arrangements  for  the  party  were  made  by  their  son. 
Dr.  Gordon  Howard,  who  is  located  in  Los  Angeles,  Cali- 
fornia. 

Dr.  Howard  has  been  practicing  for  56  years.  In  1897,  one 
year  after  their  marriage,  they  located  in  Freeport,  where  he 
practiced  until  1910,  when  they  moved  to  Nebraska.  They 
returned  to  Freeport  in  1926.  He  operated  a private  hospital 
there  for  many  years  and  has  also  served  as  a county  medical 
examiner. 


Dr.  Emerson  H.  (E.  H.)  Drake  (chest  surgery)  is  the 
son-half  of  a doctor  father-son  combination.  His  father  is  Dr. 
Carl  B.  Drake,  a long  time  practitioner  in  internal  medicine 
in  St.  Paul,  Minnesota.  Dr.  Carl  is  also  a Clinical  Associate 
Professor  of  Medicine  at  the  University  of  Minnesota,  which 
out  of  deference  to  Dr.  Emerson  H.  is  located  on  Portland 
Avenue. 

This  father-son  combination  has  no  confusion  as  to  which 
is  wanted  naturally  but  Dr.  E.  H.  (Emerson)  and  Dr.  E.  H. 
(Eugene)  Drake  have  a lot  of  fun  swapping  bills,  appoint- 
ments and  speaking  engagements. 


Edward  A.  Greco,  M.  D.,  of  Portland,  has  assumed  his 
duties  as  President  of  the  Maine  Heart  Association,  succeed- 
ing the  late  Dr.  Wilfrid  J.  Comeau  of  Bangor. 


Dr.  Greco  is  a graduate  of  Georgetown  University  and  its 
medical  school.  He  is  a Fellow  of  the  American  College  of 
Physicians  and  of  the  American  College  of  Chest  Physicians, 
and  Regent  for  New  England  of  the  latter  group.  He  is  also 
a member  of  the  American  Trudeau  Society. 

Dr.  Greco,  a veteran  of  the  First  Word  War,  served  in 
the  Second  World  War  as  Chief  of  Medical  Staff  of  the 
121st  Medical  Division  and  as  Assistant  Chief  of  Service  in 
the  67th  General  Hospital,  the  Maine  General  Hospital  unit. 

He  is  one  of  the  original  six  charter  members  of  the  Maine 
Heart  Association  and  was  appointed  Vice  President  of  the 
organization  in  June.  He  is  Vice  President  of  the  New  Eng- 
land Cardiovascular  Society  of  Boston. 


Dr.  James  M.  Parker  and  Mrs.  Parker  of  Portland, 
were  honored  at  the  annual  banquet  of  the  New  England 
Surgical  Society,  September  21 ; their  17th  wedding  anniver- 
sary. 


Eight  Portland  surgeons  presented  clinical  papers  at  a 
recent  meeting  of  the  New  England  Surgical  Society  in  York 
Harbor. 

The  speakers  were:  Drs.  Isaac  M.  Webber,  Theodore  C. 
Bramhall,  George  L.  Maltby,  Donald  F.  Marshall,  Louis  A. 
Asali,  Eugene  P.  McManamy,  Emerson  H.  Drake  and  James 
M.  Parker. 

Dr.  Parker,  Chairman  of  the  committee  on  arrangements 
for  the  convention,  was  assisted  by  Dr.  Bramhall,  Dr.  Asali, 
Dr.  Willard  H.  Bunker  of  York  Harbor  and  Dr.  Stephen  A. 
Cobb  of  Sanford,  executive  committeeman  for  Maine. 


Let’s  keep  this  column  alive!  Send  your  information  to 
the  Maine  Medical  Association  office,  142  High  Street,  Port- 
land 3,  Maine.  We  will  do  the  rest! 


Woman’s  Auxiliary  to  the  Maine  Medical  Association 

Officers 
1951  - 1952 


President,  Mrs.  Clyde  I.  Swett,  Island  Falls 
President-elect,  Mrs.  Philip  B.  Chase,  Farmington 
Vice  President,  Mrs.  Asa  Adams,  Orono 
Recording  Secretary,  Mrs.  Donald  H.  Daniels,  Portland 
Corresponding  Secretary,  Mrs.  Martyn  A.  Vickers,  Bangor 
Treasurer,  Mrs.  Harold  E.  Small,  Augusta 

Standing  Committees 

Organization,  Mrs.  Philip  B.  Chase,  Farmington 
Program,  Mrs.  Charles  W.  Steele,  Lewiston 
Public  Relations,  Mrs.  Richard  S.  Hawkes,  Portland 
Press  and  Publicity,  Mrs.  Frank  Barden,  Kennebunk 
Bulletin,  Mrs.  Clement  Donahue,  Caribou 
Today’s  Health,  Mrs.  Merton  N.  Flanders,  Lewiston 
Publications,  Mrs.  Edward  W.  Holland,  Springvale 


Revisions,  Mrs.  Ralph  A.  Goodwin,  Auburn 
Necrology,  Mrs.  James  W.  Shippee,  Winthrop 
Legislation,  Mrs.  Frederic  B.  Champlin,  Waterville 

Special  Committee 

Civil  Defense,  Mrs.  Otis  B.  Tibbetts,  Auburn 

Maine  Medical  Association  Advisory  Council 

William  F.  Mahaney,  M.  D.,  Saco 
Currier  C.  Weymouth,  M.  D.,  Farmington 
Robert  W.  Belknap,  M.  D.,  Damariscotta 
Raymond  L.  Torrey,  M.  D.,  Searsport 
Raymond  E.  Weymouth,  M.  D.,  Bar  Harbor 
Norman  H.  Nickerson,  M.  D.,  Greenville 
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NECROLOGIES 


Ernest  V.  Call,  M.  D. 
1876-1951 


Dr.  Ernest  V.  Call,  of  Lewiston,  Maine,  former  President 
of  the  Maine  Medical  Association,  died  August  20,  1951,  from 
coronary  heart  disease.  He  was  born  in  Pittsfield,  Maine, 
August  10,  1876.  After  completing  the  course  at  Maine  Cen- 
tral Institute  in  Pittsfield,  he  entered  Bates  College  and  was 
graduated  in  1900.  While  at  Bates,  he  was  prominent  in 
athletics,  playing  varsity  football  and  was  All  State  Tackle 
during  his  last  two  years.  His  interest  in  athletics  had  con- 
tinued through  the  years. 

He  received  the  degree  of  M.  D.  from  the  Maine  Medical 
School  in  1904.  Following  this,  he  began  the  practice  of 
medicine  in  Lewiston,  Maine.  He  immediately  became  con- 
nected with  the  Central  Maine  General  Hospital.  For  many 
years,  he  was  Chief  Surgeon  on  the  surgical  service.  He  was 
Past  President  of  the  Medical  Staff. 


Dr.  Call  was  a Past  President  of  the  Maine  Medical  Asso- 
ciation, a member  of  the  American  College  of  Surgeons,  a 
member  of  the  Maine  State  Health  and  Welfare  Advisory 
Council.  Always  active  in  civic  affairs,  Dr.  Call  was  a Past 
President  of  the  Lewiston  Chamber  of  Commerce,  a member 
of  the  local  Rotary  Club,  and  the  Martindale  Country  Club, 
where  he  was  an  enthusiast  at  golf. 

In  1904,  he  married  Mabel  Furbush  of  Lewiston.  A daugh- 
ter, Virginia,  now  Mrs.  Leland  N.  Ross,  of  Fitchburg,  Mass., 
a son,  George  F.  Call,  of  Lewiston,  and  Mrs.  Call  survive, 
as  do  three  grandchildren.  Dr.  Call  was  a man  of  almost 
limitless  vitality  and  enthusiasm.  This  enthusiasm  embraced 
his  professional  interests  as  well  as  civic  interests  in  the  com- 
munity. He  loved  life  in  all  its  phases.  His  enthusiasm  was 
an  inspiration  to  his  many  friends.  He  will  be  greatly  missed. 


Guy  E.  Dore,  M.  D. 
1887-1951 


Guy  E.  Dore,  M.  D.,  63,  died  suddenly  March  13,  1951,  at 
his  home  in  Guilford,  Maine. 

Born  at  Monson,  Maine,  he  attended  Monson  Public 
Schools,  Monson  Academy  and  graduated  from  Vermont 
Medical  School  in  1901.  After  practicing  in  Cambridge,  Maine, 
for  six  months  he  opened  his  office  in  Guilford- and  except  for 
time  served  in  World  War  I as  a Medical  Officer,  he  has 
practiced  there  since. 

Dr.  Dore  always  took  an  active  part  in  civil,  social  and 
religious  affairs  of  his  town  and  county.  He  was  a 32nd  de- 
gree Mason  and  a member  of  the  Mystic  Shrine.  His  religi- 
ous affiliations  were  with  the  Methodist  Church.  He  served 


as  President  of  the  Piscataquis  County  Medical  Society, 
Secretary-Treasurer  for  many  years  and  as  Delegate  to  the 
Maine  Medical  Association. 

In  1912,  he  married  the  former  Barbara  Steward  of  Mon- 
son. Following  her  death  he  married  Doris  M.  Todd,  R.  N., 
who  survives  him  with  a son,  Craig. 

All  through  his  38  years  of  practice  he  served  his  com- 
munity with  unselfish  devotion,  loyalty  and  kindness.  He  was 
loved  and  admired  by  his  many  friends  and  patients  not  only 
for  his  sympathy  and  understanding  but  for  his  fine  sense  of 
humor  and  in  his  passing  the  profession  has  lost  an  able 
physician  and  a true  gentleman. 
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NEWS  AND  NOTES 


Third  Annual  Pediatric  Institute  Held  at  the  Eastern 
Maine  General  Hospital,  Bangor,  Maine, 
September  21,  1951 

More  than  70  physicians  from  eastern  and  northern  Maine 
with  some  from  Portland  and  Lewiston,  attended  a pediatric 
institute  for  general  practitioners  at  the  Eastern  Maine  Gen- 
eral Hospital  Friday,  September  21st.  The  institute,  at  which 
Dr.  Clair  S.  Bauman  of  Waterville,  state  chairman  of  the 
American  Academy  of  Pediatrics,  presided,  was  considered  a 
most  successful  session.  The  institute  was  sponsored  by  the 
Division  of  Maternal  and  Child  Health  of  the  Maine  Depart- 
ment of  Health  and  Welfare  and  was  endorsed  by  the  Maine 
Medical  Association. 

Dr.  Albert  W.  Fellows  of  Bangor  introduced  the  speakers. 

Dr.  Louis  K.  Diamond,  associate  professor  of  pediatrics  at 
Harvard  Medical  School,  director  of  the  Hematology  Re- 
search Laboratory,  and  senior  physician  at  the  Children’s 
Medical  Center  in  Boston,  spoke  on  “Treatable  Anemias  of 
Infancy  and  Childhood.”  Following  Dr.  Diamond’s  talk  there 
was  a discussion  period. 

“Drug  Dosage  for  Children”  was  the  topic  of  Dr.  Harry 
Shwachman,  physician  to  Infants’  and  Children’s  Hospitals 
of  the  Children’s  Medical  Center,  director  of  the  Division  of 
Clinical  Laboratories  at  the  Children’s  Medical  Center, 
Boston. 

Dr.  Alexander  Nadas,  associate  cardiologist  of  the  Chil- 
dren’s Medical  Center,  Boston,  spoke  on  “Congenital  Heart 
Disease — Its  Treatment  and  Prognosis.” 

Ward  rounds  were  followed  by  a discussion  period. 


United  States  Civil  Service  Commission 
Medical  Officer  Examinations 

The  United  States  Civil  Service  Commission  has  announced 
a Medical  Officer  examination  for  filling  the  following  posi- 
tions in  St.  Elizabeth’s  Hospital,  Washington,  D.  C. : Rotat- 
ing Intern,  $2,200  a year ; Psychiatric  Resident,  $3,400  to 
$4,200  a year  ; Surgical  Resident,  $4,200  to  $4,700  a year ; and 
General  Practice  Resident,  $3,400  to  $3,800  a year. 

To  qualify  for  these  positions,  all  applicants  must  have  had 
appropriate  education  in  an  approved  medical  school.  Appli- 
cants for  psychiatric,  surgical,  and  general  practice  resident 
must  also  have  completed  a 1-year  internship.  In  addition, 
applicants  for  surgical  resident  appointments  must  have  com- 
pleted a 2-year  residency  in  surgery.  No  written  tests  are 
required.  The  maximum  age  limit  is  35  years. 

Persons  who  applied  for  but  did  not  receive  appointments 
under  the  Commission’s  1950  examination  for  the  above  posi- 
tions should  apply  for  this  new  examination. 

Further  information  and  application  forms  may  be  obtained 
from  the  U.  S.  Civil  Service  Commission,  Washington  25, 
D.  C.,  from  Civil  Service  regional  offices,  or  from  most  first- 
and  second-class  post  offices.  Applications  will  be  accepted 
until  further  notice  by  the  Committee  of  U.  S.  Civil  Service 
Examiners,  St.  Elizabeth’s  Hospital,  Washington  25,  D.  C. 


The  National  Foundation  for  Infantile  Paralysis 
Postdoctoral  Fellowships 

The  National  Foundation  for  Infantile  Paralysis  announces 
the  availability  of  a limited  number  of  additional  postdoctoral 
fellowships  to  candidates  whose  interests  are  research  and 
teaching  in  medicine  and  the  related  biological  and  physical 
sciences.  The  purpose  of  these  National  Foundation  fellow- 
ships is  to  increase  the  number  of  professional  workers  quali- 
fied to  give  leadership  in  the  solution  of  basic  and  clinical 
research  problems  of  poliomyelitis  and  other  crippling  dis- 
eases. 

The  fellowships  cover  a period  of  from  one  to  five  years. 
Stipends  to  Fellows  range  from  $3,600-$7,000  a year,  with 
marital  and  dependency  status  considered  in  determining 
individual  awards 

Complete  information  concerning  qualifications  and  appli- 
cations may  be  obtained  from : Division  of  Professional  Edu- 
cation, The  National  Foundation  for  Infantile  Paralysis,  120 
Broadway,  New  York  5,  New  York. 


Sources  of  Motion  Pictures  on  Health 

A revised  list  of  “Sources  of  Motion  Pictures  on  Health” 
has  been  prepared  by  the  Committee  on  Medical  Motion  Pic- 
tures of  the  American  Medical  Association.  This  new  mimeo- 
graphed list  includes  9 pages  of  addresses  of  the  major  loan 
and  rental  libraries,  the  state  health  departments’  film  libra- 
ries and  references  to  printed  lists  and  catalogs.  Copies  are 
available  from: 

Committee  on  Medical  Motion  Pictures, 
American  Medical  Association, 

535  North  Dearborn  Street, 

Chicago  10,  Illinois. 


Announcement  of  Van  Meter  Prize  Award 

The  American  Goiter  Association  again  offers  the  Van 
Meter  Prize  Award  of  Three  Hundred  Dollars  and  two 
honorable  mentions  for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the  thyroid  gland.  The 
Award  will  be  made  at  the  annual  meeting  of  the  Association 
which  will  be  held  in  St.  Louis,  Missouri,  May  1,  2 and  3, 
1952,  providing  essays  of  sufficient  merit  are  presented  in 
competition. 

The  competing  essays  may  cover  either  clinical  or  research 
investigations ; should  not  exceed  three  thousand  words  in 
length ; must  be  presented  in  English ; and  a typewritten 
double  spaced  copy  in  duplicate  sent  to  the  Corresponding 
Secretary,  Dr.  George  C.  Shivers,  100  East  Saint  Vrain 
Street,  Colorado  Springs,  Colorado,  not  later  than  March  1, 
1952.  The  committee,  who  will  review  the  manuscripts,  is 
composed  of  men  well  qualified  to  judge  the  merits  of  the 
competing  essays. 

A place  will  be  reserved  on  the  program  of  the  annual 
meeting  for  the  presentation  of  the  Prize  Award  Essay  by  the 
author,  if  it  is  possible  for  him  to  attend.  The  essay  will 
be  published  in  the  annual  Proceedings  of  the  Association. 
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Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 

Clinic  Schedule — 1951 

Orthopedic  Clinics 

Portland  — Maine  General  Hospital,  9.00-11.00  a.  m. : Jan. 
8,  Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 

13,  Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Leiviston  — Central  Maine  General  Hospital,  9.00-11.00 
a.  m. : Jan.  19,  Feb.  16,  Mar.  16,  April  20,  May  18,  June  15, 
July  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumford  — - Community  Hospital,  1.30-3.00  p.  m. : Mar. 

14,  June  20,  Sept.  19,  Dec.  19. 

Waterville  — Thayer  Hospital,  1.30-3.00  p.  m. : Feb.  15, 
April  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Rockland  — Knox  County  Hospital,  1.30-3.00  p.  m. : Feb. 
8,  May  17,  Aug.  16,  Nov.  15. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
11,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Presque  Isle  — Northern  Maine  Sanatorium,  9.00-11.00 
a.  m. — 1.00-3.00  p.  m. : Jan.  9,  Mar.  7,  May  8,  July  11,  Sept. 
11,  Nov.  7. 

Houlton  — Aroostook  General  Hospital,  9.00-11.00  a.  m. : 
Mar.  6,  July  10,  Nov.  6. 

Fort  Kent  — Normal  School,  10.00-1.00  p.  m. : Jan.  10, 
May  9,  Sept.  12. 

Bangor  — Eastern  Maine  General  Hospital,  1.30-3.00  p.  m. : 
Jan.  25,  Mar.  29,  May  24,  July  26,  Sept.  27,  Nov.  29. 

Cardiac  Clinics 

Portland  — Maine  General  Hospital,  9.00-12.00  a.  m. : 
Will  be  held  every  Friday  with  the  exception  of  holidays. 

Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
m. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
27,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

Waterville  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
June  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Waterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
Mar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
2,  Nov.  6,  Dec.  4. 

Presque  Isle  — Northern  Maine  Sanatorium,  1.30  p.  m. : 
Jan.  24,  Mar.  28,  May  23,  July  25,  Sept.  26,  Nov.  28. 

By  appointment  only. 


Neurosurgical  and  Convulsive  Clinics 
at  the 

Maine  General  Hospital 

Neurological  and  Neurosurgical  Clinics,  both  therapeutic 
and  diagnostic,  are  held  at  the  Maine  General  Hospital,  Port- 
land, on  the  1st  and  3rd  Thursday  of  each  month  at  2.00  P.  M. 
The  convulsive  clinic,  designated  for  the  diagnosis  and  treat- 
ment of  epilepsy  and  other  convulsive  disorders,  is  held  at 
the  same  time  on  the  2nd  Thursday  of  each  month. 


Advertisement 


From  where  I sit 

ly  Joe  Marsh 


Skip  Makes  a 
Slip 

Miss  Gilbert , the  teacher , was  tell- 
ing me  how  Skip  Lawson  almost  went 
to  sleep  in  her  physics  class. 

She  saw  him  nodding  and — since 
they  were  studying  electricity — said  in 
a loud  voice:  “Maybe  MR.  LAWSON 
will  explain  to  us  what  electricity  is.” 
Skip  started  up,  looked  around  wildly, 
and  blurted  out, “Gee!  I used  to  know, 
Miss  Gilbert,  but  somehow  I forgot.” 

“What  a loss  to  science /”  sighs 
Miss  Gilbert.  “No  one  to  this  day 
knows  what  electricity  really  is,  and 
here  we  have  a genius  who  could  ex- 
plain it — but  forgot /” 

From  where  I sit,  I hope  this  taught 
Skip  that  you’re  better  off  if  you  ad- 
mit you  don't  know  all  answers.  Some 
grownups  haven’t  learned  that  yet — 
like  the  ones  who  are  always  telling 
other  people  how  a man  should  prac- 
tice his  profession,  or  what  beverage 
is  “good”  for  a person.  I like  a tem- 
perate glass  of  beer,  myself,  but  if  you 
prefer  buttermilk  I won’t  argue.  I’ve 
seen  too  many  “know-it-alls”  turn 
out  to  be  wrong! 


Copyright,  1951,  United  States  Brewers  Foundation 
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Obstetric  Helps— Continued  from  page  315 

tinued  normal,  and  that  your  progress  has  been  ex- 
cellent.” Yes,  simple  statements,  but  how  they  do 
register ! 

Above  all,  let  us  not  overlook  the  husband’s  interest 
in  the  case.  When  a husband  asks  us  to  deliver  his 
zvife , he  is  paying  us  a special  compliment.  This  is 
true  whether  or  not  the  remuneration  will  be  imme- 
diately forthcoming. 

Certainly  we  should  have  more  than  a casual  speak- 
ing acquaintance  with  him.  He  should  be  invited  to 
make  at  least  one  visit  to  the  office  during  the  pre- 
natal period.  At  this  visit  we  should  meet  him  as 
man  to  man,  and  let  him  know  we  expect  to  give  his 
wife  the  best  possible  care,  and  that  we  would  appre- 
ciate his  cooperation  by  getting  in  touch  with  us  any- 
time he  has  any  question  about  her  welfare. 

Probably  our  biggest  service  to  him  is  keeping  him 
informed  as  to  his  wife’s  progress  during  her  labor. 
Here  the  Golden  Rule  is  very  fitting.  It  is  certainly 
inconsiderate  of  us,  when  we  allow  him  to  “sweat  it 
out”  hour  after  hour  in  the  waiting  room.  If  the 
labor  should  be  prolonged,  it  is  a kindly  thing  to 
advise  him  to  go  home  for  some  sleep,  or  to  return 
to  his  office,  and  assure  him  we  will  report  to  him 
from  time  to  time,  or  at  least  when  his  wife  is  to  be 
taken  to  the  delivery  room.  And  when  we  report  the 
outcome  of  the  delivery  to  him,  let  us  be  prepared  not 
only  to  give  his  wife’s  condition  and  the  sex  of  the 
baby,  but  also  its  weight. 

No  greater  inner  warmth  comes  to  us  than  that 
expressed  in  a brief  note  from  the  husband,  which 
we  sometimes  receive  along  with  his  check  a few  days 
after  he  has  taken  his  wife  and  child  home  from  the 
hospital,  in  which  he  states 
“Dear  Dr.  ‘So  and  So’, 

“Mrs.  ‘Jones’  and  I wish  to  remind  you  of  our 
great  appreciation  of  the  excellent  service  you  gave 
us.  You  helped  us  at  a most  important  time  in  our 
lives,  and  we  will  always  be  grateful  to  you. 

“May  your  good  work  continue  for  many,  many 
years  to  come.” 

These  remarks  upon  “Human  Relations”  can  be 
interpreted  and  appraised  as  those  of  “Good  Public 
Relations,”  a policy  so  sorely  needed  today. 

In  conclusion,  the  over-all  emphasis  of  this  presen- 
tation has  been  upon  the  importance  of  service  to  the 
patient.  Let  it  be  said,  “If  we  give  service,  only  two 
things  can  prevent  our  success,  physical  death  and 
moral  death.  The  one  is  inevitable,  the  other  is  up 
to  US. 

Finally,  I would  like  to  leave  the  souvenir  thought : 

The  mortal  life  of  a worthy  obstetrician  extends 
far  beyond  his  tomb. 
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MANAGEMENT  OF  ENDOMETRIAL  CARCINOMA* 

John  A.  James,  M.  D.,  Auburn,  Maine 


A frequently  heard  inquiry  is  “How  does  one  best 
treat  carcinoma  of  the  endometrium?”  The  question 
is  intriguing  and  when  one  endeavors  to  find  an  exact 
answer  by  reviewing  reports  from  various  clinics, 
different  methods  and  approaches  certainly  persist. 
However,  when  treatment  of  any  malady  is  to  be 
evaluated  it  must  be  considered  together  with  the 
prognosis,  and  the  results  of  follow-up  studies,  and 
thereby  some  conclusions  can  be  made. 

The  purpose  of  this  paper  is  to  review  briefly  the 
important  clinical  aspects  of  the  disease  and  to  formu- 
late a workable  approach  to  the  management  of  this 
common  tumor  in  the  light  of  our  present  knowledge. 
With  no  original  work  or  cases  to  present,  this  is 
best  done  by  reviewing  the  results  and  experiences  of 
some  of  the  better  clinics  dealing  with  large  numbers 
of  these  patients  with  the  hope  of  adopting  the  most 
suitable  course  of  treatment  according  to  the  avail- 
able radiological  and  surgical  means  of  this  hospital 
and  staff. 

Endometrial  carcinoma  is  primarily  a disease  of 
the  late  forties  and  fifties  occurring  during  and  after 
the  menopause  with  80%  of  the  cases  between  the 
ages  of  fifty  and  sixty.  Somewhat  over  16,000  women 
die  annually  from  carcinoma  of  the  uterus  in  this 
country,  20%  of  this  number  being  due  to  fundal 
cancer.  Along  with  the  carcinomas  of  the  breast  and 
cervix,  which  are  of  about  equal  incidence,  they  make 

*From  the  Department  of  Obstetrics,  Central  Maine  Gen- 
eral Hospital,  Lewiston,  Maine. 


up  the  large  majority  of  malignant  tumors  in  the 
female.  There  is  about  one  case  of  endometrial  car- 
cinoma to  every  eight  or  ten  cervical  carcinomas. 

The  factors  of  constitutional  habitus  are  rather  in- 
teresting in  that  the  disease  is  frequently  associated 
with  obesity,  hypertension,  diabetes  mellitus,  a his- 
tory of  previous  menstrual  irregularities,  infertility 
and  nulliparity.  The  incidence  is  three  or  four  times 
greater  in  the  unmarried  nulligravid  woman. 

As  stated  by  Schmitz  one  of  the  greatest  steps  for- 
ward in  the  diagnosis  of  this  disease  is  the  now  uni- 
versal recognition  that  this  type  of  malignancy  can 
occur  during  the  active  menstrual  life  and  need  not 
necessarily  cause  any  irregular  menstrual  bleeding. 

Irregular  bleeding  is  the  most  common  symptom 
of  uterine  cancer,  however,  and  for  all  practical  pur- 
poses is  the  only  real  symptom  of  cancer  of  the 
fundus.  Therefore,  since  nearly  80%  of  patients 
with  fundal  cancer  have  passed  the  menopause,  post- 
menopausal bleeding  of  any  amount  should  be  inves- 
tigated immediately  by  thorough  diagnostic  curret- 
tage  regardless  of  the  presence  of  any  other  clinical 
findings  or  not.  It  is  also  stated  that  in  all  cases  of 
post-menopausal  bleeding  of  any  degree,  one-half  will 
have  pelvic  cancer  on  subsequent  investigation. 

Physical  findings  vary  from  none  at  all  to  moderate 
uterine  enlargement  to  marked  pelvic  floor  and  ad- 
nexal fixation  of  advanced  disease.  Fibroids  are  fre- 
quently associated  with  the  disease  and  one  must  not 
attribute  the  signs  of  bleeding  to  these  until  curret- 
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tage  has  ruled  out  carcinoma.  Occasionally  a meta- 
static implant  in  the  cervix  or  on  the  vagina  will  be 
the  only  findings. 

Diagnostic  procedures  of  value  are  the  office  endo- 
metrial biopsy  and  the  vaginal  smear  and  Papanico- 
laou technique.  The  endometrial  biopsy  is  useful  in 
attempting  to  establish  the  diagnosis  before  the  con- 
templated currettage.  In  other  words  a negative  bi- 
opsy in  a patient  with  irregular  bleeding  makes  a 
diagnostic  currettage  mandatory.  The  vaginal  smear 
in  the  best  cytology  laboratories  so  far  detect  only 
80%  of  cases  of  endometrial  carcinoma.  A 20%  error 
is  far  too  large  to  rely  on  this  measure  as  a definitive 
diagnostic  procedure.  Finally  the  diagnostic  dilata- 
tion and  currettage  is  the  only  positive  means  of  rul- 
ing out  this  disease  and  the  extent  of  it  if  present  and 
few  cases  will  be  missed  if  this  procedure  alone  is 
done  correctly  in  all  suspicious  or  suggestive  cases. 

Endocervical  currettage  before  dilatation  and  endo- 
metrial currettage  is  another  useful  procedure  in 
differentiating  the  occasional  case  of  adenocarcinoma 
of  the  cervix  from  that  of  the  endometrium.  The 
importance  being  in  the  fact  that  treatment  of  the 
two  diseases  is  essentially  different  and  histologically 
they  are  difficult  to  differentiate. 

As  to  the  pathological  features,  suffice  it  to  say, 
the  type  of  carcinoma  arising  from  the  endometrium 
is  nearly  always  an  adenocarcinoma.  Cure  statistics 
tend  to  show  the  prognosis  decreases  proportionately 
with  the  loss  of  tumor  differentiation,  that  is,  the 
degree  of  clinical  malignancy  follows  that  of  histologi- 
cal malignancy. 

The  accepted  courses  of  therapy  in  this  country  to- 
day have  evolved  over  a period  of  about  50  years. 
The  early  treatment  was  by  surgery,  either  vaginal 
or  abdominal  hysterectomy.  Cullen  in  1900  reported 
a small  series  of  such  cases  in  which  66%  were  well 
from  11  months  to  6 years  thereafter,  with  a 10% 
operative  mortality.  Mahle  in  1923  reported  50-55% 
of  his  cases  well  at  the  time  of  his  report.  In  review- 
ing the  results  from  surgery  alone  consisting  of  a 
total  hysterectomy  with  bilateral  salpingo-oophorec- 
tomy  done  either  vaginally  or  trans-abdominally 
about  one-half  of  the  patients  failed  to  survive  5 
years  and  this  included  only  operable  cases. 

Because  the  results  of  surgical  management  of  this 
disease  were  so  much  better  than  that  in  carcinoma 
of  the  cervix  it  seems  the  surgeons  were  loathe  to 
submit  patients  to  irradiation. 

Finally  the  cases  designated  inoperable  were 
treated  by  X-ray  therapy.  Burman  reported  a 12.9%, 
5-year  cure  and  Miller  a 34.4%,  5-year  cure  in  their 
cases.  Some  of  Miller’s  cases  were  considered  oper- 
able clinically  but  had  refused  surgery. 

These  results  led  to  further  trials  with  irradiation 
therapy.  All  cases  now  were  submitted  to  deep  X-ray 
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therapy  alone  or  in  combination  with  intra-uterine 
radium.  Fleyman  reported  43.5%,  5-year  cure  rate 
of  all  cases  and  a 60%  figure  in  the  cases  considered 
operable. 

It  was  now  becoming  apparent  the  results  of  radia- 
tion alone  or  surgery  alone  compared  favorably,  but 
the  mortality  from  irradiation  was  only  one-tenth 
that  of  surgery. 

In  1936,  Arneson  reported  a study  of  cases  in  which 
pre-operative  radiation  had  been  followed  by  surgery. 
All  of  these  cases  were  found  to  have  active-looking 
disease  in  the  removed  uterus  with  3,000  mgm.  hours 
of  radium  or  less.  TeLinde  found  active  tumor  in 
over  50%  of  their  cases  treated  with  4,000  mgm. 
hours  of  radium  plus  a full  course  of  roentgen  ther- 
apy. This  has  been  shown  repeatedly  since. 

It  then  appeared  logical  that  the  combined  therapy 
of  pre-operative  irradiation  and  total  hysterectomy 
with  bilateral  salpingo-oophorectomy  would  lead  to 
improved  cure  rate  figures. 

Subsequent  reports  following  in  the  next  few  years 
conclusively  showed  a much  higher  per  cent  of  5-year 
cures. 

Healy  and  Brown  in  1939  reported  a 79%  5-year 
cure  using  pre-operative  intra-uterine  radium  and 
roentgen  radiation  followed  by  surgery.  Miller  in 
1940  showed  70.5%,  5-year  cures  with  pre-operative 
roentgen  radiation  and  surgery,  but  the  figure  cor- 
rected for  non-cancer  deaths  was  82.3%.  In  1946, 
Miller  reported  96  cases  treated  similarly  with  a 77%, 
5-year  cure  rate.  Schmitz  in  1949  reported  80%, 
5-year  cures  with  pre-operative  intra-uterine  radium 
and  surgery.  Sheehan  and  Tucker  in  1949  reported 
from  the  Free  Hospital  for  women  a small  series 
treated  with  pre-operative,  intra-uterine  radium,  sur- 
gery, followed  by  post-operative  deep  therapy  with 
87.5%,  5-year  cures.  Flundley  from  the  University 
of  Maryland  reported  22  cases  similarly  treated  with 
84.5%,  5-year  survivals. 

It  is  strikingly  apparent  from  these  reports  that 
some  form  of  pre-operative  irradiation  followed  by 
surgery  in  four  to  six  weeks  which  has  now  become 
standardized  as  a total  hysterectomy  and  bilateral 
salpingo-oophorectomy  assures  the  best  possible 
chance  of  a cure  at  the  present  time.  There  is  some 
evidence  that  post-operative  radiation  may  be  of 
added  value  but  the  series  so  treated  are  too  small 
to  be  conclusive  to  date. 

From  personal  observations  it  can  be  stated  that 
there  is  a revival  of  surgery  alone  in  treating  these 
cases  in  some  clinics.  By  doing  a more  radical  wide 
excision  of  the  uterus  and  adnexa  in  a modified 
Wertheim  procedure  it  is  hoped  that  cures  by  sur- 
gery alone  may  approach  that  of  the  combined  treat- 
ment. This  has  probably  been  stimulated  by  the  re- 
newal of  the  radical  operation  for  cancer  of  the 
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cervix.  As  yet  there  are  no  available  cure  rate  figures 
for  these  cases. 

In  summary  some  conclusions  are  evident.  Early 
diagnosis  as  in  all  malignant  diseases  is  imperative 
for  good  results.  The  only  positive  diagnostic  pro- 
cedure is  the  currettage  and  this  is  mandatory  in  all 
patients  with  post-menopausal  bleeding  of  any 
amount  and  must  he  considered  in  cases  of  so-called 
functional  bleeding  especially  after  age  forty.  The 
diagnosis  established,  the  patient  is  best  treated  by 
some  means  of  pre-operative  irradiation  either  intra- 
uterine radium,  roentgen  therapy,  or  both,  followed 
by  surgery  consisting  of  total  hysterectomy  and  bi- 
lateral salpingo-oophorectomy  in  the  operable  cases. 
There  is  no  place  for  an  incomplete  operation  such 
as  the  supra-cervical  hysterectomy  in  this  disease. 
Suggested  aids  in  avoiding  spill  of  tumor  at  the  time 
of  surgery  are  suturing  together  the  external  cervical 
os,  ligating  or  clamping  the  oviducts  and  placing  no 
tenacula  or  sutures  into  the  diseased  fundus. 

To  avoid  the  incomplete  operation  in  the  occasional 
case  of  unsuspected  cancer  all  specimens  should  be 
opened  in  the  operating  room  before  the  abdomen  is 
closed  so  that  the  adnexa  may  he  excised  if  they  re- 
main. In  these  cases  it  would  seem  that  post-opera- 
tive radiation  is  indicated.  Post-operative  radiation 
in  the  patient  already  having  received  pre-operative 
radium  may  be  of  value,  but  has  not  been  substan- 
tiated. The  surgical  management  alone  at  the  present 
time  does  not  seem  justified,  except  possibly  in  the 
cases  of  adenoacanthoma  which  are  notoriously  more 


radio  resistant,  or  unless  the  surgeon  is  prepared  to 
carry  out  a radical  procedure  somewhat  along  the 
lines  of  the  Wertheim  operation  for  carcinoma  of 
the  cervix. 
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CARCINOMA  OF  THE  CERVIX  — SURGICAL  TREATMENT* 

(A  Review) 

Ross  W.  Green,  M.  D.,  Auburn,  Maine 


Prior  to  1900,  cervical  amputation  and  cervical  cau- 
terization1 were  the  only  procedures  used  for  the 
treatment  of  this  disease. 

From  1900  to  1916,  cervical  cancer  was  treated  by 
panhysterectomy.  Principally  through  the  excellent 
work  of  Wertheim  of  Vienna  a radical  hysterectomy 
was  developed.  It  was  first  used  on  all  stages  of  the 
disease,  but  experience  disclosed  that  it  had  its  limi- 
tations. 

With  the  discovery  and  applicability  of  radiothera- 
peutic  methods  the  surgical  treatment  of  this  tumor 
was  largely  abandoned.  In  1916,  Heyman2  of  Sweden 
started  the  first  thorough  study  of  a series  of  cases 
treated  with  radium.  As  a result  of  his  work,  others 

*From  the  Surgical  Service,  Central  Maine  General  Hos- 
pital, Lewiston,  Maine. 


followed  this  mode  of  therapy  and  in  the  ensuing 
years  radiation  became  the  accepted  treatment  for 
cervical  cancer. 

Through  the  years  there  have  been  a small  group 
of  men  who  have  attempted  to  prove  that  surgery 
has  a place  in  the  management  of  this  disease. 

Bonney3  in  London  believed  the  combined  pro- 
cedure (Wertheim  operation  and  pelvic  node  dissec- 
tion) was  the  most  logical  approach  to  this  problem. 
His  mortality  figures  were  so  high  that  it  led  many 
to  abandon  the  node  dissection  part  of  the  operation. 
Taussig4  believed  that  radiation  treatment  failed  to 
permanently  eradicate  cancer  cells  in  the  deep  pelvic 
glands.  Consequently  he  performed  an  iliac  lymph- 
adenectomy  in  a series  of  Stage  II  cases  following 
radiation  therapy.  Although  his  results  were  sur- 
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passed  by  later  improved  radiation  methods,  never- 
theless he  was  able  to  cure  some  of  his  cases  who  had 
metastatic  disease  in  the  pelvic  glands. 

During  the  past  decade,  Meigs,5  impressed  with  the 
work  of  Bonney,3  Taussig,4  and  Lynch7  who  demon- 
strated viable  cancer  cells  in  cervices  which  had 
undergone  radiation  treatment  decided  to  revive  the 
Wertheim  radical  hysterectomy  along  with  the  pelvic 
lymph  node  dissection  as  a combined  procedure.  His 
five  reasons  for  doing  this  are : — 

1.  If  the  cervix  has  been  removed,  there  is  no 
chance  for  a recurrence  in  it. 

2.  If  the  cervix  has  been  removed,  no  cervical  can- 
cer can  regrow  in  it  as  a reoccurrence. 

3.  Certain  cancers  of  the  cervix  are  radiation  re- 
sistant — a fact  proved  at  the  Pondville  Hos- 
pital, where  multiple  biopsies  are  performed  at 
the  time  X-ray  and  radiation  therapy  are  being 
carried  out. 

4.  There  will  be  less  damage  to  the  bowel  if  sur- 
gery is  undertaken. 

5.  From  the  work  of  both  Bonney  and  Taussig,  it 
is  obvious  that  patients  with  lymph  node  metas- 
tases  can  be  cured  by  surgery  in  some  instances 
and  he  believes  it  is  not  possible  to  cure  cancer 
in  the  deep  pelvic  nodes. 

His  main  difficulty  in  the  early  cases  was  ureteral 
injury.  With  improved  technique  and  experience,  this 
disturbing  complication  has  been  largely  overcome. 
It  has  been  his  experience  that  the  ideal  candidate  for 
this  operation  should  be  young,  thin,  and  have  an 
early  lesion.  In  this  group  mortality  is  zero,  mor- 
bidity almost  negligible,  and  the  five-year  survival 
equal  that  of  radiation-treated  cases. 

In  the  Stage  II  group,  there  is  a lower  morbidity 
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than  X-ray  treated  cases,  but  the  five-year  survival 
figures  are  poor. 

Surgical  treatment  of  advanced  cases  is  now  in  the 
experimental  stage.9  Carcinoma  of  the  cervix  is  es- 
sentially a local  disease.  Many  cases  die  without 
distant  metastases.  It  is  on  this  premise  that  the 
pelvic  exenteration  operation  is  perhaps  justified. 
With  improvement  in  anesthesia,  pre-  and  post-opera- 
tive care,  more  and  more  cases  which  previously  were 
deemed  hopeless  undergo  ultra-radical  surgery.  Mor- 
tality and  morbidity  is  high  and  it  is  too  early  to 
evaluate  the  salvage. 

The  usual  indications  for  this  type  of  surgerv  are : 
1.  Cases  so  far  advanced  when  first  seen  that  the 
radiologist  can  offer  only  limited  palliation  ; 2.  Radia- 
tion-resistant cases  if  and  when  they  can  be  identi- 
fied as  such ; 3.  A certain  group  who  have  extensive 
recurrent  disease  in  lieu  of  re-radiation.  In  addition, 
the  patient  must  be  emotionally  and  mentally  stable 
and  have  a profound  desire  to  live. 

Conclusion : Sporadic  attempts  have  been  made 
through  the  years  to  use  surgery  in  the  treatment  of 
cancer  of  the  cervix.  In  the  past  few  years,  it  has 
been  demonstrated  that  in  certain  selected  cases  sur- 
gery is  an  effective  method  for  treating  this  disease. 
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According  to  the  Consumers’  Price  Index,  com- 
piled by  the  United  States  Bureau  of  Labor  Statistics, 
which  is  considered  our  best  general  measure  of  the 
purchasing  power  of  the  consumer’s  dollar,  the  price 
of  medical  care  has  risen  48%  since  1935-1939  while 
the  general  cost  of  living  has  risen  72%.  Stated  an- 
other way,  a dollar  in  the  base  period  could  buy  a 
dollar’s  worth  of  medical  care  or  a dollar’s  worth  of 
all  the  goods  and  services  priced  for  the  Consumers’ 
Price  Index  ; a dollar  in  1950  could  buy  only  58  cents’ 
worth  (58.2)  of  all  goods  and  services  but  68  cents’ 
worth  (67.6)  of  medical  care.  Thus,  in  terms  of  the 
purchasing  power  of  the  dollar,  medical  care  was 
14%  cheaper  in  1950  than  in  1935-1939.  (I.  A. 

M.  A.,  Sept.  15,  1951— p.  258. 


“Voice  of  America ” Carries  A.  M.  A.  Broadcasts. 


During  the  recent  Atlantic  City  session  of  the  A.  M. 
A.,  the  Bureau  of  Health  Education,  at  the  request  of 
the  U.  S.  Department  of  State,  made  24  tape  record- 
ings based  on  scientific  exhibits  and  papers.  These 
were  for  broadcasts  to  English-speaking  countries 
abroad.  They  have  now  been  scheduled  for  24  weeks. 
The  first  broadcast  was  made  on  Saturday  afternoon, 
July  21. 

All  of  the  programs,  which  will  be  carried  on  the 
“Voice  of  America,”  are  professional  in  character 
and  are  in  no  way  concerned  with  political,  economic 
or  controversial  issues. 

Thirteen  of  the  programs  will  be  made  into  a spe- 
cial series  of  electrical  transcriptions  available  in  the 
United  States  to  county  medical  societies  about  Sep- 
tember 15.  (From  the  Secretary’s  Letter,  American 
Medical  Association,  August  7,  1951.) 
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THE  INTRACAVITARY  APPLICATION  OF  RADIUM  IN  THE  TREATMENT  OF 

CERVICAL  CANCER* 

Clark  F.  Miller,  M.  D.,  Lewiston,  Maine 


The  purpose  of  this  article  is  to  discuss,  as  briefly 
as  possible,  the  application  of  radium  in  cases  of  car- 
cinoma of  the  cervix,  following  the  method  recently 
adopted  at  this  hospital. 

The  applicator  used  is  that  devised  and  perfected 
by  Ernst  within  the  past  few  years.  (Fig.  1)  It  con- 


Figure  1 : A — Special  self-retaining  screwdriver  for  colpo- 
stat  caps. 

B — Expanding  colpostat  handle. 

C — Applicator  in  expanded  position. 

D — Handle  for  removing  applicator. 

E — Applicator  and  handle  in  retracted  position, 
ready  for  insertion. 

sists  essentially  of  a composite  brass  applicator  com- 
prising six  colpostats  and  an  intrauterine  tandem  in 
one  complete  unit.  The  tandem  has  three  separate 
segments.  Flexibility  and  adaptability  to  various  ana- 
tomical and  pathological  situations  met  with  in  prac- 
tice are  greater  than  might  be  expected  in  a mechani- 
cally rigid  applicator  of  this  kind.  The  outer  two 
colpostats  are  removable.  The  arms  can  be  retracted 
and  expanded.  The  applicator  may  be  used  without 
the  tandem  (as  in  cervical  stump  cancer)  or  with  one, 
two  or  three  of  the  tandem  segments,  depending  on 
the  length  of  the  cervical  canal  and  intrauterine 
cavity. 

There  are  thus  nine  radium  sources  when  the  com- 
plete applicator  is  used.  In  the  average  case,  the  most 
uniform  distribution  is  obtained  by  filling  each  com- 
partment with  a 10  mg.  source,  giving  a total  of  90 
mg.  (Fig.  2)  Any  one  compartment  may,  if  neces- 

*  From  the  Department  of  Radiology,  Central  Maine  Gen- 
eral Hospital,  Lewiston,  Maine. 


Figure  2 : Modified  from  Clinical  Therapeutic  Radiology, 
W.  B.  Saunders  Co. 


sary,  hold  as  much  as  30  mg.  when  the  radium  is 
available,  as  it  is  here,  in  10  mg.  needles  of  2 cm. 
length  or  smaller.  Each  case  is  of  course  assessed 
individually,  but  seventy-two  hours  (6480  mg.  hr.) 
is  usually  considered  the  maximum  safe  dosage  when 
given  in  one  application  and  in  combination  with 
external  roentgen  therapy. 

The  type  of  radium  therapy  record  used  is  shown 
in  Figure  3,  with  information  filled  in  as  it  was  on  an 
actual  case  treated  here. 


Technical  Procedure: 

The  applicator  is  loaded  in  the  radium  room  of  the 
Radiology  Department  by  the  radiologist  or  by  a 
specially  trained  technician  under  his  supervision  and 
sent  to  the  Operating  Room  in  a special  lead  con- 
tainer. The  loaded  applicator  is  sterilized  in  the 
autoclave  along  with  the  expanding  colpostat  handle 
and  the  screw  driver  ( the  latter  being  used  for  remov- 
ing certain  parts  of  the  applicator,  adding  or  remov- 
ing radium,  or  making  other  adjustments  which  may 
be  required  after  the  situation  has  been  finally  evalu- 
ated on  the  operating  table  with  the  patient  under 
anesthesia). 
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Figure  3 : Radium  Therapy  Record. 
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The  operating  team  consists  of  the  surgeon  or 
gynecologist  and  the  radiologist.  To  some  extent 
their  functions  may,  if  the  occasion  warrants,  be  in- 
terchangeable, but  as  a general  rule,  the  radiologist 
acts  as  the  surgeon’s  assistant  during  the  dilatation 
of  the  cervix  and  their  roles  are  reversed  when  the 
applicator  is  actually  inserted  and  the  vaginal  pack- 
ing applied.  Necessary  modifications  of  the  applicator 
to  fit  varying  situations  and  calculation  of  dosage  are 
the  responsibilities  of  the  radiologist. 

The  operation  is  performed  under  pentothal  anes- 
thesia. Check  films  (pelvis,  A-P  and  lateral)  are 
taken  on  the  second  day  to  demonstrate  the  in  situ 
position  of  the  applicator. 

Removal  of  the  applicator  is  usually  undertaken  by 
the  radiologist,  and  is  not  conducted  as  an  operating 
room  procedure  except  under  exceptional  circum- 
stances. No  anesthesia  is  required  in  most  cases. 


Calculation  of  Dosage : 

The  exhaustive  investigations  of  Ernst  and  others 
have  led  to  a fair  degree  of  accuracy  in  dosage  esti- 
mations when  this  applicator  is  used.  An  example  of 
the  type  of  isodose  chart  which  has  been  worked  out 
is  shown  in  Figure  2.  Although  not  drawn  to  scale, 


point  A is  meant  to  represent  the  “sensitive  spot”  in 
the  paracervical  triangle  with  a radiation  tolerance 
limit  of  between  6000  and  8000  gamma  roentgens. 
It  lies  2 cm.  above  the  fornix  and  2 cm.  lateral  to 
the  uterine  canal.  Point  B lies  5 cm.  from  the  mid- 
line at  the  level  of  A,  and  approximates  the  position 
of  the  lateral  pelvic  wall  (and  hence  the  node-bearing 
areas). 

The  amount  of  radiation  reaching  these  points  can 
be  determined  from  the  graph  shown  in  Figure  4. 
This  particular  graph  has  been  calculated  for  8000 
mg.  hr.,  which  certainly  represents  the  upper  limit 
of  safety  for  one  application.  When  lesser  dosages 
are  used,  the  proportional  distribution  of  the  radia- 
tion can  be  determined  from  this  graph.  Although 
they  are  far  from  representing  an  academic  standard 
of  accuracy,  the  gamma  roentgen  doses  thus  obtained 
in  any  individual  case  are  probably  sufficiently  ap- 
proximate to  be  of  practical  value.  Much  greater 
accuracy  in  estimating  and  recording  dosage  will,  we 
hope,  become  possible  in  the  future ; but  at  least 
this  method  represents  a step  in  the  right  direction, 
in  that  it  leads  us  away  from  the  undesirable  habit 
of  thinking  in  terms  of  milligram-hours  rather  than 
gamma  roentgens  when  assessing  the  actual  dose 
received  by  the  tissues. 
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Figure  4:  Modified  from  Clinical  Therapeutic  Radiology, 
W.  B.  Saunders  Co. 


Figure  5:  Autoradiograph  of  loaded  applicator,  antero-pos- 
terior  projection.  (See  text) 

An  interesting  representation  of  the  dosage  distri- 
bution in  the  pelvis  was  obtained  by  the  method 


shown  in  Figure  5.  It  should  be  clearly  understood 
that  this  is  meant  as  a graphic  illustration  rather  than 
an  accurate  record  of  the  radiation  spread  over  the 
pelvis.  A cut-out  was  made  in  a 14  x 17  film  in  such 
a way  as  to  accommodate  the  loaded  Ernst  applicator, 
which  was  left  in  place  for  five  minutes  in  the  dark 
room.  The  film  was  then  developed,  and  superim- 
posed over  a cleared  film  on  which  the  pelvic  outline 
had  been  sketched  diagrammatically.  The  applicator 
occupies  the  same  position  within  the  pelvis  as  it 
would  in  an  actual  patient.  The  black  fogging  of  the 
film  represents  the  actual  “throw-out”  of  the  radiation 
around  the  applicator.  Because  of  the  great  penetrat- 
ing power  of  the  gamma  rays,  the  tissue  absorption 
in  the  patient  can  be  largely  discounted,  and  we  can 
therefore  assume  that  a similar  type  of  radiation 
spread  occurs  in  actual  practice.  The  pelvic  walls  are 
thus  seen  to  be  within  reach  of  an  effective  dose  of 
radiation. 

Figure  6 illustrates,  by  the  same  principle,  one  of 


Figure  6 : Autoradiograph  of  loaded  applicator,  lateral  pro- 
jection. Note  protection  of  bladder  and  rectum. 
(See  text) 

the  desirable  features  of  this  applicator  which  has  not 
been  mentioned.  The  anterior  and  posterior  ends  of 
the  colpostats  are  shielded  by  2 mm.  of  lead.  This 
will  not  completely  block  the  radiation,  of  course,  but 
will  lessen  it  to  a degree  which  will  afford  a measure 
of  relative  protection  to  the  sensitive  bladder  and  rec- 
tum. In  this  case  the  autoradiograph  of  the  applicator 
was  obtained  with  one  minute  of  exposure,  in  order 
to  show  more  clearly  the  “white”  unfogged  patches 
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in  the  vicinity  of  the  bladder  and  rectum  due  to  the 
lead  shielding  incorporated  in  the  colpostats. 

In  conclusion,  it  should  be  said  that  during  the  six 
months  since  the  Ernst  applicator  was  obtained  we 
have  treated  14  cases  of  carcinoma  of  the  cervix.  It 
is  of  course  impossible  to  do  more  than  assess  the 
technical  practicability  of  the  instrument  at  this  stage, 
but  because  we  have  encountered  a wide  variety  of 
anatomical  and  pathological  situations,  we  can  at  least 
say  that  it  satisfies  the  following  requirements  for  an 
'‘ideal”  cervical  applicator. 

(1)  It  is  mechanically  simple. 

(2)  It  is  clinically  practical. 

(3)  It  is  easy  to  apply  and  to  remove. 

(4)  It  possesses  relative  flexibility. 
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(5)  It  is  a single  unit,  combining  the  intrauterine 
tandem  and  colpostats  in  such  a way  as  to 
assure  accurate  and  constant  spacing  of  the 
radium  units. 

Bibliography 

1.  Ernst,  Edwin  C. : Improved  methods  of  intravaginal 

roentgen  and  radium  therapy  in  carcinoma  of  the  cer- 
vix. Radiology,  October,  1947,  49,  425-28. 

2.  Ernst,  Edwin  C. : Probable  trends  in  the  irradiation  treat- 
ment of  carcinoma  of  the  cervix  uteri  with  the  improved 
expanding  type  of  radium  applicator.  Radiology,  January, 
1949,  52,  46-62. 

3.  Ernst,  Edwin  C. : Intracavitary  radium  for  cancer  of  the 
cervix.  Clinical  Therapeutic  Radiology,  Nelson,  1950, 
Portman,  U.  V.,  editor. 


PREOPERATIVE  AND  POSTOPERATIVE  DISORDERS  OF  THE  VENOUS  SYSTEM 
IN  OBSTETRICAL  AND  GYNECOLOGICAL  PATIENTS* 

Theodore  C.  Bramhall,  M.  D.,  Portland,  Maine** 


In  the  discussion  of  the  problem  of  preoperative 
and  postoperative  disorders  of  the  venous  system  in 
gynecological  and  obstetrical  patients,  one  is  con- 
cerned chiefly  with  the  problem  of  venous  thrombosis. 
While  this  problem  is  generally  considered  one  for 
the  general  surgeon,  it  is  of  equal  importance  to  the 
gynecological  surgeon  and  obstetrician,  because  he  is 
dealing  with  patients  20%  of  whom  suffer  from  cir- 
culatory stasis  as  a result  of  varicosities  in  the  pelvis 
and  extremities.  This  condition  contributes  to  the 
high  incidence  of  vascular  thrombosis  which  is  vari- 
ously estimated  to  occur  in  0.7%-3.4%  of  all  gyneco- 
logical cases  and  in  0.6%-2.1%  of  obstetrical  cases. 


During  the  past  decade  there  has  been  much  con- 
troversy as  to  the  relative  merits  of  anticoagulants 
versus  ligation  therapy  for  postoperative  phlebitis. 
As  95%  of  all  pulmonary  emboli  can  be  traced  to  the 
veins  of  the  legs,  many  writers  have  advocated  the 
routine  interruption  of  the  femoral  veins  in  phlebitis 
as  a prophylaxis  against  pulmonary  embolism. 
Others  have  shown  equally  good  results  by  the  use 
of  anticoagulant  therapy.  Most  surgeons  today  seem 
to  favor  the  middle  ground,  using  anticoagulant  ther- 
apy— followed  by  surgery  in  resistant  cases. 

Dicumerol  was  first  made  available  in  1941,  early 
ambulation  became  generally  practiced  about  1945. 


Total 
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In  1941  I first  began  to  treat  postoperative  phlebitis 
with  anticoagulant  therapy  (following  this  same 
middleground  course),  and  it  is  from  a group  of  rou- 
tine hysterectomies,  Caesarian  sections,  and  vaginal 
deliveries  among  private  patients  that  the  following 
analysis  has  been  made.  The  period  of  study  includes 
all  patients  in  these  categories  in  the  years  1941 
through  1950.  I have  divided  this  analysis  into  two 
o-year  periods,  to  determine  if  possible  the  efficacy 
of  early  ambulation  as  was  practiced  in  the  second 
five-year  group. 

Chart  I shows  an  analysis  of  the  hysterectomy  and 
obstetrical  groups.  In  the  hysterectomy  group  there 
were  756  cases  representing  all  types,  with  a total 
incidence  of  13  cases  of  phlebitis,  or  1.7%,  and  3 
cases  of  pulmonary  infarcts  or  0.4%.  In  the  obstet- 
rical group,  there  were  1846  deliveries,  with  28  cases 
of  phlebitis,  or  1.5%,  with  5 pulmonary  infarcts,  or 
0.18%.  In  the  5-year  period  analysis,  in  the  1941- 
1945  period  of  the  surgical  group,  there  were  2 cases 
of  phlebitis  against  11  in  the  1945-1950  period  — an 
increase  of  9 cases.  In  the  obstetrical  group,  for  the 
years  1941-1945,  there  were  7 cases  of  phlebitis  as 
against  21  cases  in  the  1945-1950  period — an  increase 
of  14  cases.  There  were  no  deaths  due  to  embolic 
phenomena. 

The  incidence  of  phlebitis  in  this  analysis  is  essen- 
tially the  same  as  that  reported  in  most  series.  How- 
ever, it  will  be  noted,  that  there  is  a marked  increase 
of  phlebitis  in  the  second  5-year  period  (that  employ- 
ing early  ambulation).  Probably  the  most  important 
factor  in  this  apparent  increase  in  incidence  is  the 
acuity  of  diagnosis  in  the  study  of  the  postoperative 
patient.  Lameness  in  the  calf  of  the  leg,  so  frequently 
complained  of  by  patients,  is  no  longer  regarded  as  a 
“lame  muscle,”  but  is  treated  in  the  light  of  its  true 
significance.  Early  ambulation  was  originally  ad- 
vanced as  a means  of  decreasing  the  incidence  of  post- 
operative phlebitis,  but  in  view  of  these  statistics,  we 
must  concur  in  the  findings  of  others,  that,  while  it 
offers  certain  advantages  to  the  postoperative  patient, 
it  fails  in  this  respect. 

Chart  II : The  cases  of  postoperative  phlebitis  have 
here  been  broken  down  into  their  anatomic  locations. 
There  were  two  cases  of  iliac  thrombosis  and  42 
cases  of  femoral  thrombosis.  In  the  one  case  of  iliac 
thrombosis  following  Wertbeim  hysterectomy  for 
cancer  of  the  cervix,  a pulmonary  infarct  occurred 
before  Dicumerol  had  brought  the  prothrombin  time 
to  a satisfactory  level,  but  the  patient  was  controlled 
with  Heparin  therapy.  In  the  second  case  of  iliac 
thrombosis,  following  an  uncomplicated  vaginal  de- 
livery, the  patient  was  satisfactorily  treated  with 
Dicumerol  alone.  In  this  case,  there  was  extreme 
swelling  and  pain  in  the  affected  extremity,  which 


persisted  for  several  weeks.  As  this  case  occurred  at 
a time  when  lumbar  sympathetic  injection  with  novo- 
caine  was  in  its  infancy,  I could  not  find  anyone  will- 
ing to  undertake  this  procedure.  Today,  I am  sure 
that  this  patient’s  post-phlebitic  course  would  be  much 
shortened  by  this  method.  Lumbar  sympathetic  in- 
jection should  not  be  used  when  a patient  is  under 
anticoagulant  therapy  because  of  the  danger  of  retro- 
peritoneal haemorrhage.  Several  deaths  have  followed 
this  procedure. 
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Chart  III  shows  an  analysis  of  the  age  groups  of 
occurrence  of  phlebitis  in  decades.  The  highest  inci- 
dence, it  will  be  noted,  occurs  in  the  30-40  year  age 
group.  Phlebitis  is  not  a respecter  of  age  and  does 
not  occur  only  in  the  aged  as  many  have  been  led  to 
believe. 

CHART  3 
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Chart  IV  is  of  interest  because  it  shows  the  post- 
operative day  of  occurrence  of  phlebitis,  and  it  will 
be  noted  that  between  the  8-lOth  days  occurs  the 
highest  incidence.  This  study  was  stimulated  by  my 
desire  to  determine  the  earliest  safe  discharge  date 
for  postoperative  and  postpartum  cases.  It  would 
appear  from  this  analysis  that,  as  far  as  the  safety 
from  the  danger  of  phlebitis  goes,  patients  should  not 
be  discharged  before  the  10th  postoperative  or  post- 
partum day. 

Chart  V is  an  analysis  of  the  pulmonary  infarct 
cases  and  shows  the  postoperative  day  upon  which 
phlebitis  and  the  pulmonary  infarct  occurred.  In  only 
2 cases  was  the  diagnosis  of  phlebitis  made  before  the 
occurrence  of  the  infarct.  In  3 cases  no  evidence  of 
phlebitis  could  be  determined.  In  5 cases  pulmonary 
infarction  occurred  after  discharge  from  the  hospital. 
The  longest  delay  in  the  occurrence  of  pulmonary 
infarction  following  surgery  was  six  weeks.  This 
shows  that  pulmonary  infarcts  may  occur  several 
weeks  following  surgery  or  delivery. 
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Chart  VI : In  this  chart  I have  endeavored  to  com- 
bine the  statistics  of  the  occurrence  of  phlebitis  and 
pulmonary  emboli.  These  statistics  are  again  ar- 
ranged in  5-year  periods:  1941-1945  and  1945-1950. 
In  the  first  group  there  were  9 cases  of  phlebitis  and 
5 of  pulmonary  emboli ; an  incidence  of  pulmonary 
emboli  to  phlebitis  of  55%.  In  the  second  group  there 
were  32  cases  of  phlebitis,  with  only  3 pulmonary 
emboli;  a ratio  of  only  9%.  These  figures  are  sig- 


nificant in  that  they  show  that  the  occurrence  of  pul- 
monary emboli  may  be  decreased  by  the  early  recog- 
nition of  phlebitis  and  early  institution  of  anticoagu- 
lant therapy.  It  is  just  as  important,  when  one  makes 
daily  rounds  on  the  postoperative  or  postpartum  pa- 
tient, to  examine  the  legs  for  evidence  of  early  phleb- 
itis as  it  is  to  examine  the  abdomen  for  evidence  of 
peritonitis,  intestinal  motility,  or  the  height  of  the 
fundus. 
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Diagnosis 


It  is  now  our  practice  to  inquire  for  pain  in  the 
calf  of  the  legs  and  examine  the  legs  daily.  If  there 
is  tenderness  in  the  calf  of  the  leg,  and  a positive 
Honan’s  sign,  anticoagulant  therapy  is  started. 

Our  therapy  has  been  to  give  300  mg.  of  Dicumerol 
at  once,  200  mg.  the  second  day,  and  thereafter  to 
determine  the  dosage  by  the  daily  prothrombin  time. 
We  endeavor  to  keep  the  prothrombin  time  below 
30%  of  normal.  At  times  it  is  difficult  to  obtain  the 
desired  result,  since  the  prothrombin  time  will  fre- 
quently rise  abruptly  during  careful  administration 


of  Dicumerol  and  it  is  during  this  rebound  period 
that  thrombosis  may  be  precipitated.  Likewise,  if  the 
prothrombin  time  falls  below  10%,  a severe  haemor- 
rhage may  occur.  The  affected  leg  is  bandaged  (upon 
diagnosis)  and  the  patient  is  kept  in  bed  until  the 
prothrombin  time  has  been  satisfactory  for  three 
days.  Dicumerol  administration  is  continued  for  two 
weeks  in  sufficient  dosage  to  keep  the  prothrombin 
time  below  30%.  On  discharge  from  the  hospital,  it 
is  recommended  that  the  leg  be  supported  by  either 
an  Ace  bandage  or  a properly  fitting  elastic  stocking 
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until  all  pain  and  swelling  have  been  absent  for  two 
weeks. 

Pulmonary  emboli  in  this  group  have  been  treated 
with  both  Dicumerol  and  Heparin.  Dicumerol  is 
started  immediately  upon  diagnosis  and  the  above 
mentioned  course  of  treatment  is  followed.  Heparin 
is  started  simultaneously,  with  the  administration  of 
50  mg.  intramuscularly  every  six  hours  until  the 
prothrombin  time  has  been  brought  under  30%  by 
means  of  Dicumerol,  when  the  Heparin  is  stopped. 
In  resistant  cases  that  continue  to  have  emboli,  and  in 
patients  who  are  throwing  off  septic  emboli,  one  must 
consider  ligation  of  the  femoral  vein,  if  the  emboli 
originate  in  the  leg,  or  (if  in  the  pelvis)  vena  cava! 
ligation,  with  or  without  bilateral  ovarian  ligation, — 
depending  upon  whether  or  not  the  patient  has  had 
a bilateral  oophorectomy.  In  this  series  of  cases  we 
have,  fortunately,  not  been  faced  with  the  need  for 
ligation  therapy. 

In  prophylactic  therapy  against  phlebitis  we  use 
early  ambulatory  treatment  but  in  a different  form 
than  that  employed  in  most  of  this  series.  During 
most  of  this  5-year  period,  early  ambulation  was  in- 
terpreted to  mean  getting  out  of  bed  the  day  follow- 
ing surgery  or  delivery,  and  sitting  in  a chair,  as  the 
patient  desired.  We  now  allow  the  patient  out  of  bed 
but  insist  upon  actual  ambulation,  without  sitting, 
crossing  of  legs,  or  having  pillows  to  support  the  legs, 
for  seven  days.  In  those  patients  having  large  vari- 
cose veins  of  the  extremities,  the  legs  are  bandaged, 
and  kept  bandaged,  during  the  entire  hospitalization. 
In  the  obstetrical  group  support  of  the  legs,  prefer- 
ably by  means  of  elastic  stockings,  is  required  during 
the  entire  pregnancy  among  patients  having  varicose 
veins.  While  many  men  practice  ligation  of  veins 
during  the  antepartum  period,  I have  not  done  so, 
but  have  preferred  to  treat  the  veins  supportively 
during  the  pregnancy,  and  if  necessary,  ligate  and 
inject  those  needing  such  therapy  after  involution  had 
taken  place.  Most  patients  who  have  used  supportive 
therapy  during  their  pregnancy  will  not  need  ligation 
following  involution.  In  varicose  veins  of  the  vulva, 
which  can  be  very  distressing  during  pregnancy,  I 
have,  in  a considerable  number  of  cases,  used  injec- 
tion therapy  with  gratifying  results.  However,  many 


authors  feel  that,  since  the  veins  of  the  vulva  have  no 
valves,  it  is  possible  for  the  thrombus  initiated  by  in- 
jection to  propagate  and  become  the  cause  of  an 
embolus. 

Patients  who  give  a history  of  phlebitis  or  embolic 
phenomena  from  previous  deliveries  or  surgery  we 
treat  prophylactically  with  anticoagulant  therapy, 
starting  Dicumerol  within  24  hours  following  surgery 
or  delivery  and  keeping  the  prothrombin  time  below 
30%.  There  were  six  such  cases  included  in  this 
group,  two  of  whom  had  had  previous  pulmonary 
infarcts,  and  four  with  histories  of  previous  phlebitis. 
Of  the  latter,  one  patient  had  had  phlebitis  following 
three  successive  deliveries.  In  none  of  these  cases  did 
phlebitis  occur  following  anticoagulant  therapy. 

We  now  use  anticoagulant  therapy  in  all  patients 
showing  varicose  veins  of  the  extremities  and  pelvic 
vascular  congestion,  the  therapy  being  started  on  the 
first  postoperative  or  postpartum  day.  It  is  too  early 
to  include  the  results  of  this  therapy  in  this  series. 

Complications 

In  two  patients  being  treated  prophylactically  with 
Dicumerol,  one,  following  hysterectomy,  developed 
postoperative  vaginal  bleeding  on  the  tenth  postopera- 
tive day.  Dicumerol  was  withdrawn  and  vitamin  K 
administered,  followed  by  the  cessation  of  bleeding 
in  24  hours.  In  the  second  case,  on  the  eighth  post- 
partum day  following  Caesarian,  the  uterus  enlarged, 
due  to  intrauterine  haemorrhage,  but  bleeding  was 
controlled  by  withdrawal  of  Dicumerol,  administra- 
tion of  vitamin  K,  and  blood  transfusion. 

Conclusions 

A small  but  significant  number  of  cases  has  been 
studied  relative  to  the  occurrence  of  phlebitis  and 
embolic  complications  following  gynecological  sur- 
gery and  delivery.  Anticoagulant  therapy  was  used 
throughout  in  the  treatment  of  this  condition.  Early 
diagnosis  of  phlebitis  with  prompt,  adequate  treat- 
ment should  decrease  the  incidence  of  pulmonary  in- 
farction. This  analysis  offers  nothing  new,  but  merely 
substantiates  the  results  of  other  in  this  field. 


CHEST  INJURIES* 

Lloyd  Brown,  M.  D.,  Bangor,  Maine 


In  this  age  of  rapid  travel  severe  injuries  of  the 
chest  are  becoming  more  frequent  and  more  serious. 
The  physiological  effect  of  these  injuries  is  often 
more  far-reaching  than  is  the  obvious  anatomical 

* Read  at  the  Meeting  of  the  Maine  Chapter,  American 
College  of  Surgeons,  Belgrade  Lakes,  June  20,  1951. 


damage.  To  discuss  each  type  of  injury  which  may 
occur  to  the  chest  would  take  more  time  than  is  avail- 
able. However,  an  understanding  of  the  principles 
involved  makes  it  possible  to  treat  all  such  injuries 
intelligently.  We  shall,  therefore,  attempt  to  discuss 
the  several  types  of  physiological  abnormalities  which 
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occur  and  to  point  out  in  what  way  they  can  be  best 
corrected. 

The  principal  functions  of  the  cardio-respiratory 
system  are  those  of  supplying  oxygen  to  the  tissues 
and  removing  carbon  dioxide  from  them.  Any  injury 
to  the  chest  reduces  these  functions  and  may  render 
the  patient’s  condition  precarious  when  combined 
with  other  injuries.  The  severity  of  a chest  injury 
may  be  overlooked  in  the  presence  of  other  more 
obvious  injuries  such  as  broken  legs  or  craniocerebral 
injuries.  It  is  important,  therefore,  in  evaluating  any 
individual  who  has  sustained  severe  trauma  that  the 
whole  patient  be  considered.  Frequently  in  preparing 
such  a patient  for  operation  one  of  the  most  important 
steps  is  to  restore  to  normal  function  the  cardio- 
respiratory system.  Shock  which  must  be  relieved 
prior  to  operation  may  be  caused  more  by  disturb- 
ances in  the  physiology  of  the  thoracic  organs  than  by 
pain  or  loss  of  blood. 

Fractured  ribs  often  occur  in  conjunction  with 
other  injuries  and  may  thus  be  neglected.  In  one 
series  of  multiple  rib  fractures,  60%  had  associated 
injuries.  Neglecting  such  fractures  may  be  a serious 
mistake.  For  multiple  fractures  of  ribs  in  themselves 
have  been  shown  to  have  a mortality  of  up  to  10.4% 
and  pulmonary  complications  in  66%.  Such  fractures 
should  always  be  regarded  with  respect. 

Treatment  will  be  taken  up  later  but  we  feel  that 
it  is  important  to  mention  the  wide-spread  practice 
of  strapping  the  ribs.  Though  there  may  be  some 
relief  of  pain  from  binding  fractured  ribs  tightly, 
the  decrease  in  aeration  of  the  lungs  which  occurs 
leads  to  the  accumulation  of  secretions,  atelectasis, 
and  pneumonia.  These  complications  are  more  seri- 
ous than  the  fractures  themselves.  Strapping  the  ribs 
in  normal  individuals  has  been  shown  to  reduce  the 
vital  capacity  as  much  as  22%.  In  a patient  with  an 
already  reduced  vital  capacity,  this  may  be  serious. 
An  extreme  case  is  on  record  where  with  tight  strap- 
ping of  the  chest  bilateral  edema  of  the  legs  and 
ankles  developed  which  disappeared  only  after  re- 
moving the  strapping.  A far  more  effective  method 
of  relieving  the  pain  is  intercostal  nerve  block.  If  due 
to  multiple  fractures  a flail  chest  with  paradoxical 
motion  results  and  breathing  is  hampered,  elevation 
and  stabilization  of  the  ribs  may  be  achieved  by 
grasping  the  rib  with  a towel  clip  or  inserting  a hook 
into  the  sternum  and  attaching  5 pounds  of  traction. 

Pneumothorax  is  a frequent  complication  of  in- 
juries to  the  chest.  Whether  this  be  due  to  the  frac- 
ture of  a rib  with  penetration  of  the  lung,  rupture  of 
an  emphysematous  bleb,  or  extensive  perforation  of 
the  chest  wall,  the  underlying  principles  of  treatment 
are  the  same.  Normal  function  of  the  heart  and  lungs 
must  be  restored.  In  tension  pneumothorax  air  leaks 
into  the  pleural  cavity  on  inspiration  but  fails  to 
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escape  on  expiration.  Tension  increases  in  the  pleural 
cavity  till  the  lung  is  completely  collapsed  and  the 
mediastinal  structures  are  pushed  toward  the  unin- 
jured side.  This  embarrasses  the  intact  lung  and 
angulates  the  great  vessels,  interfering  with  the  re- 
turn of  blood  to  the  heart.  It  cannot  be  tolerated 
long.  The  tension  must  be  relieved.  Large  open,  or 
sucking,  wounds  of  the  chest  wall  allow  air  to  enter 
the  pleural  cavity  from  the  outside  and  will  rapidly 
be  fatal  because  of  collapse  of  the  lung  and  medi- 
astinal flutter.  The  importance  of  closing  the  chest 
wall  and  draining  the  pleural  cavity  is  well  known. 

Not  only  may  air  enter  the  pleural  cavity  but 
blood,  either  from  laceration  of  an  intercostal  artery 
associated  with  a fractured  rib,  or  from  injury  to  the 
lung  itself.  The  pressure  in  the  pulmonary  arterial 
system  is  from  30  to  40  mm.  of  mercury.  Bleeding 
from  small  blood  vessels  will  usually  stop  spon- 
taneously as  the  vessels  retract  into  the  lung.  An  in- 
tercostal artery  will  often  require  ligation.  Large 
pulmonary  vessels  will  bleed  profusely  and  will  ex- 
sanguinate the  patient  before  help  can  arrive. 

Injuries  to  the  heart  if  not  so  severe  as  to  cause 
immediate  exodus  may  result  in  filling  of  the  peri- 
cardial sac  with  blood  and  resulting  cardiac  tam- 
ponade. This  condition  is  manifested  by  falling  ar- 
terial blood  pressure,  rising  venous  blood  pressure, 
and  a “small  quiet  heart,”  the  so-called  triad  of  Beck. 
Such  a situation  renders  aspiration  or  drainage  a 
necessity. 

Emphysema  of  the  chest  wall  and  of  the  medi- 
astinum is  a frequent  complication  of  chest  injuries. 
Air  escapes  into  the  soft  tissues  giving  rise  to  the 
characteristic  crackling  sensation  on  palpation  of  the 
chest  wall.  This  in  itself  is  seldom  serious  though  the 
amount  of  air  in  the  chest  wall  may  be  large  and  may 
extend  from  the  neck  to  the  groin.  However,  when 
the  air  leak  conies  from  a ruptured  bronchus,  pres- 
sure on  the  mediastinal  structures  may  obstruct  respi- 
ration and  venous  return.  Drainage  of  the  medi- 
astinal spaces  at  the  suprasternal  notch  will  produce 
dramtic  improvement.  One  complication  well  worth 
remembering  is  gastric  dilatation.  This  may  cause 
upward  pressure  on  the  diaphragm  and  respiratory 
difficulty.  It  may  also  result  in  regurgitation  and 
aspiration  during  anesthesia. 

The  condition  known  as  “wet  lung”  is  common  in 
all  cases  of  serious  trauma.  Previously  it  has  been 
called  by  a number  of  names  including  traumatic 
pneumonitis,  patchy  atelectasis,  bronchopneumonia, 
pulmonary  congestion.  It  is  seen  frequently  with  se- 
vere injuries  of  the  chest,  craniocerebral  injuries,  and 
abdominal  injuries.  It  is  the  most  common  complica- 
tion of  injuries  to  the  chest  and  it  is,  therefore,  im- 
portant that  it  be  watched  for  and  understood.  When 
a patient  with  a chest  injury  fills  up  with  fluid  it  was 
once  thought  that  his  prognosis  depended  on  whether 
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or  not  he  was  able  to  absorb  this  fluid.  This  is  a 
misconception  which  can  well  lead  to  an  unhappy 
termination.  Such  fluid  must  be  coughed  up. 

The  factors  causing  “wet  lung"  can  be  grouped 
under  forces  which  cause  abnormal  amounts  of  fluid 
to  appear  in  the  respiratory  tract : — reflex  hyperse- 
cretion occurring  with  any  trauma,  local  injury,  in- 
creased respiratory  effort,  anoxia,  and  forces  pre- 
venting removal  of  fluid  from  the  respiratory  tract. 
Under  normal  circumstances  secretions  are  removed 
from  the  tracheobronchial  tree  by  the  act  of  coughing. 
An  effective  cough  requires  deep  inspiration,  closure 
of  the  glottis,  tensing  of  the  abdominal  muscles  to 
increase  the  intrathoracic  pressure,  and  a sudden 
opening  of  the  glottis.  In  the  presence  of  injury  these 
factors  may  be  depressed.  Another  common  cause  of 
pulmonary  complications  is  that  of  over-sedation. 
These  patients  are  in  extreme  pain  and  the  temptation 
is  strong  to  administer  large  doses  of  narcotics.  The 
cough  reflex  is  thus  further  hindered.  The  pain 
should  be  relieved  in  other  ways. 

“Wet  lung”  causes  anoxia.  This  increases  the 
shock  and  may  cause  cerebral  manifestations.  The 
amount  of  secretion  within  the  pulmonary  tree  is 
increased,  leading  to  atelectasis,  tracheo-bronchitis,  or 
bronchopneumonia  once  a common  cause  of  death. 

The  signs  and  symptoms  are  characteristic.  These 
individuals  develop  a moist  cough  which  often  be- 
comes productive.  However,  it  is  a weak  cough  and 
the  amount  of  production  is  scanty.  The  moisture 
persists  in  spite  of  production.  The  patients  remain 
dyspneic  and  on  auscultation  numerous  bronchial 
rales  are  audible.  X-ray  of  the  chest  in  the  early 
stages  may  show  little  or  may  show  small  areas  of 
patchy  atelectasis.  Later  gross  atelectatic  and  pneu- 
monic areas  are  common. 

Treatment  of  all  chest  injuries  is  similar.  In  the 
first  place  the  patients  should  be  carefully  examined 
to  determine  the  extent  of  the  injury  and  the  abnor- 
mal physiology  which  is  present.  If  they  are  dyspneic 
or  cyanotic,  oxygen  should  be  administered.  Breath- 
ing is  easier  and  cough  more  effective  in  Fowler  s 
position.  If  there  is  evidence  of  air  under  tension  in 
the  pleural  cavity  by  physical  examination  or  by 
X-ray,  this  should  be  removed.  A needle  inserted  be- 
tween the  ribs  is  enough  in  an  emergency.  It  is 
preferable  to  use  a pneumothorax  machine  so  that  the 
tension  within  the  pleural  cavity  can  be  measured. 
Recurrent  pneumothorax  with  tension  is  treated  by 
repeated  aspirations  or  better  by  the  insertion  of  an 
intercostal  catheter  which  can  be  connected  to  an 
under  water  trap.  This  is  a very  simple  and  safe 
arrangement  and  is  to  be  recommended  in  any  case 
where  there  is  delayed  expansion  of  the  lung.  Com- 
plete re-expansion  of  the  lung  is  one  of  the  important 
goals.  A dilated  stomach  should  be  emptied  with  a 
Levine  tube.  Sedation  should  be  given  in  small 


amounts.  Clearing  the  tracheo-bronchial  tree  is  all 
important.  Ineffective  cough  is  due  to  pain.  Blocking 
the  intercostal  nerves  to  the  fracture  site  relieves 
pain.  The  results  from  this  procedure  alone  may  be 
dramatic.  We  have  seen  patients  who  were  cyanotic, 
dyspneic,  and  appeared  practically  moribund  take  a 
new  lease  on  life  immediately  after  an  intercostal 
block  was  performed.  Respirations  become  slow  and 
deep.  Cough  becomes  effective  raising  large  quanti- 
ties of  sputum.  The  technique  is  easy.  The  inter- 
costal nerves  run  in  a groove  just  behind  the  inferior 
edge  of  the  rib.  The  intercostal  muscles  are  so  ar- 
ranged that  the  inner  layer  lie  deep  to  the  neurovas- 
cular bundle  and  the  external  layer  lie  suprficial,  leav- 
ing a fairly  well  demarcated  compartment.  It  is  not 
necessary  to  inject  the  nerve  proper  to  obtain  a satis- 
factory block.  If  an  intramuscular  needle  is  inserted 
just  through  the  external  intercostal  muscle  and  5 c.c. 
of  2%  Procain  is  injected  a satisfactory  block  will 
result  as  the  material  diffuses  around  the  nerve. 
More  lasting  anesthesia  can  be  achieved  with  eucapin 
pontocaine  mixtures  or  with  2%  metycaine.  One 
should  always  block  two  segments  above  and  two 
segments  below  the  segment  of  injury. 

If  the  patient  is  still  not  able  to  raise  bis  secretions, 
his  cough  may  be  assisted  by  an  intratracheal  cathe- 
terization. An  ordinary  #16  French  urethral  cathe- 
ter, with  a few  extra  holes  cut  in  its  distal  end,  is 
inserted  through  the  nose.  The  tongue  is  drawn  for- 
ward. With  the  patient  sitting  in  Fowler’s  position, 
the  catheter  is  advanced  until  it  lies  just  above  the 
glottis.  The  patient  is  then  told  to  draw  a deep  breath. 
This  opens  the  vocal  chords  and  the  catheter  is  in- 
serted into  the  trachea.  Cocainization  of  the  throat 
is  not  usually  performed  as  it  is  desirable  for  the 
catheter  to  stimulate  cough.  However,  in  difficult 
cases  topical  anesthesia  may  be  necessary.  With  the 
catheter  in  the  trachea,  suction  is  applied.  By  posi- 
tioning the  patient  first  on  one  side  and  then  on  the 
other  or  by  turning  the  head  and  the  chin  from  one 
side  to  the  other,  it  is  possible  to  insert  the  catheter 
into  first  the  right  main  bronchus  and  then  the  left. 
A satisfactory  cleaning  of  the  tracheo-bronchial  tree 
can  usually  be  accomplished.  The  patient  usually 
gags,  chokes,  and  becomes  cyanotic.  But  the  result  is 
excellent  and  the  threat  that  the  procedure  is  to  be 
repeated  is  often  very  effective  in  making  the  patient 
cough  more  efficiently  subsequently.  If  the  aspiration 
is  not  satisfactory,  bronchoscopy  should  be  per- 
formed. This  should  of  course  be  done  when  there  is 
any  question  of  foreign  body.  It  can  well  be  done  in 
the  patient’s  bed. 

In  the  presence  of  anoxia  there  is  often  profuse 
secretion  into  the  bronchial  tree  which  recurs  even 
after  an  effective  aspiration.  Under  these  circum- 
stances positive  pressure  oxygen  will  sometimes  dry 
up  the  bronchial  tree.  It  is  not  advisable  when  shock 
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is  present  for  the  increase  in  the  intra-pulmonary 
pressure  will  obstruct  venous  return  and  may  aggra- 
vate the  shock. 

Hemothorax  has  already  been  mentioned.  It  has 
been  argued  that  blood  within  the  pleural  cavity  is 
well  absorbed  and  that  it  is  unwise  to  introduce  a 
needle  into  it  lest  infection  be  carried  into  a fertile 
culture  medium.  This  danger  has  been  over-empha- 
sized and  particularly  in  the  presence  of  antibiotics 
it  is  slight.  On  the  other  hand  blood  in  the  pleural 
cavity  results  in  a laying  down  of  fibrin  over  the 
pleural  surfaces  which  will  cause  adhesions  and  de- 
crease pulmonary  function.  When  the  hemothorax  is 
large,  the  lung  may  be  so  collapsed  as  to  be  markedly 
crippled.  Infection  may  be  introduced  through  a rent 
in  the  lung.  Then  a pyohemothorax  will  result.  Most 
authorities  feel  that  all  blood  possible  should  be  re- 
moved from  the  pleural  cavity  even  if  repeated  aspi- 
rations are  necessary.  If  the  effusion  continues  to 
occur  one  may  be  forced  to  insert  an  intercostal  cathe- 
ter led  into  an  under-water  trap  to  effectively  remove 
the  bloody  fluid  and  expand  the  lung.  In  cases  where 
the  hemothorax  has  become  clotted  and  cannot  be  re- 
moved or  where  it  has  become  infected  and  a pyo- 
hemothorax has  developed,  it  may  be  necessary  to 
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perform  a thoracotomy  and  remove  the  tough  clot 
which  imprisons  the  lung  and  prevents  it  from  ex- 
panding. This  procedure,  decortication,  became  popu- 
lar during  the  past  war  and  is  often  very  effective. 
More  recently  the  development  of  “streptokynase- 
streptodornase  mixture”  has  made  possible  the  enzy- 
matic removal  of  fibrin,  clotted  blood,  and  purulent 
material.  This  agent  when  introduced  into  the  pleural 
cavity,  liquifies  clotted  blood  and  thickened  purulent 
secretions  which  may  then  be  aspirated  with  a needle. 
It  holds  great  promise. 

In  summary  a brief  review  of  the  physiological  ab- 
normalities of  the  eardio-vascular  system  which  occur 
with  chest  injuries  has  been  given.  The  importance 
of  examining  the  entire  patient  has  been  stressed. 
The  appropriate  measures  for  restoring-  the  cardio- 
vascular system  to  normal  efficiency  have  been  men- 
tioned, in  particular  intercostal  nerve  block  to  relieve 
pain  of  fractured  ribs  as  opposed  to  strapping  the 
chest,  clearing  the  airways  by  urging  coughing,  intra- 
tracheal aspiration,  or  if  necessary  bronchoscopy. 
Aspiration  from  the  pleural  cavity  of  air  and  blood 
in  order  to  secure  prompt  and  complete  expansion  of 
the  lung  has  been  emphasized. 


SURGICAL  INJURIES  OF  GENITO-URINARY  TRACT* 

Joseph  Memmelaar,  M.  D.,  Bangor,  Maine 


In  this  modern  era  which  has  popularized  radical 
surgery  of  the  pelvis,  ureteral  injury  is  a relatively 
common  occurrence.  There  have  been  over  800  recog- 
nized cases  reported  in  tbe  literature.  There  have 
also  been  ureteral  injuries  which  have  gone  unnoticed. 
In  one  clinic  a pathologist  was  requested  to  pay  strict 
attention  to  the  ureters  in  post  mortem  examinations 
of  all  women  who  had  undergone  pelvic  surgery,  and 
six  cases  were  discovered  in  which  ureters  had  been 
ligated. 

This  injury  is  particularly  found  in  the  female  pa- 
tient and  is  usually  associated  with  the  radical  hyster- 
ectomy or  during  the  removal  of  large  fibroids  or 
ligamentous  cysts.  Common  injuries  which  occur 
during  this  procedure  include  unilateral  or  bilateral 
ligation,  transection  of  the  ureter,  devitalization  of 
the  ureter,  or,  as  in  a recent  case  which  I personally 
observed,  a transection  of  the  left  ureter  with  ligation 
of  the  right  ureter.  Devitalization  of  the  ureter  occurs 
more  frequently  with  the  Wertheim  procedure  where 
sometimes  extensive  mobilization  of  the  ureter  is 
effected  and  the  blood  supply  is  seriously  diminished. 

* Read  at  the  Meeting  of  the  Maine  Chapter,  American 
College  of  Surgeons,  Belgrade  Lakes,  June  20,  1951. 


Common  sequelae  of  ureteral  injury  are  uretero-vagi- 
nal  and  uretero-abdominal  fistulae. 

Recognition  of  ureteral  injury  may  come  immedi- 
ately or  during  the  postoperative  period  or,  as  has 
already  been  stated,  at  autopsy.  Occasionally  the 
urologist  may  find  a strictured  ureter  some  time  later 
when  pyelograms  are  made.  The  diagnosis  of  a bi- 
lateral ureteral  injury  should  be  considered  in  all 
patients  who  suffer  from  urinary  “suppression”  im- 
mediately following  pelvic  surgery. 

In  consideration  of  the  treatment  of  such  injuries, 
prevention  is  of  prime  importance.  This  is  true  be- 
cause ureteral  injury  is  avoidable  in  all  except  the 
Wertheim  procedure  which  should  stand  in  a group 
by  itself  because  of  the  nature  of  the  operation. 
There  is  an  unwritten  law  apparently  among  surgeons 
which  does  not  permit  inlying  ureteral  catheters  pre- 
liminary to  major  pelvic  surgery,  yet  the  most  ex- 
perienced have  not  always  been  innocent  of  this  pre- 
ventable accident.  If  a ureter  has  been  ligated,  the 
ligature  should  be  removed  especially  during  the  con- 
valescent period,  and  the  constricting  areas  dilated 
immediately  and  subsequent  to  discharge  from  the 
hospital.  If  the  ureter  has  been  devitalized  it  should  be 
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re-implanted  in  the  bladder  after  the  devitalized  por- 
tion has  been  removed,  or  if  this  is  not  expedient, 
uretero-enterostomy  or  uretero-cutaneous  anastomo- 
sis should  be  performed.  In  the  event  of  transection 
of  the  ureter,  immediate  anastomosis  should  be  done 
in  which  I would  use  0000  ophthalmic  suture  and  this 
I choose  to  do  over  a T-tube  which  has  been  placed 
into  the  ureter  through  a longitudinal  incision  just 
proximal  to  the  transection.  It  is,  I believe,  essential 
that  the  T-tube  be  small  enough  so  that  when  the  site 
of  the  anastomosis  swells  it  does  not  become  ischemic. 
The  catheter  is  then  brought  out  extraperitoneally 
through  a stab  wound  laterally.  Chemotherapy  or 
antibiotics  are  indicated  in  small  doses  as  a prophylac- 
tic measure. 

The  T-tube  satisfies  three  requirements  of  ureteral 
repair:  (1)  it  provides  drainage  for  the  kidney,  (2) 
it  splints  the  area  of  anastomosis  so  that  kinking  is 
obviated,  (3)  it  establishes  drainage  for  the  retro- 
peritoneal area. 

Should  the  injury  become  evident  only  after  pelvic 
abscess  has  formed,  drainage  of  the  abscess  should  be 
first  instituted  and  a sinus  should  be  allowed  to  de- 
velop. After  the  tissue  has  approached  a normal  state, 
operation  should  then  be  performed  with  the  first 
objective  of  preserving  renal  tissue  whenever  this 
is  possible.  Therefore,  I would  suggest  a re-implanta- 
tion of  the  ureter  into  the  bladder  if  this  is  feasible 
or  a uretero-enterostomy  or  if  necessary  a uretero- 
cutaneous  anastomosis.  If  none  of  these  are  feasible 
and  the  opposite  kidney  is  functioning  well  a neph- 
rectomy may  be  considered.  A recent  case  history  in 
which  I acted  as  a secondary  principal  will  illustrate 
the  problem.  This  was  a 50-year-old  female  who  was 
subjected  to  a hysterectomy  for  early  carcinoma  of 
the  cervix.  During  the  operative  procedure  the  sur- 
geon became  aware  that  he  had  transected  the  left 
ureter  at  about  the  pelvic  brim.  He  anastomosed  the 
ureter  with  interrupted  0000  catgut  after  first  push- 
ing a ureteral  catheter  through  the  distal  portion  of 
the  ureter  into  the  bladder  and  placing  the  opposite 
end  of  the  catheter  through  the  proximal  portion  of 
the  ureter  to  a point  near  the  kidney  pelvis.  No  drain 
was  placed  in  this  area.  The  operation  was  completed 
and  the  patient  was  returned  to  the  ward  in  good 
condition. 

For  the  first  few  days  the  patient  seemed  to  pass 
urine  with  little  difficulty  and  in  adequate  amounts. 
However,  urinary  output  abruptly  decreased  and  for 
about  two  days  she  was  anuric,  during  which  time 
she  developed  an  azotemia  and  toxic  symptoms  of 
uremia.  She  had  received  sulfathiozol  and  the  ques- 
tion of  a toxic  nephrosis  with  anuria  was  considered. 
Because  of  a rise  in  her  temperature  and  generalized 
tenderness  over  the  abdomen,  I felt  the  left  side 
should  be  explored  and  at  least  a drain  placed  at  the 
anastamotic  site.  This  was  done  and  there  was  evi- 


dence of  extravasation.  A longitudinal  incision  was 
made  in  the  ureter  proximal  to  the  anastomosis,  which 
was  still  intact,  and  a T-tube  placed  in  the  ureter  with 
the  one  arm  extending  through  the  anastomosis.  The 
original  ureteral  catheter  was  no  longer  in  the  ureter 
but  had  worked  its  way  spontaneously  into  the  blad- 
der and  was  pulled  out  of  the  bladder  during  this 
procedure.  The  ureter  proximal  to  the  anastomosis 
was  somewhat  dilated  and  there  was  little  doubt  but 
that  the  anastomotic  ring  was  an  obstructive  factor. 
This  cast  a different  light  and  also  added  a new  sus- 
picion to  the  problem  of  her  anuria  It  had  been 
assumed  that  the  right  ureter  had  been  functioning 
but  now  it  appeared  that  there  was  good  reason  to 
suspect  that  the  left  ureter  only  had  been  functioning 
through  the  catheter,  and  that  when  the  catheter 
slipped  into  the  bladder  anuria  developed.  Therefore 
the  right  ureter  may  not  have  been  functioning  at  all. 
The  operator  stated  that  he  was  quite  sure  that  he  did 
not  injure  the  right  ureter.  However,  the  following 
day  the  patient  was  cystoscoped  and  an  attempt  was 
made  to  pass  a catheter  in  the  right  ureter  but  ob- 
struction was  met  at  about  ten  centimeters  and  could 
not  be  passed.  An  operation  was  then  performed  on 
the  right  side.  A dilated  ureter  was  found  which  was 
followed  down  to  a complete  stricture  which  was 
caused  by  a ligature.  The  tie  was  cut,  a longitudinal 
incision  was  made  in  the  ureter  proximal  to  the  point 
of  ligation  and  a T-tube  was  inserted  after  the  ureter 
had  been  thoroughly  dilated.  The  catheters  were  re- 
moved in  about  ten  days.  The  patient  had  a very 
stormy  convalescence  but  has  now  recovered  com- 
pletely. Pyelograms  taken  three  months  later  reveal 
normal  functioning  and  appearing  kidneys  and 
ureters. 

Summary 

I have  briefly  presented  the  problem  of  injuries 
which  may  occur  to  the  ureter  during  the  course  of 
pelvic  surgery.  The  problem  of  recognition  and  treat- 
ment have  been  discussed. 

Stress  lias  been  placed  on  the  fact  that  this  type  of 
injury  in  most  cases  is  preventable  bv  the  use  of  inly- 
ing ureteral  catheters  which  have  been  placed  just 
prior  to  operation. 

Finally  a case  historv  has  been  presented  which 
demonstrated  two  types  of  injury  and  the  treatment 
of  them. 
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PROBLEMS  IN  FLUID  AND  ELECTROLYTE  BALANCE  IN  EVERYDAY  HOSPITAL 

PRACTICE* 

William  K.  Barton,  M.  D.,  and  Robert  L.  Ohler,  M.  D.** 


In  recent  years,  the  physiology  of  intra  and  extra- 
cellular fluid  and  electrolytes  has  been  presented  in 
several  excellent  review  articles.1-5  At  the  present 
time,  there  is  available  adequate  information  upon 
which  to  base  a rational  approach  to  most  fluid  prob- 
lems arising  in  surgical  patients.  It  is  the  purpose  of 
this  paper  to  discuss  relatively  simple  methods  of 
management  which  have  been  found  useful  on  the 
Surgical  Service  of  a Veterans  Hospital,  citing  cases 
illustrative  of  the  general  principles  involved. 

Dehydration  Without  Excessive  Loss  of  Electrolytes 

One  can  anticipate  varying  degrees  of  dehydration 
in  acutely  ill  surgical  patients  upon  their  arrival  at  the 
hospital.  Pre-existing  anorexia,  nausea,  fear,  pain 
and  helplessness  may  cause  the  patient  to  limit  his 
fluid  intake  and  become  dehydrated  relatively  quickly. 

The  following  case  is  an  example  of  dehydration 
resulting  from  an  illness  of  short  duration: 

CASE  NO.  1 

A 25-year-old  man  was  admitted  with  a twenty- 
four  hour  history  of  abdominal  pain  first  starting  in 
the  periumbilical  region  and  later  radiating  to  his 
right  lower  quadrant.  The  patient  vomited  three 
times  prior  to  entry  and  had  taken  nothing  by  mouth 
except  “a  few  sips  of  coffee”  on  the  morning  of  entry. 
Physical  examination  revealed  fairly  typical  abdomi- 
nal findings  of  acute  appendicitis.  Clinically,  the  pa- 
tient appeared  to  be  extremely  dry,  with  a reddened 
tongue  and  dry  mucous  membranes.  White  blood 
count  on  admission  was  35,000  with  95  percent  ma- 
ture polys.  This  count  was  rechecked  and  confirmed. 
Hemoglobin  was  15.4  gms.%.  No  urine  specimen 
could  be  obtained  although  the  patient  had  voided 
only  once  in  the  last  twenty-four  hours.  At  operation, 
an  acute  suppurative  appendix  was  removed.  During 
the  operation,  the  patient  received  1,000  c.c.  of  five 
percent  glucose  in  water  and  an  additional  3,000  c.c. 
of  five  percent  glucose  in  water  during  the  next  eight 
hours.  In  spite  of  4,000  c.c.  of  intravenous  fluid,  this 
patient  voided  only  1,000  c.c.  of  urine  in  the  next 
twenty-four  hour  period.  Urinalysis  next  day  showed 
a specific  gravity  of  1.028. 

* Reviewed  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  expressed  by  the  authors  are  the  result 
of  their  own  study  and  do  not  necessarily  reflect  the  opinion 
or  policy  of  the  Veterans  Administration. 

**  Dr.  Barton,  Assistant  Chief,  Surgical  Service,  Togus, 
Maine.  Dr.  Ohler,  Chief,  Medical  Service,  Togus,  Maine. 


Provision  of  1500  c.c.  of  water  for  urinary  output 
and  1,000  c.c.  for  insensible  loss  through  the  skin  and 
lungs  in  a twenty- four  hour  period  are  reasonable 
adult  requirements.6  An  acutely  ill  patient  may  have 
a fluid  deficit  of  this  magnitude  when  first  seen  by  the 
surgeon.  In  Case  1,  the  patient  received  4,000  c.c.  of 
intravenous  fluid  before  reasonable  hydration  was  es- 
tablished clinically,  as  evidenced  by  an  adequate  urin- 
ary output.  The  urine  specific  gravity  of  1.028  sug- 
gests that  this  amount  of  fluid  was  not  excessive. 

Case  No.  2 is  an  example  of  a patient  who,  in  addi- 
tion to  losing  considerable  whole  blood,  failed  to 
drink  normally  and  acquired  a large  deficit  of  water. 

CASE  NO.  2 

A 56-year-old  man  was  admitted  for  his  fourth  epi- 
sode of  hematemesis  from  a gastric  ulcer.  Twentv- 
four  hours  prior  to  admission,  he  had  vomited  a small 
amount  of  blood  and  on  admission  vomited  a quart 
of  “coffee-ground  material.”  The  patient  had  not 
taken  anything  by  mouth  for  the  previous  twenty- 
four  hours.  He  appeared  pale  and  restless.  The  skin 
and  mucous  membranes  were  dry.  Clinically,  the  pa- 
tient was  not  in  shock;  blood  pressure  was  130/70. 
Hemoglobin  was  11.6  grams;  hematocrit  34  percent. 
During  the  first  nine  hours  after  admission,  the  pa- 
tient received  1,000  c.c.  of  five  percent  glucose  in  nor- 
mal saline,  and  1,000  c.c.  of  blood  intravenouslv  and 
240  c.c.  of  milk  by  mouth.  There  was  no  further 
clinical  evidence  of  active  bleeding.  His  urinary  out- 
put during  the  first  nine  hours  was  75  c.c.  Following 
correction  of  electrolyte  and  fluid  balance,  a gastric 
resection  was  performed.  Patient’s  post-operative 
course  was  uneventful. 

In  spite  of  having  received  an  amount  of  blood 
equal  to  one-sixth  of  his  blood  volume,  there  was 
no  change  in  hemoglobin  or  hematocrit  twelve  hours 
after  admission.  It  is  felt  that  a large  portion  of  the 
intravenous  fluid  given  was  taken  up  by  the  dehy- 
drated tissues,  and  that  the  blood  received  served  to 
replenish  the  diminished  blood  volume,  leaving  little 
extra  water  for  urinary  output  or  blood  dilution.  In 
addition  to  the  loss  of  blood,  tissue  dehydration 
existed  because  of  inability  to  ingest  fluid  normally 
during  the  twenty-four  hours  prior  to  admission. 

It  should  he  pointed  that  in  addition  to  replacing 
blood,  one  must  also  give  sufficient  fluid  to  meet  the 
requirement  for  water  and  assure  a sufficient  urinary 
output.  This  output  usually  is  a good  guide  to  the 
adequacy  of  hydration.  The  average  patient  suffers 
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no  obvious  ill  effects  from  a short  period  of  dehydra- 
tion of  moderate  degree.  Unless  hydration  is  attained 
in  a reasonable  time,  a patient  who  develops  such  post- 
operative complications  as  vomiting,  infection,  or 
ileus  is  less  able  to  meet  his  additional  problems  which 
are  superimposed  upon  a state  of  poor  hydration. 

In  the  postoperative  patient,  uncomplicated  dehy- 
dration is  best  repaired  by  oral  fluids  when  feasible, 
otherwise  by  intravenous  administration  of  five  per- 
cent dextrose  in  water  rather  than  saline.  Recent  evi- 
dence indicates  that  operation  or  other  acute  stress 
results  in  a tendency  to  retention  of  sodium  and  loss 
of  potassium.8 

The  kidney  attempts  to  compensate  for  dehydra- 
tion by  re-absorbing  a larger  fraction  of  water  from 
the  glomerular  filtrate,  resulting  in  oliguria.  This  de- 
crease in  urinary  output  may  upon  occasion  present  a 
perplexing  differential  diagnosis  between  the  oliguria 
of  dehydration  and  of  renal  disorders.  Postopera- 
tively,  a dehydrated  individual,  especially  if  a trans- 
fusion reaction  is  a possibility,  may  require  cautious 
administration  of  considerable  fluid  before  the  nature 
of  the  problem  is  known  with  certainty,  as  illustrated 
by  Case  No.  3. 

CASE  NO.  3 

A 55-year-old  male  was  hospitalized  for  the  fourth 
time  with  major  gastric  bleeding.  Following  cessation 
of  bleeding,  a gastric  resection  was  performed.  He 
received  1,000  c.c.  of  blood  during  this  procedure. 
Postoperatively,  he  voided  only  100  c.c.  in  the  first 
twenty-four  hours.  During  the  next  twelve  hours,  the 
patient  received  1,500  c.c.  of  intravenous  fluid  hut 
voided  only  60  c.c.  of  urine.  At  this  point,  it  was 
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necessary  to  find  the  cause  of  his  oliguria.  Was  it 
lower  nephron  nephrosis  or  dehydration  ? Clinically, 
the  patient  appeared  dehydrated ; he  was  thirsty ; his 
mouth  and  tongue  were  dry.  Catheterization  yielded 
an  additional  350  c.c.  of  urine  of  1.012  specific  grav- 
ity, which  was  lower  than  would  be  expected  with  de- 
hydration. There  was  no  hemoglobinuria.  Blood  urea 
nitrogen  was  moderately  elevated.  Cautiously,  the 
patient  was  given  five  percent  glucose  in  water  intra- 
venously and  gradually  hydrated.  During  the  next 
twelve  hours,  he  passed  over  1,000  c.c.  of  urine,  and 
it  became  evident  that  dehydration  had  accounted 
for  his  urinary  suppression.  The  BUN  returned  to 
normal. 

Problems  in  Excessive  Loss  of  Electrolytes 

Vomiting,  gastric  or  duodenal  suction,  loss  of  large 
amounts  of  fluid  from  biliary,  pancreatic,  or  other 
fistulas,  and  protracted  diarrhea  result  in  losses  of 
water  and  of  electrolytes,  sodium,  chloride,  bicar- 
bonate and  potassium,  in  varying  proportions.  In  the 
absence  of  sweating,  insensible  loss  of  water  of  1,000 
c.c.  is  accompanied  by  negligible  loss  of  electrolyte, 
but  in  the  presence  of  moderate  sweating  or  high 
fever,  losses  of  1,500  c.c.  of  water  and  35  milliequiva- 
lents  of  sodium  chloride  may  be  anticipated.  Up  to 
2,000  c.c.  of  water  and  70  milliequivalents  of  sodium 
chloride  may  he  lost  in  severe  sweating.  Losses  are 
increased  with  high  environmental  temperature,  but 
electrolyte  losses  are  less  in  acclimatized  persons.6 

Table  I shows  representative  electrolyte  concen- 
trations in  certain  body  fluids.  The  normal  kidney 
can  limit  excretion  of  sodium  and  chloride  to  a 
negligible  amount  when  a deficiency  of  these  elements 
is  present  in  the  serum. 


TABLE  I 


Anions  (me./l) 

Cations 

Na 

K 

Cl-(me./l) 

HCO-3  (mm./l) 

Gastric 

37 

15 

165 

0 

Pancreatic 

142 

7 

70 

80 

Small  Intestinal 

145 

5 

120 

30 

Bile 

145 

5 

90 

30 

Approximate  concentrations  of  electrolytes  in  gastrointestinal  secretions — adapted  from  Darrow.1 


Disturbances  in  the  acid-base  balance  of  the  extra- 
cellular fluid  result  from  a disproportionate  loss  of 
sodium,  chloride,  potassium  or  bicarbonate.  Large 
losses  of  gastric  secretion  commonly  result  in  alka- 
losis. An  important  and  interesting  relationship  be- 
tween the  intracellular  potassium  and  extracellular 
bicarbonate  has  recently  been  discussed  by  Darrow.1’ 2 
A practical  application  of  this  relationship  is  that 
some  cases  of  metabolic  alkalosis  originating  from 
loss  of  chloride  in  excess  of  sodium  may  require  po- 


tassium as  well  as  chloride  before  the  alkalosis  will 
disappear.  Similarly,  excessive  loss  of  potassium  in 
such  states  of  hormonal  imbalance  as  Cushing’s  syn- 
drome or  in  ACTH  therapy  results  in  alkalosis  with 
high  serum  bicarbonate. 

The  following  cases  are  illustrative  of  the  type  of 
patient  in  whom  it  is  necessary  to  anticipate  large 
losses  of  electrolyte,  so  that  these  losses  may  be  re- 
placed as  they  occur. 
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CASE  NO.  4 

A 70-year-old  male  was  admitted  with  arterio- 
sclerotic heart  disease  and  congestive  failure,  chronic 
asthmatic  bronchitis,  and  marked  pulmonary  emphy- 
sema. He  was  digitalized,  placed  on  a low-sodium 
diet,  and  treated  with  penicillin.  His  cardiac  failure 
and  bronchitis  improved  under  this  regimen.  How- 
ever, about  two  weeks  following  admission,  he  de- 
veloped the  signs  and  symptoms  of  an  acute  surgical 
abdomen.  His  white  blood  count  was  37,400  with  96 
percent  polys,  and  his  urine  specific  gravity  was  1.032. 
It  was  anticipated  that  dehydration  would  be  a factor 
in  his  further  management.  At  operation,  acute  chole- 
cystitis was  found  and  a cholecystostomy  performed. 
During  his  first  twenty-four  hour  postoperative 
period,  he  lost  in  addition  to  750  c.c.  of  urine,  gastric 
secretion  of  300  c.c.,  and  biliary  drainage  of  200  c.c., 
all  contributing  to  excessive  loss  of  electrolyte  super- 
imposed upon  the  effect  of  a somewhat  prolonged 
low-sodium  diet,  increased  sweating,  and  a fever  of 
101  degrees.  The  only  intravenous  saline  given  was 
to  replace  known  chloride  losses.  By  the  next  day, 
serum  chlorides  were  83  milliequivalents  per  liter ; 
BUN  31  milligrams  percent ; hematocrit  45.  These 
values  were  suggestive  of  dehydration  and  electrolyte 
deficiency.  Urinary  output  for  this  period  was  575 
c.c.  and  contained  chloride  at  a concentration  of  four 
grams  per  liter,  which  would  suggest  adequate  serum 
chloride  levels.  Actually,  the  patient  was  deficient  in 
both  salt  and  water  and  was  treated  successfully  by 
increasing  his  urine  output  with  intravenous  dextrose 
and  water,  replacing  specific  salt  losses  with  saline 
and  placing  him  on  oral  feedings  with  salt. 

Two  points  can  be  made  from  this  case.  First,  that 
dehydration  and  electrolyte  imbalance  were  antici- 
pated and  consequently  under  reasonable  control. 
Secondly,  cardiac  patients  who  have  stabilized  on 
low-sodium  diets  may  soon  reach  a depleted  state  if 
additional  losses  occur  through  the  gastrointestinal 
tract  or  from  high  temperature  and  sweating.  Dehy- 
dration with  hyponatremia  or  hypochloremia,  or  both, 
is  particularly  apt  to  occur  if  mercurial  diuretics  have 


been  used,  or  if  damaged  kidneys  are  unable  to  limit 
salt  excretion,  in  a patient  who  has  been  on  an  ex- 
tremely low  sodium  diet.9’ 10  The  urinary  chloride 
measurement  cannot  be  used  as  a guide  to  salt  re- 
quirements in  the  presence  of  kidney  damage.  It 
should  also  he  emphasized  that  excessive  administra- 
tion of  sodium  is  to  be  avoided  in  cardiac  patients. 

CASE  NO.  5 

A 42-year-old  male  had  a subtotal  gastric  resection 
for  an  intractable  duodenal  ulcer  and  massive  gastro- 
intestinal bleeding.  The  postoperative  course  was 
complicated  by  a right  anterior  subphrenic  abscess, 
which  was  drained  leaving  a residual  duodenal  fistula. 
Fortunately  at  this  time,  the  patient  was  able  to  take 
fluid  and  nourishment  by  mouth,  which  reduced  the 
need  for  intravenous  replacement  therapy.  About 
one  month  later,  the  fistulous  tract  closed  rather 
quickly,  only  to  have  another  abscess  collection  de- 
velop which  again  required  drainage.  The  duodenal 
fistula  re-estahlished  itself,  and  at  this  time  the  pa- 
tient was  unable  to  take  food  by  mouth  because  of 
vomiting.  Additional  losses  of  fluid  and  electrolytes 
complicated  the  problem  of  replacement  therapy  and 
a feeding  jejunostomy  was  performed  to  provide  a 
means  of  replacing  his  gastrointestinal  losses  and  to 
provide  for  additional  nourishment.  The  patient  made 
a good  recovery  and  the  fistulous  tract  gradually 
closed.  The  maintenance  of  fluid  and  electrolyte  equi- 
librium was  simplified  by  the  use  of  the  chloride  bal- 
ance sheet  described  by  Scribner  of  the  Mayo 
Clinic.6’ 7 All  urine,  gastric  and  duodenal  drainage 
collected  from  this  patient  were  saved  over  a twenty- 
four  hour  period  and  volumes  recorded.  They  were 
analyzed  daily  for  chloride  content  in  milliequivalents 
per  liter.  A balance  sheet  was  constructed  totaling 
all  fluid  and  chloride  intake  and  output.  It  was  then 
possible  to  replace  these  losses  with  reasonable  accu- 
racy using  saline,  Amigen  and  jejunostomy  feeding, 
to  which  both  biliary-fistula  and  Wangensteen-suction 
material  had  been  added.  The  chloride  sheet  con- 
structed in  this  case  is  shown  for  one  day. 


TABLE  II 
8-5-50 


INTAKE  OUTPUT 


Vol.  c.c. 

Type  of 
Fluid 

rneq./L  of 
Chloride 

Total  me. 
Chloride 

Vol.  c.c. 

Type  of 
Fluid 

meq./L  of 
Chloride 

Total  me. 
Chloride 

2200 

water 

0. 

0. 

925 

urine 

155. 

143.37 

1000 

5%  G in  s 

154. 

154. 

2650 

Wang. 

48. 

127.20 

500 

blood 

52.5 

26.25 

300 

bile  drain 

100. 

30.00 

1000 

N sal 

154. 

154. 

1000 

Insensible 

loss 

0. 

1000 

amigen 

35. 

35. 

925 

Jejunostomy 

35. 

32.37 

925 

Feeding 

92.50 

bile  drain 

100. 

7550 

494.12 

4875 

300.57 

Chloride  balance  sheet  for  1 day — Case  No.  3. 
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CASE  NO.  6 

A 66-year-old  white  male  with  a duodenal  ulcer  of 
long  standing  was  admitted  on  December  19,  1950, 
following  a week  of  persistent  vomiting.  He  stated 
that  the  vomitus  had  appeared  like  coffee-grounds  in 
the  last  twenty- four  hours.  On  admission,  there  was 
a loss  of  skin  turgor  but  mucous  membranes  were 
moist.  Stool  contained  occult  blood.  Admission  red 
blood  count  of  3.7  million  dropped  to  2.8  million  fol- 
lowing hydration.  Although  he  at  first  appeared  to 
tolerate  milk  feedings,  on  the  fourth  hospital  day, 
2,200  c.c.  of  fluid  was  aspirated  from  the  stomach. 
For  the  next  eleven  days,  complete  pyloric  obstruc- 
tion was  apparently  present  and  continuous  gastric 
suction  was  necessary.  His  entire  intake  of  fluid  was 
by  the  parenteral  route.  Severe  imbalance  of  fluid 
and  electrolytes  was  prevented  by  the  use  of  the 
chloride  balance  sheet  illustrated  in  the  preceding 
case.  Urine  and  aspirations  were  analyzed  by  the 
bedside  method  of  Scribner.6’ 7 Serial  electrocardio- 
grams provided  the  only  means  of  controlling  the 
status  of  serum  potassium.  Potassium  chloride  was 
administered  intravenously  in  amounts  of  20  to  40 
milliequivalents  a day  after  the  seventh  day,  when 
lowering  of  T waves  and  prolongation  of  Q-T  inter- 
val had  become  apparent.  During  this  pre-operative 
period  of  pyloric  obstruction,  gastric  drainage  of 
1,450  to  4,400  c.c.  containing  between  120  and  140 
milliequivalents  of  chloride  per  liter  was  lost.  Urine 
output  varied  from  850  to  3,750  c.c.  containing  from 
40  to  114  milliequivalents  of  chloride  per  liter.  Thus 
total  daily  losses  of  chloride  varied  from  307  to  442 
milliequivalents  with  fluid  losses  of  up  to  6,250  c.c. 
per  twenty-four  hours.  Fluid  was  supplied  as  five 
and  ten  percent  dextrose  in  water  with  enough  iso- 
tonic saline  (containing  150  milliequivalents  of  so- 
dium chloride  per  liter)  to  replenish  the  previous 
day’s  chloride  losses.  Caloric  requirements  were  met 
in  part  by  glucose,  and  nitrogen  was  given  as  Amigen 
(containing  approximately  35  milliequivalents  of 
chloride  per  liter).  The  BUN  dropped  from  27 
mg./lOO  c.c.  to  12  mg./lOO  c.c.  and  the  serum  chloride 
rose  from  92  me./L  to  113  me./L  during  the  first 
week  on  this  program. 

This,  we  feel,  illustrates  that  the  chloride  balance 
sheet  provides  an  adequate  and  simple  safeguard  even 
in  the  presence  of  enormous  daily  losses  of  fluid  and 
electrolyte.  During  the  period  before  potassium  ther- 
apy was  instituted,  C02  combining  power  rose  from 
65  volumes  percent  (28  mm./l)  to  71  volumes  per- 
cent (32  mm./l)  and  serum  chlorides  fell  to  94  milli- 
equivalents per  liter.  Administration  of  potassium 
chloride,  40  milliequivalents,  for  two  days  was  fol- 
lowed by  prompt  return  of  these  values  to  58  volumes 
percent  (26  mm.)  of  C02  and  103  milliequivalents  of 
serum  chloride.  Although  not  of  serious  proportions, 
this  illustrates  that  significant  losses  of  potassium  do 


occur  in  gastrointestinal  secretions5  and  serves  as  an 
example  of  return  to  normal  acid-base  equilibrium 
with  replacement  of  potassium.2 

Lower  Nephron  Nephrosis 

Many  patients  receive  transfusions  during  their 
operations,  and  if  oliguria  occurs  in  the  early  post- 
operative period,  it  becomes  necessary  to  differentiate 
between  oliguria  of  dehydration  and  that  of  lower 
nephron  nephrosis.  The  treatment  of  each  is  dia- 
metrically opposed.11’ 12  Lower  nephron  nephrosis  re- 
sults from  hemolytic  transfusion  reactions,  hemolysis 
following  use  of  distilled  water  in  transurethral  pros- 
tatectomy, crush  syndrome,  alkalosis  from  excessive 
vomiting,  burns,  and  various  toxic  substances,  notably 
sulfonamides  and  carbon  tetrachloride.  An  excellent 
review  of  this  subject  is  that  of  Strauss,11  who  advo- 
cates treatment  consisting  of  750  c.c.  of  15  percent 
dextrose  in  water  daily  in  addition  to  replacement  of 
chloride  losses  from  vomiting.  The  greatest  danger 
is  over-treatment  with  fluid,  especially  saline,  with 
death  resulting  from  pulmonary  edema. 

CASE  NO.  7 

The  following  cases  are  examples  : 

A 24-year-old  male  was  admitted  for  the  third  time 
with  persistent  peptic  ulcer  pain.  His  two  previous 
admissions  had  been  for  perforation  of  a duodenal 
ulcer.  Following  a period  of  evaluation,  a gastric  re- 
section was  performed,  and  immediately  postopera- 
tively  his  course  was  complicated  by  hypotension  for 
twelve  hours.  This  hypotension  was  treated  by  trans- 
fusions, and  his  blood  pressure  gradually  returned  to 
normal  levels.  By  the  following  day,  he  was  oliguric 
and  BUN  was  75  milligrams  percent.  It  was  neces- 
sary to  know  the  cause  of  this  man’s  oliguria.  Was 
it  from  shock,  dehydration,  or  lower  nephron  nephro- 
sis? The  diagnosis  in  this  case  was  soon  established 
by  the  finding  of  hemoglobin  in  the  urine.  He  was 
placed  on  the  Strauss  regime  of  750  c.c.  of  15  percent 
glucose  in  water  daily,  plus  replacement  of  gastric 
losses  with  an  equal  amount  of  normal  saline.  In 
spite  of  this,  his  course  was  one  of  gradual  increasing 
toxicity  with  death  on  the  twelfth  postoperative  day. 
Quite  possibly  this  man’s  demise  was  from  potassium 
intoxication.  Since  the  advent  of  the  artificial  kidney, 
its  use  has  proved  to  be  lifesaving  in  such  instances. 

CASE  NO.  8 

A 22-year-old  man  had  a bone  graft  operation  per- 
formed on  the  left  tibia  March  27,  1950.  On  April 
19,  1950,  after  receiving  300  c.c.  of  whole  blood  of 
his  own  type  (O,  Rh  positive),  a severe  shaking  chill 
occurred  accompanied  by  cramping  lower  abdominal 
pain,  leg  pains,  involuntary  defecation  and  vomiting. 
The  amount  and  character  of  urine  passed  during  the 
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next  twelve  hours  is  unknown.  Vomiting  continued. 
On  April  20,  1950,  50  c.c.  of  dark-amber  urine  was 
passed  and  on  the  next  day  none.  He  was  cautiously 
hydrated  with  1,000  c.c.  of  five  percent  glucose  in 
saline  and  1,000  c.c.  of  five  percent  glucose  in  water. 
Oliguria  persisted,  and  acute  renal  insufficiency  due 
to  lower  nephron  nephrosis  was  suspected.  The  pa- 
tient appeared  in  good  general  condition.  Tongue  was 
moist;  blood  pressure  was  122/70,  heart  was  normal 
to  physical  examination  ; lungs  were  clear.  There  was 
no  peripheral  edema.  The  following  regime  was  in- 
stituted: Nothing  by  mouth,  careful  recording  of  in- 
take and  output  of  fluids  including  vomitus,  daily 
determinations  of  BUN,  serum  chlorides,  C02  com- 
bining power,  and  twenty-four  hour  urinary  chloride 
excretion.  Electrocardiograms  were  taken  daily  as  a 
guide  to  serum  potassium  levels.  Anticipated  water 
losses  were  met  with  750  c.c.  of  fifteen  percent  dex- 
trose in  water  a day  intravenously,  which  also  pro- 
vided sufficient  calories  to  minimize  breakdown  of 
tissue  protein.1  Fluid  lost  by  vomiting  was  replaced 
by  an  equal  amount  of  isotonic  saline.  Strauss11 
recommends  in  addition  the  use  of  one-sixth  molar 
sodium  lactate  or  sodium  bicarbonate  if  acidosis  oc- 
curs. Alkali  therapy  was  not  necessary  in  our  patient 
as  he  apparently  compensated  for  excessive  acid 
accumulation  by  vomiting. 

On  April  24,  1950,  urine  output  had  not  exceeded 
100  c.c.  daily;  vomiting  of  small  amounts  had  con- 
tinued; and  blood  urea  nitrogen  was  112;  C02  com- 
bining power,  59  volumes  percent ; blood  pressure 
135/90  ; and  electrocardiogram  showed  tall,  peaked  T 
waves  in  leads  1,  2,  V4  and  V5.  On  April  25,  1950, 
urine  output  was  200  c.c.  and  on  succeeding  days  350, 
800,  950,  1790,  1950  c.c.  In  spite  of  the  high  urine 
output,  the  BUN  remained  above  100  until  May  2, 
1950,  when  an  abrupt  fall  to  57  took  place;  a level 
of  19  milligrams  percent  was  reached  on  May  9,  1950. 

During  the  period  of  diuresis,  it  became  necessary 
to  replace  chloride  lost  in  the  urine  with  isotonic  saline 
intravenously,  since  great  amounts  of  electrolytes 
were  lost  during  this  period  in  spite  of  the  fact  that 
the  urine  at  first  was  very  dilute.  For  example,  on 
April  30,  1950,  urine  volume  was  1,790  c.c.,  specific 
gravity  1.005,  and  urinary  chloride  1.4  grams  per 
liter  as  sodium  chloride.  Urine  chloride  loss  then  re- 
mained low  until  May  8,  1950,  when  2.9  grams  per 
liter  was  lost  and  May  9,  1950,  when  6.9  grams  per 
liter  were  excreted.  The  patient  made  an  uneventful 
recovery,  and  three  months  later  no  renal  abnormality 
could  be  detected  by  usual  tests. 

Although  definite  evidence  of  a mismatched  trans- 
fusion could  not  be  obtained  in  this  case,  it  is  sur- 
mised that  a hemolytic  transfusion  reaction  was  the 
etiological  factor.  This  case  illustrates  a conservative 
method  of  handling  this  problem,  which  in  essence  is 
that  of  helping  the  patient  to  remain  alive  until  the 
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kidneys  recover  from  this  unique,  self-limited  dis- 
order. The  greatest  danger  to  be  scrupulously 
avoided  is  over-hydration  with  water  or  saline,  which 
results  in  water  intoxication  or  pulmonary  edema.  If 
death  occurs  in  the  absence  of  over-hydration  it  is 
likely  to  be  from  potassium  intoxication. 

General  Considerations  of  Management 

The  plan  we  have  found  useful  for  the  management 
of  fluid  and  electrolyte  problems  is  first  to  attempt  to 
discover  those  patients  in  whom  a deficit  exists  on 
admission ; secondly,  to  anticipate  problems  in  certain 
patients  pre-  or  postoperatively,  which  include : 

1.  Patients  on  gastric  or  intestinal  suction. 

2.  Patients  receiving  parenteral  feeding  for  long 
periods. 

3.  Patients  with  fistula. 

4.  Patients  with  cardiac  disease. 

5.  Patients  with  kidney  disease. 

The  more  common  cases  (hernias,  appendectomies, 
varicose  veins,  pilonidal  cystectomies)  usually  offer 
no  postoperative  problem.  These  patients  take  fluids 
by  mouth  early,  and  dehydration  is  soon  corrected. 
If  unable  to  take  fluids  orally  for  any  reason,  their 
dehydration  can  be  adequately  treated  by  five  percent 
glucose  in  water  intravenously.  Most  of  our  patients 
have  their  fluid  intake-output  charted  for  the  first  day 
or  two  postoperatively,  and  dehydration  is  discovered 
early  and  treated  before  it  becomes  a problem.  A fall 
in  urinary  output,  a rise  in  urinary  specific  gravity,  or 
a fall  in  urinary  chloride  concentration  may  be  indica- 
tive of  early  fluid  or  electrolyte  deficiency.  We  feel 
that  a urinary  output  of  1,500  c.c.  of  a 1.015  specific 
gravity,  and  a urinary  chloride  of  2 grams  or  more 
per  liter  is  adequate  in  the  presence  of  good  kidney 
function. 

Our  intake-output  charts  are  simple,  kept  by  the 
patient’s  bedside,  and  show  at  a glance  his  intake  and 
output  activities  for  each  twenty-four  hour  period. 
Intake-output  charting  is  “routine”  for  patients  on 
gastrointestinal  suction,  parenteral  feeding,  those  with 
kidney  disease,  heart  disease,  and  others  in  whom 
problems  are  anticipated.  This  charting  may  reveal 
the  first  hint  of  balance  difficulties.  Patients  who  we 
feel  will  present  difficult  or  prolonged  problems  are 
managed  by  using  the  chloride  balance  method  of 
Scribner.6* 7 Our  experience  with  this  method  has 
been  gratifying. 

Potassium  deficiency  is  usually  not  a problem  in 
patients  who  are  able  to  take  oral  feeding  within  a 
few  days,  since  most  diets  contain  adequate  potas- 
sium.13 Deficiency  in  potassium  may  occur,  however, 
in  those  surgical  patients  who  receive  prolonged  par- 
enteral feeding,  or  in  those  who  have  large  losses  of 
gastrointestinal  fluids.  The  only  contraindications  to 
the  administration  of  potassium  are  severe  dehydra- 
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tion,  oliguria,  or  renal  failure  since  adequate  urinary 
output  is  necessary  to  avoid  the  dangers  of  potassium 
intoxication.  Its  administration  should  be  checked 
from  time  to  time  by  serial  electrocardiograms,  and 
it  should  not  be  given  intravenously  faster  than  30 
milliequivalents  per  hour.  Our  patients  usually  re- 
ceive about  40  milliequivalents  per  day  given  in  a 
period  of  not  less  than  two  hours.  The  safest  and  best 
method  for  its  administration  is  by  the  oral  route,  and 
it  can  be  given  as  the  chloride,  citrate,  or  as  a mixture 
of  both.  1 he  average  daily  need  of  a surgical  patient 
is  about  2 grams  of  potassium.5 

Summary 

Several  cases  have  been  presented  illustrating  the 
more  common  problems  in  fluid  and  electrolyte  bal- 
ance in  surgical  patients  as  a basis  for  discussing  the 
management  of  such  problems  by  methods  available 
in  everyday  hospital  practice. 
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CLINICAL  EXPERIENCE  WITH  TRIMETON  MALEATE  LOTION  WITH  PREPARED 

NEOCALAMINE 

Martyn  A.  Vickers,  M.  D.,  Bangor,  Maine 


Introduction 

Successful  and  satisfactory  management  of  cases 
of  plant  dermatitis  depends  in  a considerable  measure 
on  relief  of  subjective  symptoms,  especially  itching 
which  is  often  most  distressing.  Secondary  infection 
as  a result  of  scratching  frequently  accompanies  all 
types  of  dermatitis.  Various  types  of  lotions  and 
creams  with  drying  agents,  anesthetics,  and  other 
drugs  have  been  used  with  varying  degrees  6f  success. 

Plant  dermatitis  is  in  the  nature  of  an  allergic  re- 
action. It  is  well  known  that  antihistamines  provide 
marked  symptomatic  relief  of  itching  in  these  and 
other  cases.  These  drugs  may  be  administered  orally 
or  applied  topically  as  desired.  However,  it  is  be- 
lieved that  topical  application  produces  a relatively 
high  concentration  locally  without  causing  side  effects. 
In  addition,  there  is  some  indication  that  results  ob- 
tained from  local  administration  are  somewhat 
superior  to  those  obtained  from  oral  administration. 

Materials  and  Methods 

This  study  is  a report  on  48  patients  with  plant 


type  dermatitis  who  were  treated  with  Trimeton- 
Calamine  Lotion.*  The  medication  was  applied  liber- 
ally to  the  effected  areas  several  times  daily  until  the 
lesions  had  cleared. 

Results 

Symptomatic  relief  judged  from  good  to  excellent 
was  obtained  in  40  patients  in  this  series.  Four  pa- 
tients complained  of  a continuous  burning  sensation 
and  discontinued  the  use  of  the  drug.  In  the  remain- 
ing four  cases  the  drug  provided  satisfactory  relief 
for  the  first  several  days ; the  patients  then  felt  they 
were  made  worse  by  continued  application.  In  these 
patients  the  drug  was  discontinued. 

Summary  and  Conclusions 

The  topical  application  of  a lotion  containing 
Trimeton  and  Neocalamine  provides  good  to  excel- 
lent relief  of  itching  and  burning  associated  with 
plant  dermatitis. 

* Supplied  by  Schering  Corporation,  Bloomfield,  New 
J ersey. 
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PRESIDENTIAL  NOTATIONS 
Fall  Clinical  Session 


Authoritative  voices  spoke  fluently  on  important 
subjects  at  the  Fall  Clinical  Session  at  Lewiston  last 
month.  Affiliated  with  important  centers  in  the  north- 
eastern part  of  the  United  States  these  men  could 
bring  their  messages  with  a duel  background  of  re- 
search and  clinical  experience.  The  major  subjects 
of  cardio-vascular  disease  and  cancer  were  discussed 
from  practical  viewpoints  which  made  appeal  to  every 
listener.  It  is  expected  that  more  than  one  of  these 
speakers  may  re-appear  at  the  annual  session  at 
Rockland  next  June.  To  the  Lewiston  group  goes  the 
warmest  appreciation  of  the  Maine  Medical  Associa- 


tion for  sponsoring  an  outstanding  program  with 
every  arrangement  flawlessly  carried  out.  Success 
arises  from  the  rapport  between  the  Maine  Heart 
Association,  the  Maine  Cancer  Association  and  their 
parent  national  bodies,  a liaison  which  contributed 
to  the  eminent  success  of  the  session.  Substantial 
assistance  by  the  State  Department  of  Health  and 
Welfare  is  gratefully  acknowledged. 

C.  Harold  Jameson,  M.  D., 
President,  Maine  Medical  Association. 
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EDITORIAL 

Progress  Notes  on  the  1952  Annual  Meeting 


The  Scientific  Committee  would  like  to  acquaint 
the  membership  with  the  plans  for  the  Spring  Meet- 
ing as  they  are  formulated.  It  will  be  held  at  The 
Samoset  in  Rockland,  June  21,  22,  and  23  of  1952 
and  active  arrangements  are  already  under  way.  The 
location,  being  close  to  the  Atlantic,  should  inevitably 
produce  excellent  sea  food,  fishing  and  swimming,  in 
addition  to  the  usual  golf  and  relaxation  of  any  sum- 
mer resort.  It  is,  in  addition,  the  aspiration  of  the 
Scientific  Committee  to  produce  a program  so  irre- 
sistable  that  attendance  at  the  scientific  sessions  will 
break  all  previous  records. 

The  scientific  program  will  follow  the  usual  pat- 
tern only  partially,  due  to  the  desire  of  some  men  to 
return  the  meetings  to  the  “conference”  type  of  meet- 
ings which  were  utilized  by  the  society  some  time  in 
the  past.  This  year  we  will  devote  the  first  part  of 
both  mornings  to  conferences  on  a variety  of  sub- 
jects which  will  he  selected  because  of  their  interest 
to  the  general  practitioners  of  the  State.  In  the  later 
part  of  the  morning  and  the  afternoon,  more  formal 
presentations  will  be  held. 

The  Medico-legal  society  will  again  provide  the 
major  part  of  the  Tuesday  afternoon  program,  and 
it  is  expected  that  this  group  will  once  again  provide 
an  interesting  and  instructive  demonstration  of  the 
close  association  between  the  medical  man  and  the 
legal  forces  in  cases  of  violence. 

It  has  been  a general  feeling  that  two  banquets  were 
too  many  and  for  that  reason  the  Tuesday  evening 


banquet  has  been  dispensed  with.  Presentation  of 
the  Fifty-Year  Medals  will  be  made  at  the  Monday 
evening  banquet. 

Many  of  the  men  attend  the  Annual  Meeting  for 
the  purpose  of  relaxation  and  sociability.  For  this 
reason  it  is  planned  to  have  a non-professional  pro- 
gram on  Sunday  evening.  The  program  is  planned  at 
the  present  time  and  will  consist  of  a musical  program 
of  unusual  interest.  More  details  on  this  in  a later 
progress  report. 

There  will  be  another  Hobby  Exhibit  this  year, 
bigger  and  better  than  last  year’s,  we  hope.  Although 
entries  of  previous  years  will  not  be  eliminated  from 
the  competition  this  year,  it  is  hoped  that  the  artisans 
and  craftsmen  of  the  Association  will  utilize  their 
long  winter  evenings  profitably  and  bring  new  proj- 
ects for  display  this  Spring.  All  correspondence  in 
regard  to  the  Hobby  Exhibit  will  be  handled  by  Mrs. 
Esther  Kennard  at  the  Portland  Office. 

The  committee  is  anxious  to  provide  a program 
of  special  interest  this  year  and  it  would  welcome  any 
suggestions  which  the  members  may  have  concerning 
preparations  for  this  meeting.  Please  make  your  sug- 
gestions now,  while  the  plans  are  still  in  the  formative 
stage  so  that  they  may  be  utilized  in  the  planning  for 
Spring  Meeting. 

Loring  W.  Pratt,  M.  D., 
Chairman,  Scientific  Committee, 
Waterville,  Maine. 
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THE  NEW  HOME  OF  THE  THAYER  HOSPITAL  IN  WATERVILLE 


The  new  home  of  the  Thayer  Hospital  in  Water- 
ville  was  officially  opened  on  Sunday,  November  11th. 
Its  location,  overlooking  the  Messalonskee  Stream 
and  the  new  Colby  College  Campus,  made  a most 
attractive  setting  for  a short  but  impressive  ceremony, 
witnessed  by  a large  number  of  people  from  all  over 
Central  Maine.  After  the  invocation  by  Rev.  Ken- 
neth L.  Garrison,  Mayor  Squire  introduced  as 
speakers,  Senator  Owen  Brewster,  Congressman 
Charles  Nelson,  Commissioner  David  Stevens,  repre- 
senting Governor  Payne,  and  Doctor  Dean  Fisher, 
Director  of  the  Department  of  Health. 

Randolph  Brandt,  Jr.,  Vice  President  of  the  Board 
of  Trustees,  accepted  the  keys  of  the  building  from 
Wallace  E.  Parsons,  Chairman  of  the  Building  Com- 
mittee, after  which  the  building  was  opened  for  in- 
spection by  the  Public. 

The  new  Thayer  Hospital,  together  with  the  Mans- 
field Clinic  will  provide  the  most  modern  diagnostic 
and  therapeutic  facilities  for  both  physicians  and  pa- 
tients. While  its  bed  capacity  is  somewhat  limited  it 
has  unusually  extensive  laboratory,  X-ray,  and  sur- 
gical facilities,  such  as  would  be  adequate  for  a 200 
bed  hospital.  This  is  in  line  with  its  objective  of  pro- 
viding the  best  of  needed  diagnostic  services  in  this 
area.  A group  diagnostic  service  will  be  inaugurated 
making  available  to  referring  physicians  a complete 
study  of  cases  on  an  ambulatory  basis. 

The  Mansfield  Clinic,  named  in  honor  of  the  late 
Lt.  Col.  William  Mansfield,  one  of  Waterville’s  out- 
standing and  most  beloved  citizens,  will  house  the 


out-patient  and  clinic  services.  The  hospital  has  been 
conducting,  for  some  time,  a number  of  clinics,  such 
as  Tumor,  Pediatric,  Orthopedic,  Mental  Hygiene, 
Nose  and  Throat,  Hearing  Impairment,  and  Speech 
Therapy.  These  will  be  expanded  to  include  Arth- 
ritis, Cardiac,  Diabetes,  and  Ophthalmology.  In  addi- 
tion the  Clinic  has  an  excellent  Physiotherapy 
Department. 

The  hospital  itself  is  most  attractive,  presenting  a 
cheerful,  home-like  atmosphere  due  to  the  departure 
from  routine  in  color  and  furnishings.  Bright  cheer- 
ful colors  have  been  used  most  effectively  throughout 
the  building.  Each  patient’s  room  whether  single, 
two,  or  four  beds,  has  its  own  toilet  and  individual 
built-in  lockers  for  patients’  clothes. 

On  the  ground  floor  are  the  dietary  and  house- 
keeping departments,  dining  rooms,  kitchens,  laun- 
dry, staff  library,  pharmacy,  and  locker  and  store 
rooms. 

The  first  floor  is  devoted  to  Administration  and 
reception,  X-ray  department,  laboratories,  record 
room,  central  supply,  accident  room,  and  the  operat- 
ing suite,  as  well  as  a Coffee  and  Gift  Shop  run  by 
the  Woman’s  Auxiliary. 

Rooms  for  medical  and  surgical  patients  are  on  the 
second  floor  while  the  third  floor  is  occupied  by  the 
obstetrical  department,  with  two  delivery  rooms, 
labor  room,  and  three  nurseries. 

Members  of  the  Maine  Medical  Association  are 
cordially  invited  to  call  and  inspect  this  new  addition 
to  the  hospital  facilities  of  the  State. 


GREATER  MERCY  HOSPITAL"  OF  PORTLAND 


The  space  allowed  us  in  this  Journal  of  the  month 
affords  a pleasant  opportunity  to  extend  an  invita- 
tion to  the  members  of  the  Maine  Medical  Associa- 
tion to  visit  the  “Greater  Mercy  Hospital”  of 
Portland.  Everyone  is  probably  familiar  with  its 
description  because  of  the  extensive  publicity  it  re- 
ceived at  its  official  opening  on  October  21  — pub- 
licity which  was  not  only  state,  but  nation-wide. 
However,  realizing  that  a personal  inspection  is  much 
more  realistic  and  profitable  than  a mental  picture,  we 
cordially  invite  the  physicians  of  the  community  to 
come  and  see  that  Something  New  has  really  been 
added  to  Mercy. 

Perhaps  the  most  important  feature  of  the  new 
addition  from  the  viewpoint  of  the  medical  profession, 
is  the  additional  bed  space  for  90  patients.  This  num- 
ber, supplementing  the  capacity  of  the  present  build- 
ing for  150  patients,  arrives  at  a total  normal  bed 
capacity  of  240.  Due  to  the  fact  that  central  facilities 
such  as  kitchen,  laboratory,  X-ray  department,  etc., 
were  planned  for  in  the  original  building,  only  minor 
adjustments  and  re-arrangements  were  necessary  to 


bring  about  the  proper  functioning  of  all  departments 
of  the  hospital. 

Of  the  new  facilities  now  available,  to  completely 
round  out  the  service  offered  to  the  community  and 
the  medical  profession,  mention  might  be  made  of  the 
new  accident  and  emergency  department,  comprising 
a complete  surgical  suite  and  two  2-bed  wards,  an 
out-patient  department  which  offers  some  ten  special- 
ized clinic  rooms,  a complete  physical  therapy  depart- 
ment, with  electrotherapy,  hydrotherapy  and  exercise 
units  and  staffed  by  a qualified  technician,  as  well  as 
a completely  equipped  plaster  room  on  the  ground 
floor. 

A Pediatric  division  of  31  beds  with  isolation  and 
infant  departments  is  provided  for  on  the  second 
floor ; medical  and  surgical  divisions  occupy  the  third 
and  fourth  floors.  Babies  have  come  into  their  own 
on  the  fifth  level  with  four  10  bed  shining,  air  con- 
ditioned nurseries  — the  remaining  space  on  this 
floor  is  devoted  to  private  and  semi-private  maternity 
rooms.  Combined  with  the  present  facilities,  the 
obstetric  division  is  equipped  to  serve  approximately 
40  maternity  cases. 
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Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 
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Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 
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Secretary,  M.  W.  Westermeyer,  M.  D.,  Bath 
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Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 
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President,  Harry  D.  McNeil,  M.  D.,  Bangor 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 
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President,  Herbert  S.  Everett,  M.  D.,  St.  Stephen,  N.  B. 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 
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COUNTY  SOCIETY  NOTES 
Hancock 

The  257th  meeting  of  the  Hancock  County  Medical  Society 
took  place  Wednesday,  October  10,  1951,  at  the  Hancock 
House,  Ellsworth,  Maine. 

Mr.  Morris  P.  Cates  of  the  State  Department  of  Education 
spoke  relative  to  the  proposed  program  of  practical  nurse 
training  in  the  State  of  Maine.  The  society  voted  to  go  on 
record  as  being  in  favor  of  a formal  practical  nursing  training 
program  in  the  State. 

Dr.  Edward  Prien  of  Boston,  presented  a talk  on  Pitfalls 
in  Urological  Diagnosis  followed  by  an  informal  discussion  of 
common  urological  problems.  Dr.  Prien’s  talk  was  very 
informative  and  gave  the  members  of  the  society  an  oppor- 
tunity to  obtain  answers  to  specific  questions  and  problems. 

Joseph  H.  Hanson,  M.  D., 

Secretary. 


Kennebec 

A regular  meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Augusta  House,  Augusta,  Maine, 
September  20,  1951.  The  meeting  began  at  6.00  P.  M.  to 
accommodate  the  speaker  who  was  forced  to  leave  early. 
At  this  hour  a roast  beef  dinner  was  served  to  thirty-three 
(including  late  arrivals).  To  further  expedite  matters  the 
business  meeting  was  delayed  until  after  the  speech. 

Immediately  following  the  meal,  President  Edwin  W. 
Harlow  introduced  Sidney  Farber,  M.  D.,  Pathologist  of  the 
Children’s  Hospital,  Boston,  whose  subject  was  Unexpected 
Deaths  in  the  Young,  illustrated  with  slides.  He  discussed 
the  cases  of  babies  found  dead  in  bed  without  history  of 
symptoms ; usually  due  to  fulminating  infections  with  strepto- 
coccus, meningococcus,  pneumococcus,  etc. ; a baby  almost 
never  suffocates  in  the  bedding.  He  discussed  the  present 
status  (it  has  none)  of  the  thymus  as  a cause  of  death;  he 
brought  out  the  importance  of  complete  postmortems.  He  had 
to  rush  from  the  meeting  for  the  plane  but  there  were  many 
comments  later.  Dr.  Farber  is  a fluent,  fascinating,  very 
personable  speaker.  We  have  rarely  had  speakers  who  are 
as  well  received. 

A brief  business  meeting  followed.  The  records  of  the 
last  meeting  were  approved.  Dr.  Lee  Richards,  Jr.,  of 
Augusta,  was  elected  to  membership. 

President  Harlow  appointed  Drs.  Mitchell,  McKay  and 
Small  to  write  resolutions  on  the  death  of  Frederick  R. 
Carter,  M.  D.,  and  announced  that  he  would  later  make 
appointments  for  Dr.  Coombs  and  Dr.  Gousse. 

A.  H.  Morrell,  M.  D., 
Secretary. 


Lincoln  - Sagadahoc 

M.  W.  Westermeyer,  M.  D.,  of  Bath,  has  been  appointed 
Secretary-Treasurer  of  the  Lincoln-Sagadahoc  Medical  So- 
ciety, to  succeed  Dr.  Ralph  C.  Powell  who  has  resigned. 


Oxford 

The  annual  meeting  of  the  Oxford  County  Medical  Society 
was  held  at  Bethel  Inn  on  Wednesday,  October  3,  1951. 

The  following  officers  were  elected  for  the  coming  year : 
President,  Edward  L.  Reeves,  M.  D.,  Lewiston. 

Vice  President,  David  S.  Broughton,  M.  D.,  Rumford. 
Secretary-Treasurer,  Dexter  E.  Elsemore,  M.  D.,  Dixfield. 
Auxiliary  Committee  on  Legislation,  Chesley  W.  Nelson, 
M.  D.,  Norway. 

Councilors : Garfield  G.  Defoe,  M.  D.,  Henry  M.  Howard, 
M.  D.,  and  Walter  G.  Dixon,  M.  D. 

Continued  on  page  S52 
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An  Advertisement  of  G.  D.  Searle  ir  Co. 


(The  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical  Association  has  adopted 
the  following  statement  of  Actions  and  Uses  and  of  Dosage  for  publication  in  connection 
with  a description  of  Banthlne  Bromide  for  inclusion  in  New  and  Nonofficial  Remedies) 


Methantheline  Bromide.— Banthlne® Bromide  (Searle) 

jS-diethylmethylaminoethyl  9-xanthenecarboxylate  bromide 


Actions  and  Uses.— Methantheline  bromide,  a para- 
sympatholytic agent,  produces  both  the  peripheral 
action  of  anticholinergic  drugs  such  as  atropine  and 
the  ganglionic  blocking  action  of  drugs  such  as  tetra- 
ethylammonium  chloride.  Tolerated  amounts  of  meth- 
antheline bromide  exert  side  effects  typical  of  atropine- 
like drugs,  but  cause  less  tachycardia,  and  also  less 
postural  hypotension  than  does  tetraethylammonium 
chloride.  Toxic  doses  produce  a curare-like  action  at 
the  somatic  neuromuscular  junction. 

Clinical  studies  indicate  that  the  drug  effectively  in- 
hibits motility  of  the  gastrointestinal  and  genitourinary 
tracts  and,  to  a variable  degree,  diminishes  the  volume 
of  perspiration  and  salivary,  gastric  and  pancreatic  se- 
cretions. It  also  decreases  mucoprotein  secretion.  Like 
atropine,  it  produces  mydriasis  and  cycloplegia  when 
applied  locally  to  the  eye  or  administered  systemically, 
but  until  more  clinical  evidence  becomes  available,  its 
local  use  for  this  purpose  is  not  recommended.  The 
value  of  the  drug  for  preventing  abnormal  cardiac  re- 
flexes through  the  vagus  during  thoracic  surgery,  or  as 
an  agent  for  routine  preoperative  medication  in  place 
of  atropine,  requires  further  investigation  before  final 
conclusions  can  be  reached. 

Methantheline  bromide  is  indicated  for  clinical  use 
whenever  anticholinergic  spasmolytic  action  is  desired, 
provided  it  is  not  contraindicated  because  of  its  atro- 
pine-like  characteristics  or  because  of  a patient’s  intol- 
erance to  the  unavoidable  side  effects  of  such  therapy. 
It  is  useful  as  an  adjunct  in  the  management  of  peptic 
ulcer,  chronic  hypertrophic  gastritis,  certain  less  specific 
forms  of  gastritis,  pylorospasm,  hyperemesis  gravidarum, 
biliary  dyskinesia,  acute  and  chronic  pancreatitis,  hy- 
permotility of  the  small  intestine  not  associated  with 
organic  change,  ileostomies,  spastic  colon  (mucous  coli- 
tis, irritable  bowel),  diverticulitis,  ureteral  and  urinary 
bladder  spasm,  hyperhidrosisor  control  of  normal  sweat- 
ing which  aggravates  certain  dermatoses,  and  control  of 
salivation. 

Methantheline  bromide  produces  some  degree  of 
cycloplegia  and  mydriasis  in  therapeutic  doses  and 


therefore  should  not  be  administered  to  patients  with 
glaucoma.  It  sometimes  decreases  the  ability  to  read 
fine  print.  Xerostomia  (dryness  of  the  mouth)  is  a com- 
mon, sometimes  transient,  side  effect.  Urinary  retention 
of  varying  degree  may  occur  in  elderly  male  patients 
with  prostatic  hypertrophy,  and  some  patients  may  have 
difficulty  emptying  the  rectum.  Patients  with  edematous 
duodenal  ulceration  may  experience  nausea  and  vomit- 
ing during  initial  administration  of  the  drug.  These 
patients  should  take  only  liquids  during  the  institution 
of  drug  therapy.  All  patients  should  be  advised  of  the 
possible  occurrence  of  side  effects.  Overdosage  sufficient 
to  produce  a curare-like  action  may  be  counteracted  by 
prompt  subcutaneous  injection  of  2 mg.  of  neostigmine 
methylsulfate. 

Dosage.— Methantheline  bromide  is  administered 
orally  or  parenterally  by  either  the  intramuscular  or 
intravenous  route.  Parenteral  administration  is  not 
advised  for  patients  able  to  take  the  drug  orally.  The 
average  initial  adult  dose,  oral  or  parenteral,  is  50  mg. 
For  patients  with  considerable  intolerance,  25  mg.  may 
be  employed.  In  the  management  of  peptic  ulcer,  a 
beginning  schedule  of  50  mg.  three  times  daily  before 
meals  and  100  to  150  mg.  on  retiring  is  suggested.  How- 
ever, the  usual  effective  dose  is  100  mg.  four  times 
daily,  although  some  patients  may  require  more  or 
less  than  this  amount.  The  dosage  may  be  increased  to 
tolerance,  using  dryness  of  the  mouth  as  a guide,  and 
adjusted  to  meet  the  individual  response  of  patients. 
Maintenance  dosage  in  peptic  ulcer  is  usually  consid- 
ered to  be  about  one-half  the  therapeutic  level.  In  the 
management  of  other  hypermotile  or  hypersecretory 
states,  the  dosage  should  be  adjusted  to  the  smallest 
amount  which  will  relieve  the  symptoms.  When  spastic 
conditions  are  secondary  to  inflammatory  or  other  or- 
ganic lesions,  therapy  directed  toward  the  cause  should 
be  employed  whenever  possible. 

G.  D.  Searle  & Co. 

Tablets  Banthlne  Bromide:  50  mg. 

Ampuls  Banthlne  Bromide:  50  mg. 


352 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


County  Society  Notes— Continued  from  page  350 


Delegates  to  the  Maine  Medical  Association:  Dexter  E. 
Elsemore,  M.  D.  (1  year),  Albert  P.  Royal,  M.  D.  Rumford 
(2  years).  Alternates:  Peter  B.  Aucoin,  M.  D.,  Rumford 
(1  year),  James  A.  MacDougall,  M.  D.,  Rumford  (2  years). 

Robinson  L.  Bidwell,  M.  D.,  of  Portland,  was  the  speaker 
and  gave  an  interesting  paper  on  N euro  surgical  Methods  for 
Treating  and  Controlling  Pain. 

Dexter  E.  Elsemore,  M.  D., 
Secretary. 


Penobscot 

A meeting  of  the  Penobscot  County  Medical  Association 
was  held  on  Tuesday,  October  16,  1951.  A total  of  eighty- 
seven  physicians  representing  over  ninety  per  cent  of  the 
membership  were  present. 

Dr.  Frank  Lahey  of  Boston,  discussed  carcinoma  of  the 
colon,  ulcerative  colitis  and  regional  ileitis.  With  regard  to 
large  bowel  malignancy  he  stressed  the  importance  of  early 
diagnosis.  He  pointed  out  that  the  percentage  of  five-year 
cures  declines  rapidly  as  the  lesion  becomes  more  extensive 


with  time.  The  indications  for  surgical  intervention  in  ulcera- 
tive colitis  were  mentioned,  the  most  important  being  massive 
hemorrhage.  With  early  ileostomy,  followed  later  by  colec- 
tomy, the  condition  of  a large  proportion  of  patients  with  this 
disease  is  markedly  improved.  Malignancy  developing  on  a 
background  of  ulcerative  colitis  has  a very  poor  prognosis. 
Surgical  treatment  of  regional  ileitis  must  be  instituted  early 
because  of  the  development  of  numerous  fistulae  and  dense 
adhesions  in  the  late  stages.  Under  such  conditions  beneficial 
surgery  is  almost  impossible.  In  the  discussion  period  follow- 
ing his  talk,  Dr.  Lahey  stated  that  only  one  antithyroid  drug 
(viz.  prophlthiouricil)  has  proved  effective. 

Herbert  C.  Scribner,  M.  D., 
Secretary. 

New  Members 

Kennebec 

Lee  Richards,  Jr.,  M.  D.,  21  Western  Avenue,  Augusta, 
Maine. 


A LITTLE  ABOUT  SOME  OF  YOUR  COLLEAGUES 


Eugene  H.  Drake,  M.  D.,  Portland  physician  and  heart 
specialist,  President-elect  of  the  Maine  Medical  Association 
and  Editor  of  the  Journal  of  M.  M.  A.,  was  presented  with 
the  Kiwanis  plaque  for  distinguished  service  to  the  City  of 
Portland  on  October  23rd. 


Charles  H.  Knickerbocker,  M.  D.,  writes  us  as  follows: 
“I  noticed  an  item  on  p.  296  of  the  current  (September)  issue 
of  the  Journal  of  the  M.  M.  A.  requesting  information  about 
members  which  might  be  of  interest  to  the  membership  in 
general.  Maybe  the  following  information  would  be  of 
interest. 

“I  am  a member  of  the  Hancock  County  Medical  Society 
(formerly  Secretary-Treasurer)  and  of  the  M.  M.  A.  Cur- 
rently, I am  on  leave  from  my  practice  in  Bar  Harbor  on  a 
tour  of  active  duty  with  the  Army.  I am  assigned  to  the 
Surgeon  General’s  Office  in  Washington,  D.  C. 

“My  first  novel  is  being  published  on  October  19.  It  is 
entitled  The  Boy  Came  Back- — published  by  A.  A.  Wyn.  It 
is  the  story  of  a small  Maine  town  and  its  reactions  to  the 
outbreak  of  the  Korean  situation ; one  of  its  characters  is  a 
rural  country  doctor.” 

Dr.  Knickerbocker’s  present  address  is  106  East  Marshall 
Street,  Falls  Church,  Virginia. 


William  A.  Ventimiglia,  M.  D.,  member  of  the  Cumber- 
land County  Medical  Society  and  M.  M.  A.  (The  following 
was  received  from  Army  Home  Town  News  Center,  Kansas 
City,  Missouri,  with  a note  from  the  Editor  stating  that 
“This  story  was  mailed  from  Korea,  19  October,  1951.”) 

“With  the  7th  Inf.  Div.  in  Korea — Lt.  Col.  William  A. 
Ventimiglia,  whose  wife,  Eleanor,  lives  at  84  Hersey  St., 
Portland,  Me.,  is  serving  in  Korea  as  commanding  officer  of 
the  7th  Division’s  Medical  Battalion. 

“The  41-year-old  officer  supervises  all  medical  operations 
in  this  division. 

“A  practicing  physician  before  entering  the  Army  last 
July,  Ventimiglia  was  called  to  active  duty  while  serving  as 


commanding  officer  of  the  National  Guard’s  medical  detach- 
ment, 703rd  AAA  Gun  Battalion. 

“Ventimiglia  is  a graduate  of  St.  Ann’s  Academy  and 
Washington  Square  College,  New  York  City,  and  of  Royal 
University,  Bologna,  Italy.  Before  entering  the  Army  he  was 
vice  president  of  the  Maine  Tuberculosis  Association  and 
vice  president  of  the  Cumberland  County  Tuberculosis  Asso- 
ciation.” 


Edward  L.  and  Helene  M.  Reeves,  both  M.  D.’s,  mem- 
bers of  the  Oxford  County  Medical  Society  and  M.  M.  A., 
have  recently  moved  from  South  Paris  to  179  Sabattus  Street, 
Lewiston.  They  are  one  of  several  husband  and  wife  teams 
in  the  State  Association. 

Dr.  Edward  was  recently  elected  President  of  the  Oxford 
County  Society. 


Paul  G.  Lemaitre,  M.  D.,  member  of  the  Androscoggin 
County  Medical  Society  and  M.  M.  A.,  has  moved  from  80 
Seventh  Street,  Lewiston,  to  268  Webster  Street,  Lewiston. 


Clarence  C.  Peaslee,  M.  D.,  Honorary  Member  of  the 
Androscoggin  County  Medical  Society  and  M.  M.  A.,  has 
moved  from  Auburn  to  1711  Washington  Avenue,  Portland. 


What  can  you  contribute  to  this  column? 

This  column  in  the  Journal  has  been  instituted  to  keep 
you  in  touch  with  the  activities  of  your  fellow  M.  M.  A. 
members.  At  this  writing  we  have  a membership  totaling 
766 ; 653  active,  53  honorary,  8 affiliate,  41  senior  and  11  in 
military  service. 

In  addition  to  news  of  individual  members,  including  change 
of  address,  we  have  brought  you  information  about  several 
father  and  son  practitioners,  an  item  above  about  one  of  our 
husband  and  wife  teams  and  information  about  several  mem- 
bers in  military  service. 

Remember  the  address : Maine  Medical  Association,  142 
High  St.,  Portland  3,  Maine. 


AR-EX  MULTIBASE 

New  Universal  Ointment  Vehicle  Com- 
patible with  ALL  Topical  Medicaments 

Prescribe  ointments  of  cosmetic  elegance  — made  with  AR-EX  Multi- 
base. Applies  readily,  even  to  hairy  areas,  rinses  off  with  plain 
water.  No  screening  action,  making  all  medicaments  available. 
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NECROLOGY 

Wilfrid  J.  Comeau,  M.  D. 
1906-1951 


Wilfrid  J.  Comeau,  M.  D.,  44,  of  Bangor,  Cardiologist 
and  President  of  the  Maine  Heart  Association,  died  Septem- 
ber 6,  1951,  of  a heart  ailment. 

He  was  born  at  Worcester,  Massachusetts,  December  14, 
1906,  was  graduated  from  Worcester  Classical  High  School, 
and  Amherst  College  and  received  his  medical  degree  from 
Harvard  Medical  School  in  1933.  He  took  post  graduate 
courses  in  cardiology  at  Boston  City  Hospital,  Guys  Hospital, 
in  London,  Pathologic  Institute  University  in  Freiburg,  Ger- 
many, and  Massachusetts  General  Hospital  Cardiologic  De- 
partment. He  practiced  in  Boston  from  1937  to  1939  before 
locating  in  Bangor. 

He  served  in  the  army  medical  corps  in  World  War  II, 
returning  to  private  practice  with  the  rank  of  Colonel. 


He  became  widely  known  and  respected  throughout  the 
State  for  his  ability  as  a practicing  cardiologist,  and  for  his 
active  interest  in  and  work  with  the  various  organizations  to 
which  he  belonged.  He  initiated  the  idea  of  the  travelling 
cardiac  clinic  in  Maine  and  was  later  assigned  to  conduct  the 
Caribou  clinic.  He  contributed  numerous  publications  in  the 
field  of  cardiology  from  1936  to  1951. 

He  was  elected  President  of  the  Maine  Heart  Association 
at  their  annual  meeting  in  June,  1951. 

Dr.  Comeau  was  a member  of  the  American  and  New 
England  Heart  Associations,  Penobscot  County  Medical  So- 
ciety, Maine  Medical  Association,  American  Medical  Asso- 
ciation and  a Fellow  of  the  American  College  of  Physicians. 

He  is  survived  by  his  widow  and  three  children. 


NEWS  AND  NOTES 


New  England  Tuberculosis  Conference 

A New  England  Tuberculosis  Conference  was  formed  in 
Hartford,  Connecticut,  October  10  and  11,  when  nearly  250 
persons  interested  in  tuberculosis  control  met  together.  Mem- 
bership is  open  to  all  persons  interested  in  the  problem  and 
who  are  residents  of  the  New  England  States.  Chest  physi- 
cians, doctors  in  private  practice,  members  of  Sanatorium 
staffs,  health  department  and  tuberculosis  association  workers, 
medical  social  workers-  and  rehabilitation  councilors  are 
among  those  who  attended.  The  group  met  in  conjunction 
with  the  Connecticut  Trudeau  Society. 

Mr.  Edmund  P.  Wells,  Executive  Secretary  of  the  Maine 
Tuberculosis  Association,  was  elected  President  of  the  Con- 
ference. Dr.  Gisela  Davidson  of  Portland,  Mr.  William  T. 
Davis  of  Lewiston,  President  of  the  Lewiston-Auburn  Tuber- 
culosis and  Health  Association  and  Mrs.  Ruth  O.  Young, 
Augusta,  Health  Education  Consultant  of  the  Maine  Tuber- 
culosis Association,  were  elected  to  the  governing  council. 


Medical  Students  to  Publish  Magazine 

The  first  issue  of  the  Journal  of  the  Student  American 
Medical  Association,  a 72-page  publication,  will  make  its 
appearance  in  January,  according  to  a recent  announcement 
by  Russell  F.  Staudacher,  executive  editor. 

Published  nine  months  of  the  year,  skipping  July,  August 
and  September  when  schools  are  closed,  the  magazine  will 
have  a circulation  of  more  than  33,000.  It  will  be  sent  to 
26,191  medical  students  and  approximately  7,000  interns. 

The  Journal’s  contents  will  be  approximately  one-half  edi- 
torial and  one-half  advertising.  About  80  per  cent  of  the 
editorial  space  will  be  equally  divided  between  scientific 
articles  and  socio-economic  articles.  Remaining  space  will  be 
taken  up  by  special  features. 

The  staff  will  also  include  Walter  H.  Kemp,  Chicago,  man- 
aging editor;  Philip  Corso,  a senior  at  Tufts  College  Medi- 


cal School,  Boston,  student  editor ; and  Thomas  R.  Gardiner, 
Chicago,  advertising  director.  Headquarters  will  be  at  535 
No.  Dearborn  Street,  Chicago  10,  Illinois.  The  magazine 
will  be  printed  by  Von  Hoffman  Press,  Inc.,  St.  Louis. 


Maine  Radiological  Society 

The  Maine  Radiological  Society  held  its  fall  meeting  on 
Friday,  November  2nd,  1951,  at  the  Augusta  House.  Follow- 
ing the  business  meeting,  there  was  a long  and  extremely 
interesting  ‘‘Film  Discussion”  session.  The  meeting  was 
largely  attended  by  members  and  guests. 


Tumor  Clinics 

Sisters  Hospital,  Waterville,  Maine,  1st  and  3rd  Thurs- 
days, 10.00-11.00  A.  M.,  Armand  L.  Guite,  M.  D.,  Director. 
Augusta  General  Hospital,  Augusta,  Maine,  1st  Monday, 

9.00  A.  M.,  Leon  D.  Herring,  M.  D.,  Director. 

Bath  Memorial  Hospital,  Bath,  Maine,  2nd  Tuesday,  3.00- 

5.00  P.  M.,  Francis  A.  Winchenbach,  M.  D.,  Director. 

Maine  General  Hospital,  Portland,  Maine,  Thursdays,  10.00 

A.  M.,  Joseph  E.  Porter,  M.  D.,  Director. 

Presque  Isle  General  Hospital,  Presque  Isle,  Maine,  Thurs- 
days, 10.00-12.00  A.  M.,  Storer  W.  Boone,  M.  D.,  Director. 

Madigan  Memorial  Hospital,  Houlton,  Maine,  2nd  and  4th 
Wednesdays,  10.00-12.00  A.  M.,  Joseph  A.  Donovan,  M.  D., 
Director. 

Central  Maine  General  Hospital,  Lewiston,  Maine,  Tues- 
days, 10.00  A.  M.,  Waldo  A.  Clapp,  M.  D.,  Director. 

St.  Mary’s  General  Hospital,  Lewiston,  Maine,  Wednes- 
days, 3.30  P.  M.,  Romeo  A.  Beliveau,  M.  D„  Director. 

Eastern  Maine  General  Hospital,  Bangor,  Maine.  Thurs- 
days, 10.30  A.  M.,  Magnus  F.  Ridlon,  M.  D„  Director. 

Thayer  Hospital,  Waterville,  Maine,  Tuesdays,  10.00-11.00 
A.  M.,  Irving  I.  Goodof,  M.  D.,  Director. 


A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  CO.,  Pittsburgh  13,  Po. 
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In  very  special  cases 

A very  superior  Brandy 


THE  WORLD  S PREEERREO 


COGNAC  BRANDY 

Schieffelin  & Co  . New  York  N.Y. 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$15. 00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

#75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity, accident  and  sickness  Quarterly 


Cost  has  never  exceeded  amounts  shown 
Also  Hospital  Policies  for  Members,  Wives  and 
Children  at  Small  Additional  Cost 


854  out  of  each  $ LOO  gross  income  used  for 
members'  benefit 


$4,000,000.00  $17,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

49  years  under  the  same  management 

«M  FIRST  NAT.  BANK  BLDG,  OMAHA  8,  MS®. 
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Greater  Mercy  Hospital— Continued  from  page  3Jf9 

Three  major  operating  rooms  with  adjunct  facili- 
ties have  been  added  to  the  sixth  floor.  This  makes 
a total  of  seven  rooms  for  major  surgery,  besides  a 
cystoscopic  room  on  the  same  floor.  The  newer  sur- 
geries are  at  present,  being  air  conditioned. 

One  of  the  newest  features  of  the  building  is  a 
6-bed  recovery  unit  adjacent  to  the  surgery  wherein 
all  patients  who  have  had  general  anesthesia  and  who 
require  close  observation  may  be  given  constant,  ex- 
pert care  which  they  should  have  during  the  immedi- 
ate post-operative  period.  Piped  oxygen  and  suction 
and  all  necessary  equipment  for  such  cases  is  incor- 
porated in  this  section. 

Other  features  which  have  been  installed  and  which 
should  add  to  the  speed,  efficiency  and  economy  of 
operation  are  as  follows : 

a pneumatic  tube  system  which  connects  all  nurses’ 
stations,  laboratory,  pharmacy,  central  surgical  sup- 
ply, record  and  out-patient  departments,  which  greatly 
speeds  up  the  work  of  transmitting  messages,  pre- 
scriptions or  even  small  vials  and  packages  to  and 
from  departments ; 

an  intercommunicating  system  between  nurses’ 
stations  and  patients  which  allows  the  patient  to  make 
a direct  call  to  the  nurse  and  eliminates  many  steps 
from  the  nurses’  station  to  the  bedside ; 

a humidity  or  steam  room  which  permits  absolute 
control  of  temperature  and  humidity  up  to  100% 
under  careful  supervision.  This  is  the  most  complete 
unit  of  its  kind  in  New  England,  and  has  already 
been  in  use  several  times ; 

an  expanded  telephone  system  which  permits  all 
inter-departmental  calls  to  be  taken  care  of  by  a dial 
system,  and  prevents  overloading  the  switchboard 
to  the  disadvantage  of  urgent  incoming  and  outgoing 
calls ; 

a public  address  system  which  may  supplement  the 
present  “silent  page”  call  for  the  Doctor  in  an  emer- 
gency and  will  alert  certain  areas  within  the  hospital 
such  as  nurses’  stations,  auditorium,  etc.,  for  special 
communications ; 

a silent  radio  system  which  we  hope  will  accentu- 
ate the  quiet  of  acoustical  ceilings  and  rubber  floors 
of  the  new  building. 

A coffee  shop  and  a gift  shop  staffed  by  a public 
spirited  volunteer  group  of  ladies,  a standby  emer- 
gency light  and  power  unit,  and  an  auditorium  for 
professional,  recreational  and  business  meetings,  have 
been  added  to  Mercy,  as  well  as  many  other  helpful 
and  worthwhile  hospital  features.  However,  at  this 
time  we  should  not  say  that  Mercy  Hospital  is  com- 
plete, for  a hospital  should  never  be  static  and  Mercy 
will  continue  to  grow.  Even  now,  as  the  newest  addi- 
tion is  being  opened,  other  facilities  are  being  talked 
of,  which  will  still  further  increase  the  usefulness  of 
this  institution  to  the  physicians  and  community  of 
Portland  and  of  Maine. 
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SIMMONDS'  DISEASE  FOLLOWING  IRRADIATION  OF  THE  PITUITARY  GLAND 

FOR  ACROMEGALY 

A Case  Report 

Lyman  O.  Warren,  M.  D.* 


/ 


Simmonds’  disease,  or  panhypopituitarism,  is  a dis- 
ease of  varied  etiology  most  commonly  caused  by 
scarring  and  atrophy  of  the  anterior  lobe  of  the 
pituitary  gland  which  results  from  an  acute  post- 
partum necrosis  of  the  gland,  developing  several 
weeks  after  delivery,  in  women  who  have  undergone 
post-partum  circulatory  shock  usually  following  mas- 
sive hemorrhage.  This  condition  is  designated  as 
“Sheehan’s  syndrome.”  Less  common  lesions  which 
may  cause  destruction  of  the  anterior  pituitary  and 
produce  the  clinical  symptoms  of  Simmonds’  disease 
are  cysts  and  solid  tumors  of  the  pituitary  gland, 
especially  chromophobe  adenomas  and  craniopharyn- 
geomas,  intracranial  tuberculosis  and  syphilis  and 
trauma  to  the  base  of  the  skull. 

The  manifestations  of  this  disorder  are  those  of 
failure  of  the  “target  glands”  which  are  normally  con- 
trolled by  the  pituitary.  When  thyroid  failure  pre- 
dominates, the  clinical  picture  of  myxedema  is  seen. 
When  the  adrenal  glands  are  most  severely  affected, 
Addison’s  disease  may  be  mimicked.  Symptoms  of 
gonadal  failure  appear  early  in  the  course  of  the 
disease  in  many  cases,  and  may  predominate  the 
clinical  picture  of  a few  individuals. 

* From  the  Medical  Service  of  the  Eastern  Maine  General 
Hospital,  Bangor,  Maine. 


The  diagnosis  may  be  suspected  if  one  considers 
the  possibility  of  pituitary  dysfunction  in  evaluating 
patients  with  amenorrhea,  loss  of  libido,  sensitivity 
to  cold,  loss  of  hair  from  the  scalp,  eyebrows,  pubis 
or  axilla,  brittle  nails,  dry  skin,  drowsiness,  weak- 
ness, unexplained  nausea  or  gastrointestinal  upsets. 

Physical  examination  may  disclose  the  puffy  facies 
of  myxedema  with  its  characteristic  “reptilian”  ex- 
pression. The  skin  may  be  rough  and  scaly  or  smooth 
and  atrophic.  The  blood  pressure  may  be  low  and  the 
gonads  small.  Interestingly,  the  typical  skin  and 
mucous  membrane  pigmentation  of  Addison’s  disease 
is  almost  never  seen.  Extreme  emaciation  is  unusual 
in  this  condition.  When  present  it  would  suggest  the 
possibility  of  anorexia  nervosa  rather  than  Sim- 
monds’ disease. 

The  laboratory  may  give  important  diagnostic  as- 
sistance. The  basal  metabolic  rate  is  generally  very 
low,  although  the  serum  cholesterol,  which  is  almost 
always  elevated  in  true  myxedema,  may  be  high,  low 
or  normal.  Serum  chloride  and  sodium  levels  may 
be  depressed.  The  fasting  blood  glucose  may  be  low 
and  the  patient  may  have  an  increased  tolerance  to  the 
administration  of  glucose.  The  insulin  tolerance  test 
is  apt  to  show  increased  sensitivity  to  insulin.  The 
Robinson-Kepler-Power  and  Cutler-Power- Wilder 
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tests  may  be  positive.  The  urinary  excretion  of 
follicle-stimulating  hormone  may  be  minimal  or  ab- 
sent and  urinary  17-ketosteroids  are  usually  low.1 

The  case  to  be  presented  is  somewhat  unique  in 
that  the  symptoms  of  hypopituitarism,  predominantly 
those  of  adrenal  insufficiency,  developed  following 
deep  X-ray  irradiation  of  the  pituitary  gland  for 
acromegaly. 

CASE  REPORT 

O.  J.  M.,  a 37-year-old,  white,  male  laborer  was 
admitted  to  the  Eastern  Maine  General  Hospital  on 
July  29,  1948,  because  of  anorexia  and  weakness  of 
.three  weeks’  duration  and  vomiting  and  “blackout 
spells’’  of  three  days'  duration.  Four  months  earlier 
a diagnosis  of  acromegaly  was  made  at  another  hos- 
pital. Severe  headaches  were  present  and  a course 
of  deep  X-ray  irradiation*  to  the  pituitary  gland  re- 
sulted in  the  relief  of  pain.  He  enjoyed  good  health 
for  a period  of  several  weeks,  after  which  the  symp- 
toms of  weakness  and  anorexia  began. 

Physical  examination  on  admission  disclosed  the 
characteristic  facies  of  acromegaly.  There  was  pro- 
found weakness  and  marked  pallor.  The  blood  pres- 
sure was  only  80/55  mm.  Hg.  and  when  the  patient 
was  allowed  to  stand,  weakness  and  postural  hypoten- 
sion were  obvious.  The  visual  fields  were  normal. 

Laboratory  studies  disclosed  an  erythrocyte  count 
of  4.29  million  per  cu.  mm.,  a hemoglobin  of  10.5 
gms.  per  100  c.c.  (67%)  and  a leukocyte  count  of 
7,050  per  cu.  mm.  A urinalysis  showed  no  abnormali- 
ties. The  basal  metabolic  rate  was  minus  31%.  The 
fasting  blood  sugar  was  65  mg.  per  100  c.c. ; serum 
chlorides  560  mg.  per  100  c.c.  (96  meq.  per  liter)  ; 
cholesterol  182  mg.  per  100  c.c.  A glucose  tolerance 
test  conducted  with  the  oral  administration  of  100 
gm.  of  dextrose  showed  the  following  response ; fast- 
ing, 68  mg. ; one-half  hour,  120  mg. ; one  hour,  125 
mg. ; 2 hours,  97  mg.  per  100  c.c.  An  insulin  tolerance 
test  conducted  with  the  intravenous  administration 
of  0.05  units  of  regular  insulin  per  10  Kg.  of  body 
weight  showed  the  following  response : fasting,  65 
mg. ; one-half  hour,  55  mg. ; one  hour,  55  mg. ; two 
hours,  50  mg.  per  100  c.c.  The  “Kepler  Water  Test” 
was  positive. 

Roentgenograms  of  the  skull  showed  slight  enlarge- 
ment of  the  sella  turcica  with  secondary  changes  in 
the  bony  fossa. 

Photographs  of  the  patient  in  1942,  1944  and  1946 
were  reviewed.  These  showed  a progressive  change 
in  facial  appearance  consistent  with  that  of  classical 
acromegaly. 

The  diagnosis  of  hypopituitarism  seemed  likely 
from  the  history  and  clinical  findings.  It  was  felt  that 

* The  total  therapy  administered  was  2750  roentgens. 
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adrenal  insufficiency  was  the  outstanding  physiologi- 
cal feature.  He  responded  promptly  to  the  adminis- 
tration of  desoxycorticosterone  acetate,  testosterone, 
thyroid  extract  and  sodium  chloride  tablets,  and  a 
feeding  schedule  of  six  meals  per  day.  When  dis- 
charged after  eighteen  days  of  hospitalization  he  was 
much  improved. 

Since  leaving  the  hospital  the  patient  has  been  fol- 
lowed regularly  for  slightly  over  three  years.  In 
November,  1948,  an  attempt  was  made  to  implant 
pellets  of  testosterone  and  desoxycorticosterone  ace- 
tate. As  is  often  the  case  the  implantation  was  un- 
successful. Methyl  testosterone  was  substituted  for 
the  testosterone  injections  with  a good  effect.  His 
general  appearance,  erythrocyte  count,  hemoglobin 
concentration  and  blood  pressure  improved  more 
rapidly  than  did  his  blood  sugar  level  or  his  basal 
metabolic  rate.  The  injections  of  desoxycorticosterone 
acetate  were  gradually  decreased  and  were  eliminated 
in  July,  1950.  The  administration  of  sodium  chloride 
was  reduced  in  January,  1951  from  six  to  three  grams 
per  day.  At  this  time  his  general  condition  was  quite 
good  and  there  were  no  remarkable  alterations  in  the 
blood  chemistry  determinations.  The  roentgenograms 
of  the  skull  and  the  visual  fields  were  unchanged  from 
previous  examinations.  In  July,  1951,  all  medication 
except  extra  salt  was  discontinued.  The  patient  con- 
tinued to  feel  just  as  well  as  ever  and  was  able  to  do 
heavy  labor  without  ill  effects.  Examination  in  Octo- 
ber, 1951,  disclosed  no  change  in  his  physical  status. 
His  hemoglobin  estimation,  blood  count,  and  urinaly- 
sis were  normal.  The  basal  metabolic  rate  was  minus 
8.5%  ; serum  chlorides,  91  meq.  per  liter;  potassium 
6.8  meq.  per  liter;  dextrose  93  mg.  per  100  c.c.; 
cholesterol  150  mg.  per  100  c.c.  A “Kepler  Water 
Test”  suggested  adrenal  insufficiency.  In  view  of  his 
general  feeling  of  well  being  and  despite  the  evidence 
of  possible  latent  adrenal  insufficiency,  he  was  con- 
tinued without  medication  with  the  expectation  that 
further  improvement  in  pituitary  function  would 
occur. 

Summary 

A case  of  hypopituitarism,  which  followed  irradia- 
tion of  the  pituitary  for  acromegaly,  is  presented  and 
discussed.  The  predominant  symptoms  were  those 
of  adrenal  insufficiency.  An  excellent  clinical  re- 
sponse followed  the  administration  of  sodium  chloride, 
desoxycorticosterone  acetate,  testosterone  and  thy- 
roid extract.  These  medications  were  gradually  dis- 
continued and  some  evidence  of  renewed  pituitary 
activity  has  been  observed. 
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ACTH  AND  CORTISONE  IN  THE  TREATMENT  OF  WEBER-CHRISTIAN  DISEASE* 

A Case  Report 

Donald  W.  Drew,  M.  D.,**  Anne  A.  Wasson,  M.  D.,***  and  Lloyd  E.  Morris,  Jr.,  M.  D.**** 


An  interest  in  Weber-Christian  Disease  has  been 
recently  stimulated  by  reports  such  as  those  of 
Brudno1  and  Kennedy2  who  have  suggested  the 
possible  relationship  of  this  disease  to  others  of  the 
“collagen  group.”  There  follows  a case  report  of  a 
patient  with  Weber-Christian  disease  who  was  treated 
with  ACTH  and  cortisone,  each  of  which  has  pro- 
duced effective  results  in  many  diseases  of  the  “col- 
lagen group.” 

CASE  REPORT 

M.  G.,  a 46-vear-old  housewife,  was  admitted  to 
the  hospital  on  October  4,  1950,  complaining  of  joint 
pain  and  fever  of  six  days  duration. 

Since  January,  1950,  vague  joint  and  muscle  pains 
had  been  present  intermittently  but  were  never  pre- 
viously as  acute  as  in  the  present  attack.  During  the 
present  illness  the  arthralgia  was  somewhat  migratory 
and  involved  the  shoulder  girdle,  elbows,  knees,  and 
left  ankle.  The  patient  was  confined  to  bed  for  six 
days  prior  to  admission  because  of  generalized 
malaise,  chilly  sensations,  and  fever  of  over  100°  F. 
Twenty-four  hours  before  admission  the  patient 
noted  redness,  heat,  and  swelling,  especially  in  her 
knees,  and  left  ankle.  She  noted  the  sudden  onset  of 
painful  nodular  eruptions,  each  the  size  of  a dime,  in 
the  skin  of  the  forearm  and  over  the  ankle.  Func- 
tional inquiry  was  essentially  non-contributorv  except 
for  some  shortness  of  breath  on  exertion.  The  patient 
knew  of  no  drug  sensitivity.  There  was  no  history 
indicating  previous  rheumatic  fever.  However,  there 
was  a strong  family  history  of  this  disease ; a sister, 
niece,  and  a maternal  grandmother  had  all  suffered 
from  rheumatic  fever. 

Physical  examination  was  essentially  negative  ex- 
cept for  slight  painful  limitation  of  motion  of  the  right 
arm  at  the  elbow.  The  skin  over  the  extensor  surfaces 
of  both  forearms  contained  areas  1.5  to  2 cms.  in 
diameter  which  showed  a brownish-red  discoloration 
and  which  were  nodular  in  character.  The  nodules 
were  tender  and  were  said  to  arise  almost  overnight. 
A few  days  before  admission,  similar  areas  had  been 
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Eastern  Maine  General  Hospital,  Bangor,  Maine. 
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eral Hosnital,  Instructor  in  Medicine,  Tufts  College  Medical 
School  (Postgraduate  Div.),  Boston,  Massachusetts. 

***  Intern,  Eastern  Maine  General  Hospital. 

****  Assistant  Pathologist,  Eastern  Maine  General  Hos- 
pital. 


present  on  the  leg,  about  the  knees,  and  especially 
around  the  left  ankle.  On  admission  the  skin  over 
these  areas  had  a deeper  brown  discoloration,  was 
depressed  and  atrophic. 

Laboratory  data  revealed  the  following : urine ; 
specific  gravity  1.012.  Sedimentation  rate  ; 29  mm.  in 
50  minutes  (Cutler  method).  Hemoglobin,  13  gms. ; 
white  blood  count,  8,200;  segmented  forms  73%, 
band  forms  1%,  eosinophiles  1%,  lymphocytes  16%, 
prolymphocytes  3%,  and  monocytes  6%.  Agglutina- 
tions for  typhoid,  paratyphoid  A and  B,  typhus,  and 
brucella  abortus  were  negative  in  all  dilutions. 

On  the  eighth  hospital  day,  a biopsy  of  skin  and 
subcutaneous  tissue  was  taken  from  a lesion  on  the 
right  calf.  (Fig.  1)  Sections  of  subcutaneous  tissue 


Figure  1.  Subacute  Nodular  Panniculitis.  Section  of  sub- 
cutaneous nodule  before  therapy.  Adipose  tissue  is  partially 
replaced  by  an  infiltration  of  polymorphonuclear  leukocytes, 
band  forms  and  epithelioid  cells.  Coagulated  protein  and 
strands  of  fibrin  can  be  seen  replacing  fat  in  the  lower  portion 
of  the  section. 

revealed  numerous  scattered  areas  of  adipose  tissue 
in  which  the  fat  cells  were  replaced  by  irregular 
particles  of  eosinophilic  coagulated  protein  through- 
out which  were  scattered  numerous  polymorphonu- 
clear leukocytes,  band  forms  and  some  epithelioid 
cells.  In  some  areas  there  were  nests  of  erythrocytes 
and  strands  of  fibrin.  In  occasional  areas  the  in- 
flammatory cells  appeared  to  be  concentrated  about 
blood  vessels.  No  foam  cells  were  seen.  Diagnosis: 
Subacute  nodular  panniculitis. 

During  the  first  fifteen  days  of  hospitalization,  the 
patient  had  a persistent  fever  which  ranged  between 
100°  and  101°  F.  (See  Chart).  On  the  sixteenth  hos- 
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pital  day  80  mgms.  of  ACTH  was  started  and  given 
daily  for  four  days.  The  dosage  was  then  dropped  to 
60  mgms.  and  given  for  two  days,  and  then  again 
dropped  to  40  mgms.  and  given  for  three  days.  A 
total  of  nine  days  of  ACTH  therapy  was  given  and 
the  drug  was  discontinued  at  this  time  because  of  a 
slowly  mounting  blood  pressure.  Within  eight  hours 
of  institution  of  this  therapy,  the  temperature  dropped 
to  a sub-normal  level  and  thereafter  remained  normal 
during  the  course  of  ACTH  therapy.  Within  twenty- 
four  hours  of  the  discontinuance  of  the  ACTH  the 
fever  again  returned  and  varied  between  100°  and 
101°  F. 

After  two  days  of  elevated  temperature,  cortisone 
therapy  was  started  using  100  mgms.  twice  a day. 
The  patient  was  maintained  on  this  dosage  for  a 
period  of  seven  days  before  the  amount  administered 
was  gradually  reduced.  Therapy  was  continued  over 
the  next  sixteen  days.  During  the  course  of  the  first 
to  fifth  day  of  cortisone  therapy  the  temperature  re- 
turned slowly  to  normal  and  remained  so  during  the 
rest  of  her  treatment.  Clinically,  the  patient  was  much 
improved.  Her  appetite  returned,  she  was  able  to 
sleep  throughout  the  night,  and  her  joint  pains  sub- 
sided entirely.  Within  two  days  after  ACTH  had 
been  started,  the  skin  lesions  completely  disappeared 
although  areas  of  discoloration  were  present  where 
nodules  had  previously  existed.  In  a short  period  of 


two  days  between  ACTH  and  cortisone  therapy,  the 
nodules  began  to  reappear  and  again  disappeared  after 
cortisone  was  instituted. 

A second  biopsy  was  taken  after  seven  days  of 
ACTH  therapy  in  an  area  where  a nodular  skin  lesion 
had  previously  existed.  (Fig.  2)  Sections  of  skin  and 


Figure  3.  Healing  Panniculitis.  Section  of  subcutaneous 
nodule  after  administration  of  ACTH.  The  inflammatory 
response  is  almost  entirely  lymphocytic  in  a loose  collagenous 
background.  The  relation  of  the  lymphocytes  to  the  blood 
vessels  and  collagenous  stroma  is  shown.  There  are  no 
demonstrable  polymorphonuclear  leukocytes. 
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subcutaneous  tissue  revealed  in  the  areolar  tissue 
scattered  areas  of  loose  collagenous  fibrosis  inter- 
spersed with  lymphocytes.  Occasional  eosinophils 
and  occasional  multinucleated  giant  cells  could  be 
found  in  the  inflammatory  foci.  A few  scattered 
lymphocytes  were  found  between  the  adjacent  fat 
cells.  There  was  a tendency  for  the  lymphocytes  to  be 
concentrated  about  blood  vessels.  Diagnosis  : Heal- 
ing panniculitis. 

The  patient  has  been  followed  in  the  outpatient 
department  over  the  last  four  months  since  her  dis- 
charge November  27,  1950.  She  has  had  no  return  of 
fever,  has  gained  weight,  has  had  a good  appetite, 
and  has  had  no  recurrence  of  the  original  skin  lesions. 
The  sedimentation  rate  at  the  present  time  is  within 
normal  limits. 

Discussion 

Localized  areas  of  inflammation  in  the  panniculus 
adiposus  of  the  lower  extremities  are  not  uncommon 
especially  in  obese  middle-aged  females  with  a promi- 
nent subcutaneous  fat  layer.  Trauma  or  local  circula- 
tory disturbances  associated  with  varicosities  may 
well  be  predisposing  factors. 

Weber3  and  Christian4  described  clinically  a syn- 
drome involving  skin  eruptions  with  panniculitis, 
malaise,  fever,  arthralgia,  and  muscle  pains,  more 
often  occurring  in  non-obese  individuals.  They 
stressed  the  severity  of  systemic  reaction  to  the 
process  with  fever  and  a recurrence  of  the  attacks. 
The  case  presented  has  all  the  classical  findings  de- 
scribed by  Weber  and  Christian  with  the  exception  of 
subsequent  exacerbation.  However,  the  patient  has 
not  been  observed  over  a long  period  and  this  was  her 
initial  episode.  During  hospitalization  we  were  able 
to  induce  a temporary  remission  with  ACTH  and  an 
exacerbation  was  brought  about  by  discontinuing  the 
drug. 

Stockman5  in  1928  described  a case  similar  to  those 
of  Weber  and  Christian  and  suggested  the  relation- 


ship of  this  disease  to  acute  rheumatic  fever.  He  re- 
fers to  the  panniculitis  as  a fibrositis  of  the  panniculus 
adiposus.  Degenerative  change  in  the  collagen  fibril 
is  a common  denominator  in  the  inflammatory  proc- 
esses of  panniculitus  and  other  “rheumatic  diseases.” 
Although  the  etiological  agent  behind  the  inflamma- 
tory process  in  unknown,  ACTH  and  cortisone  seem 
to  have  a beneficial  effect.  It  is  interesting  that  these 
agents  should  have  a prompt  and  definite  therapeutic 
effect  in  a disease  previously  suggested  as  a member 
of  the  collagen  group.  However,  caution  should  be 
observed  in  concluding  a similarity  in  the  nature  of 
the  diseases  because  of  the  broad  antipyretic  and 
anergic  properties  of  ACTH  and  cortisone. 

Summary 

1.  A case  of  Weber-Christian  disease  is  presented. 

2.  Marked  remission  of  objective  and  subjective 
signs  of  the  disease  were  brought  about  by  the 
use  of  ACTH  and  later  cortisone  therapy.  Re- 
biopsy of  a lesion  after  ACTH  therapy  revealed 
healing  panniculitis. 

3.  This  may  be  further  evidence  that  Weber- 
Christian  disease  belongs  to  the  large  group  of 
collagen  diseases,  many  of  which  have  already 
been  benefited  by  the  use  of  ACTH  and  cor- 
tisone. 
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Cost  of  Living.  Cost  of  house  visits  by  physi- 
cians and  rates  for  nonprofit  health  insurance  plans 
are  two  items  showing  no  change  between  mid- June 
and  mid-September  in  the  government’s  cost  of  living 
index.  However,  all  other  items  used  in  arriving  at 
the  average  cost  of  medical  care  and  drugs  for  Ameri- 
can families  have  shown  a slight  increase  in  the  three- 
month  period. 

The  latest  report  shows  that  cost  of  all  medical  care 
and  drugs  rose  1%,  while  the  cost  of  living  generally 
went  up  to  1.4%,  during  the  period  of  June  15  and 
September  15.  On  the  latter  date,  living  costs  were 
86.6%  above  the  1935-1939  average,  while  medical 
care  and  drug  costs  were  up  55.7%. 


The  government  figures  include  the  following  per- 
centage changes  between  June  and  September,  com- 
pared with  the  pre- World  War  II  base  ; medical  care, 
excluding  drugs,  60.5  to  61.6;  all  physicians’  fees, 
44.7  to  46  ; general  practitioners’  fees,  44.8  to  45.9  ; 
obstetrical  fees,  65.2  to  68.6  ; surgeons’  and  specialists’ 
fees,  43.4  to  45.7  : dentists’  fees,  59.4  to  61  ; hospital 
rates,  161.4  to  162.7  ; optometrists’  fees,  34.9  to  35.3  ; 
prescriptions  and  drugs,  28.3  to  29.1.  The  Labor  De- 
partment agency  issues  a monthly  report  on  the  cost 
of  living  but  makes  a breakdown  on  medical  costs 
only  quarterly.  (/.  A.  M.  A.,  11/24/51) 
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PROBLEMS  ENCOUNTERED  IN  THE  NEWBORN  CHILD 

A Symposium 

Benjamin  L.  Shapero,  M.  D.,*  Eugene  E.  Brown,  M.  D.,*  Frederic  C.  Emery,  M.  D.,* 

and  Albert  W.  Fellows,  M.  D.* 


Care  of  the  Prematltre  Infant 

The  importance  of  the  special  attention  required  in 
the  treatment  of  the  premature  infant  is  apparent 
when  one  is  aware  that  the  mortality  of  prematures  is 
approximately  twenty  times  that  of  full-term  infants. 
Any  infant  may  be  considered  premature  who  meets 
two  of  the  following  three  criteria:  1.  Twenty-eight 
to  thirty-eight  weeks  of  intrauterine  development : 
2.  One  thousand  to  twenty-five  hundred  grams  in 
weight ; 3.  Thirty-five  to  forty-seven  centimeters  in 
length. 

A premature  child  starts  his  existence  with  numer- 
ous handicaps.  He  has  poor  body  temperature  control 
because  of  a large  surface  of  radiation,  poor  fatty 
insulation,  feeble  muscular  development  and  an  un- 
derdeveloped sweating  mechanism.  His  respiratory 
mechanism  is  deficient  because  of  weak  muscles,  a soft 
thorax,  poor  gag  and  cough  reflexes,  incomplete  de- 
velopment of  capillaries  and  incomplete  development 
of  neuro-humoral  control.  He  is  a major  feeding 
problem  because  of  weak  sucking  and  swallowing  re- 
flexes, a low  secretion  of  hydrochloric  acid,  a faulty 
absorption  of  fat  and  an  incomplete  storage  of  iron 
and  calcium.  He  has  low  resistance  to  infection  and 
he  has  an  increased  capillary  fragility. 

The  care  of  the  premature  infant  begins  with  the  on- 
set of  labor  in  the  mother.  If  a premature  infant  is  an- 
ticipated, morphine  should  not  be  given  to  the  mother. 
Other  analgesics  should  be  used  sparingly.  The  de- 
livery should  be  conducted  with  low  forceps  and  an 
episiotomy  should  be  done  when  indicated  to  avoid  a 
prolonged  second  stage.  A heated  crib  and  oxygen 
should  be  ready  in  the  delivery  room  and  the  infant 
should  be  placed  in  this  environment  after  his  airway 
is  gently  aspirated.  Because  of  the  relative  ease  of 
intracranial  injury,  it  is  imperative  to  handle  the 
infant  with  extreme  gentleness. 

After  adequate  respiration  is  established,  the  main 
objective  is  the  maintenance  of  body  heat.  This  is 
best  accomplished  hy  the  use  of  the  Hess  or  Arm- 
strong bed.  A temperature  between  85-90°  F.  is 
maintained  for  the  smallest  infants,  while  that  of 
80-85°  F.  is  maintained  for  the  larger  infants.  The 
optimum  rectal  temperature  for  a premature  child  is 
about  99°  F.  The  optimum  humidity  is  from  55-65%. 
When  a Hess  or  Armstrong  bed  is  not  available,  one 

* From  the  Pediatric  Service  of  the  Eastern  Maine  General 
Hospital,  Bangor,  Maine. 


can  use  a small  well-heated  room  isolated  from  the 
rest  of  the  nursery  or  a protected  crib  continually 
heated  by  an  electric  pad  or  hot-water  bottle.  The 
body  heat  may  also  be  conserved  by  the  use  of  cotton- 
wool jackets  covering  the  entire  body,  except  for  the 
face.  The  infant  is  handled  as  little  as  possible.  Feed- 
ing and  treatments  are  carried  out  in  the  crib.  Bath- 
ing should  be  delayed  until  progress  is  satisfactory. 
Prior  to  such  time  applications  of  vegetable  oil  are 
made.  The  infant  is  usually  transferred  from  the 
incubator  to  a crib  when  his  weight  reaches  two  thou- 
sand grams.  He  may  be  placed  on  full-term  routine 
when  his  weight  is  twenty-five  hundred  grams. 

Each  premature  infant  should  he  placed  in  an 
atmosphere  of  30-50%  oxygen  during  the  first  few 
hours  of  life  regardless  of  his  apparent  condition.  A 
definite  improvement  in  respiratory  rhythm  is  noted 
when  oxygen  is  administered.  Later,  oxygen  mixed 
with  carbon  dioxide  is  given,  when  necessarv,  to  main- 
tain respirations  of  good  depth.  Overhreathing  must 
be  avoided.  The  duration  of  administration  must  be 
determined  by  the  respiratory  response.  When  con- 
tinuous oxygen  is  no  longer  needed  the  oxygen-car- 
bon dioxide  mixture  should  he  given  before  and  after 
each  feeding.  Oxygen  therapy  should  he  immediately 
resumed  if  the  infant  shows  evidence  of  restlessness 
or  fatigue,  even  though  cyanosis  may  not  be  evident. 

The  premature  infant  lacks  immunity  to  infections 
and  must  be  protected  in  every  way.  If  possible,  air 
sterilization  and  isolation  should  be  provided,  and  the 
infant  should  not  be  removed  from  the  nursery.  The 
attendance  of  a nurse  experienced  in  the  care  of 
prematures  is  of  the  greatest  importance. 

The  initial  feeding  should  be  given  twelve  hours 
after  birth  and  is  delayed  for  twenty-four  hours  or 
longer  in  smaller  infants.  The  first  feeding  is  5% 
glucose  or  lactose,  given  with  a medicine  dropper  to 
which  is  attached  a rubber  tube  through  which  the 
solution  is  dropped  on  to  the  back  of  the  tongue. 
Other  methods  of  food  administration  include  the 
Breck  or  Boston  feeder,  and  gavage  with  a #10  or 
#12  French  catheter.  The  latter  is  used  when  the 
swallowing  reflex  is  impaired,  when  cyanosis  accom- 
panies feeding,  or  when  the  infant  becomes  exces- 
sively fatigued  during  his  feeding. 

The  first  feeding  may  be  one  dropperful.  If  this 
is  retained,  two  dropperfuls  may  be  given  in  two 
hours.  Twenty-four  hours  after  the  first  feeding 
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period,  a weak  milk  formula  (ten  calories  per  ounce) 
may  be  given  at  two-hour  intervals.  Sugar  solutions 
should  be  given  after  each  formula  for  the  first  few 
days  if  distress  or  diarrhea  does  not  result.  At  the 
end  of  forty-eight  to  seventy-two  hours,  feeding  in- 
tervals can  be  extended  to  three  hours,  and  later  to 
four  hours  if  the  infant  is  contented  on  this  schedule. 

The  formula  for  such  an  infant  should  be  one 
which  supplies  a relatively  high  protein,  low  fat  and 
average  carbohydrate  content.  The  premature  cannot 
absorb  fats  well,  but  can  readily  absorb  protein  and 
sugar.  As  the  basal  metabolic  rate  and  activity  are 
low  in  the  first  two  weeks  of  life,  only  maintenance 
requirements  need  to  be  supplied. 

A very  satisfactory  formula  is  the  following : 

Per  Kg.  Per  Lb. 
Half  Skimmed  Milk  Powder  18  gm.  1 tbsp. 

Alacta  or  Dryco  Carbohydrates  11  gm.  2 tsp. 

Water  sufficient  quantity  150  c.c.  2%  oz. 

Formerly  a caloric  intake  of  110  to  120  calories  per 
kilogram  per  day  was  considered  satisfactory,  but 
recent  studies  on  premature  feedings1  have  revealed 
that  the  duration  of  hospitalization  was  reduced  about 
one-third  on  a caloric  intake  of  180  to  200  calories  per 
kilogram,  when  gastro-intestinal  upsets  did  not  occur. 
The  fluid  intake  should  be  about  150  c.c.  per  kilogram 
and  should  be  supplemented  by  clysis  of  Ringer’s 
Lactate  when  oral  fluids  are  inadequate. 

Vitamin  D,  water  soluble,  with  or  without  vitamin 
A should  be  instituted  as  soon  as  the  feeding  program 
is  in  satisfactory  progress,  giving  400  to  800  I.  U.  per 
day.  Vitamin  C should  also  be  given  early  in  an 
average  dosage  of  50  milligrams  per  day.  Vitamin  B 
is  not  urgently  needed  in  the  premature  and  is  not 
routinely  added  to  the  diet.  Some  authorities  add 
Vitamin  E with  the  belief  that  it  may  help  the  infant 
to  gain  weight.  Iron  is  not  given,  even  though  the 
infant  needs  this  mineral  because  it  is  not  absorbed 
and  utilized  until  he  is  three  months  of  age.  Estro- 
genic hormones  in  dosage  of  500  I.  U.  twice  a day  by 
mouth  have  been  used  with  favorable  claims,  as  has 
thyroid  extract,  in  a dosage  of  1/10  grain  twice  daily. 

The  premature  infant  may  be  discharged  from  the 
hospital  to  his  home  when  he  has  maintained  an 
average  body  temperature  at  environment  of  70  to 
75°  F.,  has  adjusted  to  a feeding  schedule,  has  gained 
weight  steadily,  and  does  not  have  severe  anemia. 
The  average  hospital  stay  is  four  weeks.  Home  care 
is  a continuation  of  hospital  routine  with  such  modi- 
fications as  may  be  necessary. 

Cyanosis  of  the  Newborn 

Cyanosis,  whether  generalized  or  localized,  inter- 
mittent or  constant,  signifies  imperfect  oxygenation 
of  the  blood  usually  associated  with  difficulties  in  the 


pulmonary,  cardiovascular  or  central  nervous  sys- 
tems. This  imperfect  oxygenation  of  the  blood,  anoxia, 
is  recognized  as  a major  hazard  of  the  fetus  or  the 
newborn  infant  and  is  responsible  for  many  neonatal 
deaths  and  for  temporary  or  permanent  cerebral  dam- 
age. The  truth  of  this  statement  can  be  realized  when 
one  thinks  of  Cole’s  statement2  that  about  four 
minutes  is  the  maximum  time  the  brain  cells  can  sur- 
vive without  oxygen  and  that  irreversible  changes 
may  occur  in  less  than  one  minute.  This  same  author 
has  expressed  the  belief  that  for  practical  purposes  a 
newborn  infant  should  be  considered  asphyxiated 
when  breathing  does  not  take  place  within  30  seconds. 

Fetal  anoxia  (intrauterine  anoxia),  late  in  preg- 
nancy, is  generally  due  to  disease  of  the  placenta  such 
as  placental  separation  or  erythroblastotic  disease. 
Fetal  anoxia  during  labor  or  delivery  is  well  recog- 
nized. An  acceleration  of  the  fetal  heart  rate  is  usu- 
ally indicative  of  mild  anoxia,  while  the  slowing  of 
the  heart  rate  is  an  ominous  sign.  Anoxia  in  this 
group  may  be  caused  by  anything  that  diminishes  the 
oxygen  supply  to  the  maternal  side  of  the  placenta, 
such  as  maternal  analgesia  or  anaesthesia,  heart  fail- 
ure, etc.  Such  causes  of  anoxemia  are  the  problem  of 
the  obstetrician.  However,  pre-existing  anoxia  may 
interfere  with  normal  respirations  at  birth,  producing 
neonatal  anoxia,  the  problem  of  the  pediatrician. 
Extrauterine  anoxia  may  be  due  to  failure  of  the 
respiratory  center  to  function,  mechanical  obstruction 
of  the  airways  from  aspirated  fluid,  mucus,  meconium, 
etc.,  pathologic  changes  in  the  lungs,  or  congenital 
malformations  of  the  respiratory  tree  or  heart. 

The  asphyxiated  infant  according  to  Clifford,3  may 
be  classified  into  one  of  the  three  following  categories  : 

1.  Mild  asphyxia  in  which  breathing  does  not  take 
place  within  thirty  seconds  of  the  birth  of  the  head, 
muscle  tonus  is  good,  the  conjunctival  and  gag  re- 
flexes are  present,  the  heart  rate  is  normal  or  rapid, 
and  in  which  fluid  and  mucous  plugs  may  fill  the  air- 
ways. This  first  group  must  lie  differentiated  from 
narcotized  infants. 

2.  Moderate  asphyxia  in  which  muscle  tone  is 
poor,  no  resistance  is  offered  to  opening  the  mouth, 
the  gag  reflex  is  absent,  and  in  which  the  heart  rate  is 
at  first  rapid  but  later  becomes  exceedingly  slow. 

3.  Severe  asphyxia  in  which  there  is  no  response 
to  attempts  at  resuscitation,  there  is  an  absence  of 
respiratory  movements,  the  heart  sounds  are  feeble 
and  there  is  asphyxia  livida  or  pallida. 

The  condition  of  the  asphyxiated  newborn  infant 
is  never  static.  If  mild  asphyxia  is  present  at  birth, 
the  baby  either  recovers  rapidly  or  goes  through  the 
moderate  and  severe  stages  to  death.  This  latter 
possibility  should  always  be  borne  in  mind  when 
treatment  is  being  instituted  for  a mildly  asphyxiated 
infant. 
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Nearly  all  cases  of  cyanosis  in  the  newborn  are 
caused  by  lesions  of  the  respiratory,  circulatory  or 
central  nervous  system. 

A.  The  Respiratory  System 

Atelectasis  is  the  normal  condition  of  the  lung  be- 
fore birth  and  congenital  atelectasis  is  an  abnormal 
persistence  of  incomplete  expansion  of  the  lungs.  It  is 
intimately  associated  with  fetal  anoxia.  Under  nor- 
mal conditions  expansion  follows  a constant  pattern 
and  aeration  proceeds  by  an  increase  in  the  number 
of  aerated  alveoli,  rather  than  a gradual  increase  in 
the  volume  of  each  alveolus.  Areas  of  complete 
atelectasis  alternate  with  aerated  portions  of  lung. 
Several  days  may  elapse  before  expansion  is  complete. 

An  atelectatic  state  may  persist  when  there  is  ob- 
struction in  the  bronchial  tree,  cerebral  damage  in- 
volving the  respiratory  center,  anatomic  and  physio- 
logic immaturity  of  the  respiratory  system  (as  in  the 
premature),  when  the  thorax  or  respiratory  muscles 
are  poorly  developed,  when  there  is  marked  cohesion 
of  the  air  passages,  when  the  heart  is  enlarged,  and  in 
the  presence  of  diaphragmatic  hernia,  tumors,  or 
paralysis  of  the  phrenic  nerve. 

The  symptoms  of  congenital  atelectasis  vary  con- 
siderably depending  upon  the  degree  of  involvement. 
In  the  mildest  cases  the  atelectasis  may  not  be  de- 
tected by  clinical  appearance  or  physical  findings,  but 
in  the  more  severe  cases  there  is  usually  evidence  of 
respiratory  distress.  Respirations  are  shallow  and 
rapid  and  movements  are  mostly  abdominal.  There 
may  be  a respiratory  grunt  and  the  infant  is  markedly 
cyanotic.  When  he  is  stimulated  to  cry,  the  cyanosis 
usually  diminishes.  Physical  examination  may  reveal 
suprasternal  retraction  with  diaphragmatic  tug  of  the 
lower  ribs  and  diminished  thoracic  expansion  on  one 
or  both  sides.  Areas  of  dullness  may  be  detected  and 
at  times  inspiratory  rales  may  be  heard.  Often,  how- 
ever, the  atelectatic  area  is  not  detected  by  physical 
examination.  It  is  important  to  remember  that  the 
small  amount  of  expanded  lung  which  is  required  to 
produce  a normal  response  to  auscultation  and  per- 
cussion may  be  entirely  inadequate  for  the  physio- 
logic requirements  of  the  infant.  Heart  sounds  are 
usually  elicited.  Bradycardia  is  noted  when  respira- 
tory failure  is  imminent.  Mucus  may  lie  present  in 
the  naso-pharynx.  There  is  no  fever  except  that 
which  may  be  due  to  dehydration  or  to  central  effect. 
Roentgenograms  of  the  chest  provide  the  best  means 
for  accurate  diagnosis. 

The  prognosis  depends  upon  the  establishment  of 
adequate  expansion  of  the  lung  and  the  prevention  of 
intercurrent  infection.  When  death  occurs  it  is  usu- 
ally within  twelve  to  forty-eight  hours  after  birth. 
Clinical  and  X-ray  improvement  take  place  sharply 
between  the  third  and  fourth  day.  At  this  time  the 
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vernix  membrane,  as  well  as  the  pulmonary  conges- 
tion and  edema  are  largely  absorbed.  Sequelae  de- 
pend upon  the  extent  of  the  damage  to  the  central 
nervous  system  caused  by  the  anoxia. 

The  prevention  of  atelectasis  depends  upon  the 
prevention  of  intrauterine  anoxia,  birth  injuries,  pre- 
maturity, and  aspiration  of  mucus. 

The  treatment  consists  of  the  constant  adminis- 
tration of  oxygen  bubbled  through  water,  the  use  of 
suction  to  aspirate  the  oral,  nasal,  and  posterior 
pharyngeal  cavities,  the  administration  of  carbon  di- 
oxide for  periods  of  a few  minutes  at  hourly  intervals 
in  order  to  stimulate  deeper  and  more  regular  respi- 
rations and  to  render  the  mucus  less  viscid  and  tena- 
cious, snapping  the  fingers  on  the  soles  of  the  infant’s 
feet  every  two  to  three  hours  to  promote  crying, 
which  is  an  efficient  means  of  producing  pulmonary 
expansion,  frequent  changes  of  position  to  prevent 
further  atelectasis,  abstention  from  oral  feedings  for 
at  least  forty-eight  hours,  the  parenteral  maintenance 
of  fluid  balance,  the  maintenance  of  adequate  body 
temperature  and  the  prophylactic  administration  of 
penicillin.  The  use  of  positive  pressure  for  expand- 
ing atelectatic  lung  is  a dangerous  procedure  as  it  may 
convert  the  few  functioning  alveoli  into  emphy- 
sematous blebs  that  may  rupture  and  produce 
pneumothorax.  In  any  severe  asphyxia  direct  tracheal 
suction  by  trained  individuals  is  indicated.  Clifford3 
recommends  bronchoscopic  drainage  by  trained  per- 
sonnel when  there  is  a localized  obstruction,  a sudden 
asphyxia  following  an  accident  such  as  the  aspiration 
of  milk,  or  when  there  is  a suspicion  of  developmental 
abnormality. 

Pneumothorax  is  much  more  common  than  is  usu- 
ally appreciated,  occurring  in  about  one  per  cent  of  all 
newborns.  In  the  newborn  infant,  escape  of  air  into 
tissues  or  spaces,  where  it  is  normally  not  present, 
may  follow  infection,  birth  trauma  or  injury  from 
resuscitation  efforts,  but  in  the  majority  of  instances 
it  results  from  the  rupture  of  over-inflated  alveoli 
which  may  occur  in  association  with  atelectasis,  con- 
genital heart  disease  or  anoxia.  When  the  amount  of 
air  which  escapes  is  not  great,  no  symptoms  are 
apparent.  When  the  quantity  of  air  is  great,  the  air 
follows  the  vascular  sheaths  to  the  mediastinum 
where  it  accumulates  and  embarrasses  respiration. 
When  the  tension  in  the  mediastinum  is  sufficient, 
the  air  may  be  forced  into  one  or  both  of  the  pleural 
cavities.  Pneumothorax  may  also  result  from  rupture 
of  distended  alveoli  or  blebs  directly  into  the  pleural 
space. 

The  onset  of  pneumothorax  is  usually  sudden  and 
is  characterized  by  limited  respiratory  excursions, 
dyspnea  and  cyanosis.  The  heart  sounds  are  distant 
and  generally  the  heart  is  displaced  to  the  opposite 
side.  The  percussion  note  is  hyperresonant  and  the 
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breath  sounds  are  diminished  or  absent.  Roentgeno- 
graphic  examination  establishes  the  diagnosis. 

The  prognosis  depends  upon  the  degree  of  respira- 
tory embarrassment,  its  duration  and  the  relief  ob- 
tained by  aspiration  in  the  severe  cases. 

The  incidence  of  pneumothorax  can  be  diminished 
by  the  prevention  of  birth  trauma  and  of  trauma 
during  efforts  at  resuscitation. 

No  treatment  is  necessary  in  many  instances  where 
the  symptoms  are  mild,  and  the  air  may  be  absorbed 
spontaneously.  Oxygen,  parenteral  fluids  and  aspi- 
ration of  air  from  an  encapsulated  pneumothorax  are 
necessary  when  there  is  serious  respiratory  distress. 
If  there  is  a recurrence  of  a pneumothorax  because 
of  an  open  fistula  it  may  be  necessary  to  perform  a 
closed  thoracotomy  and  connect  the  tube  to  a water 
trap,  allowing  air  to  escape  from  but  not  enter  the 
pleural  cavity. 

Bronchial  Obstruction  may  be  due  to  aspiration  of 
mucus,  blood  or  contents  of  the  amniotic  sac.  This 
condition  necessitates  the  immediate  clearing  of  the 
air  passages.  The  most  efficient  method  of  accom- 
plishing this  is  by  direct  laryngoscopy  and  tracheal 
suction,  provided  trained  personnel  are  available. 
Lacking  the  necessary  personnel,  postural  drainage 
with  gentle  milking  of  the  trachea,  suction  of  the 
mouth  and  nasopharynx  and  tracheal  suction  through 
a rubber  catheter  introduced  under  digital  direction, 
should  be  used. 

Tumors  within  and  without  the  respiratory  tree  are 
exceedingly  rare  and  when  encountered  are  usually 
treated  by  surgery  or  X-ray. 

Congenital  Defects  of  the  respiratory  system  are 
frequently  responsible  for  cyanosis  in  the  newborn. 
The  symptoms  of  tracheoesophageal  fistula  where  the 
upper  esophageal  segment  ends  in  a blind  pouch  and 
the  lower  segment  from  the  stomach  is  connected  to 
the  trachea,  are  classic.  As  the  newborn  infant  is  fed, 
the  first  swallow  or  two  is  normal ; then  suddenly  the 
fluids  return  through  the  nose  and  mouth  ; the  infant 
coughs,  struggles,  turns  cyanotic  and  may  stop  breath- 
ing. Between  feedings  there  is  a constant  drooling 
from  the  dependent  corner  of  the  mouth.  The  diag- 
nosis is  usually  suggested  by  the  history  and  is  con- 
firmed by  roentgenologic  studies  using  Lipiodol. 
Barium  should  not  be  used.  The  treatment  of  this 
condition  is  surgical. 

Diaphragmatic  hernia  is  caused  by  a congenital  de- 
fect in  the  diaphragm,  in  most  cases  on  the  left  side. 
Through  this  a loop  of  the  intestine,  stomach,  or 
colon  may  be  thrust  into  the  thorax.  Symptoms  may 
be  entirely  lacking  or  there  may  be  acute  symptoms 
including  dyspnea,  cyanosis,  persistent  vomiting  and 
occasionally  evidences  of  intestinal  obstruction.  The 
physical  findings  vary  considerably  depending  upon 


the  amount  of  intestine  in  the  thorax.  The  percussion 
note  may  be  tympanitic.  Intestinal  peristaltic  move- 
ments may  be  heard  over  the  chest.  Heart  sounds 
may  be  distant  and  the  heart  may  be  displaced.  Roent- 
genograms establish  the  diagnosis.  The  treatment  is 
surgical. 

Aspiration  pneumonia  may  result  from  the  aspira- 
tion of  amniotic  fluid  and  its  contents.  Normally, 
there  is  no  expansion  of  the  lungs  with  intrauterine 
respiratory  movements.  Amniotic  fluid  is  present, 
but  only  during  states  of  hypoxia,  when  the  fetus 
gasps,  is  it  inhaled.  There  may  or  may  not  be  an 
explanation  for  the  inadequate  supply  of  oxygen 
in  utero.  Separation  of  the  placenta,  toxemia,  and 
prolapse  of  the  co^d  are  frequent  factors.  Aspiration 
pneumonia  should  be  suspected  when  there  is  a his- 
tory of  intrauterine  fetal  embarrassment,  difficult  re- 
suscitation at  birth,  cyanosis  and  respiratory  distress 
during  the  immediate  neonatal  period,  frothy  mucoid 
fluid  in  the  nasopharynx,  or  crepitant  rales,  rhonchi 
or  consolidation  associated  with  obstructive  emphy- 
sema. Roentgenographically  there  may  be  patchy  or 
extensive  areas  of  atelectasis  and  as  a rule,  marked 
obstructive  emphysema.  The  mortality  rate  is  ex- 
ceedingly high.  Prevention  of  this  condition  includes 
an  adequate  supply  of  oxygen  for  the  fetus  and  imme- 
diate aspiration  of  any  material  in  the  nasopharynx  or 
trachea  before  the  newborn  infant  breathes.  Naso- 
pharyngeal, tracheal  and  bronchoscopic  aspiration  is 
effective  in  removing  mucus  from  the  larger  airways. 
The  alternate  administration  of  oxygen  and  oxygen 
with  carbon  dioxide  as  described  under  atelectasis  is 
indicated.  The  carbon  dioxide  may  counteract  the 
drying  effect  of  oxygen  and  if  the  material  is  kept 
in  a fluid  state  removal  is  facilitated.  Antibiotic 
therapy  must  lie  instituted. 

Bacterial  and  viral  pneumonias  are  usually  not 
present  at  birth  but  develop  insidiously  due  to  direct 
bacterial  or  viral  invasion  or  may  lie  superimposed 
upon  persistent  atelectasis.  There  is  generally  an  in- 
crease in  respiratory  rate,  cyanotic  attacks,  loss  of 
weight,  possibly  prostration  and  abdominal  distention. 
Fever  may  or  may  not  be  present.  Physical  findings 
in  the  chest  may  be  much  less  definite  than  those  in 
older  children,  and  it  is  not  unusual  to  have  extensive 
involvement  with  few  or  no  abnormal  percussion  or 
auscultatory  signs.  The  diagnosis  can  lie  established 
by  X-ray.  The  treatment  consists  of  parenteral  fluids, 
oxygen,  and  antibiotics. 

B.  Central  Nervous  System 

Depression  of  the  respiratory  center  may  result 
from  direct  injury  in  the  area  of  the  medulla  (birth 
injuries)  or  from  anoxia.  Asphyxia  may  cause  cere- 
bral edema  or  may  produce  petechial  or  larger  hemor- 
rhages into  the  brain  substance  and  even  bleeding 
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into  the  subarachnoid  space.  Either  factor,  birth  in- 
jury or  anoxia,  may  raise  the  threshold  of  stimula- 
tion of  the  respiratory  center  resulting  in  a variety  of 
symptoms  as  unconsciousness,  convulsions,  cyanosis, 
weak  or  irregular  respirations,  relatively  long  periods 
of  apnea,  failure  to  nurse  and  an  absent  Moro  reflex. 
This  condition  can  usually  be  detected  by  palpating 
increased  intracranial  tension  in  the  fontanel.  A lum- 
bar puncture  is  indicated  both  for  diagnostic  and 
therapeutic  reasons.  If  the  number  of  red  cells  is 
few  enough  to  count  without  dilution  in  the  blood- 
counting chamber,  the  injury  is  interpreted  as  prob- 
ably the  result  of  anoxic  bleeding.  According  to 
Clifford3  five  or  ten  cubic  centimeters  of  fluid  should 
be  slowly  removed  and  the  procedure  repeated  every 
twelve  to  twenty-four  hours,  as  clinically  indicated, 
until  the  fluid  is  nearly  normal.  This  method  of 
treatment  gives  symptomatic  relief,  minimizes  pres- 
sure injury  and  helps  to  prevent  the  later  develop- 
ment of  hydrocephalus.  Clifford  believes  that  the 
withdrawal  of  fluid  does  not  result  in  increased  intra- 
cranial bleeding. 

C.  Circulatory  System 

Persistent  cyanosis  accompanying  cardiac  disease 
is  usually  caused  by  the  shunting  of  venous  blood 
from  the  right  to  the  left  side  of  the  heart  so  that  it 
passes  into  the  systemic  circulation  without  becoming- 
aerated  in  the  lungs.  At  least  five  grams  of  reduced 
hemoglobin  per  one  hundred  cubic  centimeters  of  cir- 
culating blood  are  necessary  to  give  a bluish  discolora- 
tion to  the  skin.  The  occurrence  of  cyanosis  in  a 
patient  with  a congenital  malformation  of  the  heart 
is  indicative  of  a gross  abnormality.  Cyanosis  result- 
ing from  these  lesions  is  increased  by  crying. 

The  most  frequent  cardiac  lesions  causing  persist- 
ent cyanosis  are  dextroposition  of  the  aorta  or  trans- 
position of  the  great  vessels,  large  defects  in,  or  the 
absence  of  the  interatrial  or  interventricular  septums, 
and  interatrial  or  interventricular  septal  defects  asso- 
ciated with  stenosis  or  atresia  of  the  pulmonary  artery 
or  tricuspid  valve.  There  is  very  little  that  can  be 
done  in  the  immediate  neonatal  period  except  the 
obvious  symptomatic  treatment  consisting  of  oxygen, 
heat,  fluids  and  possible  digitalization.  Surgical  ad- 
vances have  made  accurate  diagnosis  very  important. 
Although  most  diagnoses  cannot  be  made  in  the  neo- 
natal period.  X-ray,  fluoroscopy,  and  electrocardio- 
graphic tracings  may  be  of  future  value.  Exercise 
tests  and  catheterization  of  the  heart,  although  they 
provide  important  information  of  cardiac  deformities, 
cannot  be  performed  at  this  age. 

Methemoglobinemia  and  sulfhemoglobinemia  are 
extremely  rare  and  consequently  do  not  warrant  a 
detailed  discussion. 
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D.  Adrenal  Hemorrhage 

Massive  adrenal  hemorrhage  at  birth  occurs  mainly 
in  breech  presentations.  The  infant  may  be  stillborn 
or  may  die  shortly  after  birth  in  profound  shock  with 
cyanosis  and  hyperthermia.  The  adrenal  gland  is 
friable  and  the  hemorrhage  probably  occurs  from 
direct  trauma  to  the  renal  areas  either  during  labor 
or  at  delivery.  The  adrenal  gland,  enlarged  by  the 
hemorrhage,  may  be  palpable.  If  the  diagnosis  is 
suspected,  ACTH,  glucose  and  saline,  blood  trans- 
fusions and  oxygen  should  be  administered.  Hemor- 
rhage is  usually  so  extensive  that  death  ensues  before 
therapy  can  be  effective. 

Hemorrhages  of  less  extent  also  occur  in  the  ad- 
renal gland  of  the  newborn  infant.  They  may  be  due 
to  anoxia.  Later  in  the  newborn  period  they  may 
occur  as  part  of  the  clinical  manifestations  of  hemor- 
rhagic disease  of  the  newborn. 

Jaundice  in  the  Newborn  Period 

Jaundice  seen  during  the  newborn  period  usually 
can  be  classed  in  one  of  five  groups : physiological, 
erythroblastotic,  obstructive,  septic,  or  luetic. 

Icterus  neonatorum  has  long  been  considered  evi- 
dence of  red  blood  cell  destruction  and  the  break 
down  of  excess  hemoglobin.  Although  this  is  an  im- 
portant factor,  more  recent  evidence4  suggests  that 
some  immaturity  of  the  liver,  in  its  function  of  ex- 
creting bile  pigments,  may  be  present.  Some  visible 
jaundice  appears  in  50%  to  75%  of  all  newborn  in- 
fants. It  usually  appears  between  the  second  and 
sixth  day  of  life,  but  in  about  25%  the  jaundice  will 
appear  in  the  first  twenty-four  hours.  The  jaundice 
clears  between  the  seventh  and  fourteenth  day,  occa- 
sionally persisting  for  a month.  It  is  much  more 
common  to  see  it  appear  in  the  first  twenty-four  hours 
than  to  see  it  last  for  more  than  fourteen  days.  It  is 
generally  mild  in  intensity  but  some  infants  may  be 
deeply  discolored.  The  spleen  is  not  enlarged.  The 
stools  are  normal.  There  is  no  anemia  and  no  asso- 
ciated hemorrhagic  tendencies.  The  infant  suffers  no 
ill  effects  other  than  occasional  lethargy  and  failure 
to  nurse  well.  No  treatment  is  needed  except  the 
use  of  parenteral  fluids  when  the  lethargy  and  dehy- 
dration become  severe. 

Erythroblastotic  jaundice  is  suspected  when  the 
correct  Rh  situation  exists  and  the  child  becomes 
jaundiced  soon  after  birth.  In  severe  cases  it  is  pres- 
ent at  birth  with  edema,  yellowish  vernix,  a stained 
umbilical  cord,  and  a large  placenta.  The  infant  will 
show  an  enlarged  liver  and  spleen  and  varying  de- 
grees of  anemia.  In  the  milder  cases  such  a picture 
may  develop  in  the  first  twenty-four  to  thirty-six 
hours.  The  blood  shows  a percentage  of  nucleated 
red  blood  cells  greater  than  10  to  12  per  100  white 
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blood  cells.  The  Coombs  test  is  positive.  The  treat- 
ment is  blood  transfusion  of  compatible  Rh  negative 
blood  from  a female  donor.  In  selected  cases  this 
should  be  by  replacement  transfusion.  Other  patients 
may  be  carried  along  by  repeated  small  transfusions. 
The  use  of  ACTH  in  this  condition  is  as  yet  in  the 
research  stage  but  looks  encouraging. 

Erythroblastosis  icterus  precox  is  a somewhat  simi- 
lar picture  not  due  to  Rh  incompatibility.5’ 0 This  is 
caused  by  sensitization  of  a mother  with  group  O blood, 
containing  anti-A  and  anti-B  agglutinins,  by  the 
group  A or  group  B blood  of  the  fetus  producing  an 
A-B-O  incompatibility.  The  situation  is  usually  not 
serious  but  may  become  sufficiently  severe  to  require 
transfusion  therapy. 

In  obstructive  jaundice  of  the  newborn,  the  fault 
is  in  the  biliary  system.  This  may  be  a congenital 
atresia  or  congenital  absence  of  the  bile  ducts,  or  other 
type  of  malformation.  At  times  the  jaundice  may  be 
caused  by  a plug  of  inspissated  mucus  or  bile.  The 
infant’s  general  condition  may  be  good.  He  eats  well 
and  seems  vigorous  and  alert.  Constipation  is  com- 
mon. The  jaundice  appears  soon  after  birth  and  in- 
creases in  intensity.  The  icteric  index  becomes  mark- 
edly elevated.  Eventually  the  child  becomes  worse 
and  develops  roughened  skin  and  ecchymoses.  Evi- 
dences of  fat-soluble  vitamin  deficiency  appear.  The 
liver  is  always  enlarged  and  later  the  spleen  becomes 
palpable.  The  stools  are  clay  colored.  When  the 
jaundice  is  extreme,  the  body  tissues  may  be  so 
stained  with  bile  that  the  intestinal  mucosal  secre- 
tions are  bile-tinged  thus  imparting  some  color  to  the 
stool.  This  might  be  confused  with  true  fecal  bile 
pigment  and  tend  to  lead  one  away  from  the  diag- 
nosis of  biliary  obstruction.  At  first  there  is  no  fever, 
but  as  the  condition  progresses  the  infant  usually  de- 
velops infection  and  fever.  Ascites  is  common.  The 
prognosis  is  poor.  If  no  treatment  is  instituted  the 
infant  rarely  survives  more  than  five  or  six  months. 
The  treatment  consists  of  a low  fat  and  high  vitamin 
diet  with  adequate  fluid  intake.  Early  in  the  disease 
it  is  wise  to  instill  10-15  c.c.  of  25%  magnesium  sul- 
fate solution  into  the  duodenum  through  a tube.  This 
will  usually  dissolve  and  clear  up  any  inspissated  plug. 
Improvement  is  often  rapid.  If  no  improvement  is 
seen  in  four  or  five  days,  surgery  is  indicated  for 
exploration  and  correction  of  any  malformation.  Sur- 
gery is  best  done  around  four  weeks  of  age  and  can 
correct  the  abnormality  in  about  20%  of  the  cases.' 
In  the  majority  of  instances  the  malformation  is  such 
that  nothing  can  be  done. 

Jaundice  due  to  sepsis  of  the  newborn  is  becoming 
less  and  less  common.  Etiologicallv  the  infection  is 
usually  due  to  the  colon  bacillus  which  acquires 
entrance  through  an  infected  umbilical  stump  or  cir- 
cumcision wound.  The  symptoms  are  variable.  I bey 
may  be  fulminating  with  all  the  evidences  of  an  acute 


infection,  or  there  may  be  no  definite  symptoms. 
There  may  be  no  fever.  One  may  see  only  a baby 
who  is  not  gaining  well,  who  refuses  to  eat,  or  who  is 
very  lethargic,  and,  later  in  the  newborn  period,  be- 
gins to  develop  jaundice  of  the  hemolytic  type.  The 
liver  and  spleen  enlarge,  jaundice  increases,  and  nerv- 
ous manifestations  such  as  restlessness,  irregular 
respirations  and  convulsions  may  develop.  Diagnosis 
is  established  by  a positive  blood  culture,  and  treat- 
ment consists  of  the  use  of  antibiotics  and  supportive 
measures.  The  antibiotic  to  be  selected  will  depend 
on  the  type  of  bacteria  present.  Other  measures  in- 
clude small  blood  transfusions,  adequate  fluid  balance, 
the  use  of  adrenal  cortical  extract,  oxygen,  stimulants, 
and  the  local  care  of  any  focus  of  infection  which  can 
be  found. 

The  jaundice  seen  in  luetic  infants  may  appear  at 
any  time  after  birth  but  usually  appears  between  the 
second  and  sixth  week.  With  routine  maternal  sero- 
logical tests  and  adequate  maternal  treatment  of 
syphilis  the  condition  is  seldom  seen  but  must  be  in- 
cluded in  a differential  diagnosis.  One  can  almost 
always  find  other  evidences  of  the  disease  in  skin 
lesions,  mucosal  lesions,  or  bone  involvement.  Prac- 
tically 100%  of  luetic  newborns  show  some  bone 
changes  at  autopsy,  but  only  5%  to  10%  will  show 
X-ray  changes.  In  about  two  to  three  weeks  the  bone 
pathology  becomes  visible  by  X-ray.  The  liver  and 
spleen  are  enlarged,  the  infant  develops  “snuffles” 
and  there  may  be  pseudo-paralyses.  The  serology  is 
conclusive.  There  is  usually  a severe  anemia  and 
nucleated  red  blood  cells  are  seen  in  smears  of  periph- 
eral blood.  The  treatment  of  choice  is  penicillin,  with 
a total  dosage  of  100,000  units  per  pound  of  body 
weight  given  over  a twelve  to  fourteen  day  period  in 
equal  three  hourly  injections. 

Visible  Physical  Defects  of  the  Newborn 

“Club  foot”  is  a term  used  to  describe  the  medially 
deviated  foot.  If  there  is  no  bony  malformation,  the 
foot  can  be  passively  overcorrected.  This  should  be 
started  at  once  and  carried  out  at  each  change  of 
diaper.  If  the  foot  cannot  be  corrected  by  gentle 
manipulation  there  is  probably  a bony  malformation. 
In  this  case  the  baby  should  be  referred  to  an  ortho- 
pedist and  treatment  started  immediately. 

Congenital  dislocation  of  the  hip  is  easily  missed 
in  the  newborn  period  because  the  muscles  have  not 
yet  pulled  the  head  of  the  femur  much  out  of  place. 
Certain  maneuvers  are  helpful  in  detecting  the  con- 
dition. Alternate  pull  and  push  on  the  thigh  in  the 
long  axis  of  the  bone  may  demonstrate  abnormal 
mobility  on  the  affected  side.  If  the  thighs  are  flexed 
and  the  soles  placed  flat  on  the  table,  one  knee  may 
be  lower  than  the  other.  Circumduction  of  the  flexed 
thigh  may  elicit  a click.  The  only  constant  sign  is 
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limitation  of  motion  on  abduction  of  the  thigh  of  the 
affected  side.  Place  the  baby  on  his  back,  ilex  the 
thighs  and  then  abduct.  The  knees  should  go  down 
almost  to  the  table.  Limitation  of  motion  indicates 
dislocation.  Treatment  should  be  started  without  de- 
lay. An  excellent  method  to  be  used  in  very  small 
babies  is  illustrated  in  the  Mitchell-Nelson  Textbook 
of  Pediatrics.8 

Torticollis  in  the  newborn  is  usually  due  to  a hem- 
atoma or  fibroma  in  the  sternocleidomastoid  muscle. 
The  tumor  may  not  be  felt  for  three  to  seven  days. 
If  there  is  torticollis  without  a tumor,  the  neck  should 
be  X-rayed  for  abnormalities  in  the  upper  cervical 
vertebrae  or  for  the  presence  of  a cervical  rib.  If 
manipulation  does  not  restore  the  normal  position  of 
the  head,  early  operation  should  be  performed. 

Webbed  fingers  may  be  operated  on  at  three  to 
five  years  of  age.  If  more  than  two  fingers  are 
webbed,  two  or  more  operations  are  necessary. 
X-rays  should  be  taken  to  rule  out  fusion  of  the 
bones.  Webbed  toes  need  not  be  operated  on  if  func- 
tion is  good,  but  operation  may  be  done  for  cosmetic 
effect. 

Supernumerary  digits  may  be  removed  any  time 
after  six  months,  as  there  will  be  little  hemorrhage. 
These  cases  may  have  other  abnormalities  showing  up 
later. 

Undescended  testes  will  usually  descend  of  them- 
selves. Operation  is  not  necessary  before  the  age  of 
ten  unless  hernia  develops,  or  a testicle  becomes  pain- 
ful from  pinching  in  the  canal.  Hormone  treatment 
is  not  indicated  before  the  age  of  ten,  and  then  is  of 
doubtful  value. 

Hydrocele  of  the  tunica  vaginalis  is  not  uncommon 
and  needs  no  treatment  as  it  practically  always  dis- 
appears. Hydrocele  of  the  cord  does  not  fluctuate  in 
size,  and  transillumniates.  It  will  need  operation  some 
time  as  a hernia  is  practically  sure  to  develop. 

Hypospadias  presents,  in  infancy,  only  the  prob- 
lem of  assuring  unobstructed  urinary  flow.  The 
meatus  may  have  to  be  dilated.  The  more  severe 
types  will  need  operation  at  eight  or  ten  years  when 
the  penis  has  achieved  some  growth.  Chordee,  when 
present,  must  be  corrected  first. 

Inguinal  hernias  are  not  common  in  the  newborn, 
but  occur  frequently  in  older  babies.  They  can  gener- 
ally be  held  well  by  a yarn  truss,  or  by  the  home- 
made one  described  by  Potts.9  Operation  can  usually 
be  deferred  until  the  age  of  two. 

Umbilical  hernias  are  common  and  can  nearly  al- 
ways be  cured  by  adhesive  strapping  applied  to  ap- 
proximate the  edges  of  the  rectus  muscles.  Coins  and 
buttons  over  the  navel  are  of  no  value.  Large  umbili- 
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cal  defects  such  as  hernia  into  the  cord  and  omphalo- 
cele must  be  operated  upon  at  once.  Prognosis  should 
be  guarded  as  there  may  not  be  room  in  the  abdomen 
for  the  herniated  bowel. 

Spina  bifida  with  no  nerve  involvement  is  usually 
a simple  meningocele.  These  have  a normal  skin 
covering,  a more  pedicled  base,  and  only  a small  de- 
fect in  the  spine.  Operation  can  be  done  at  any  time 
in  the  first  few  weeks.  Postoperative  hydrocephalus 
may  occur  and  can  neither  be  foreseen  nor  prevented. 
Operation  does  not  benefit  the  nerve  involvement  of 
meningomyeloceles  or  of  myeloceles. 

Operation  for  cleft  lip  (harelip)  is  urgent  or  not, 
depending  on  whether  there  is  an  associated  defect  of 
the  maxillary  bone.  If  there  is  a defect,  especially  if 
the  premaxilla  projects  forward,  operation  should  be 
done  at  three  to  five  weeks.  The  bone  is  softer,  more 
easily  put  into  line,  and  there  is  less  danger  of  injur- 
ing the  teeth  buds.  If  there  is  no  defect  in  the  bone, 
operation  can  be  done  at  any  time,  but  is  usually  done 
at  three  months  to  correct  an  unsightly  lip.  The  baby 
must  be  in  good  condition,  gaining  well,  and  free  of 
respiratory  infection. 

Babies  with  cleft  palate  occasionally  present  a feed- 
ing problem.  Difficulties  can  be  overcome  by  using 
a large  nipple  with  a large  hole,  a Breck  feeder,  or  by 
spoon  or  dropper  feeding.  Operation  may  be  done  at 
eighteen  to  twenty-four  months.  There  must  be  no 
naso-pharyngitis.  Subsequent  speech  training  is  often 
necessary. 

Summary 

The  Pediatric  Staff  of  the  Eastern  Maine  General 
Hospital  has  presented  a discussion  of  some  of  the 
bothersome  problems  of  the  newborn  period.  The 
symposium  includes  : I.  Care  of  the  premature  infant, 
II.  Cyanosis  of  the  newborn.  III.  Jaundice  in  the 
newborn  period  and  IV.  Visible  physical  defects  of 
the  newborn. 
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It  has  been  shown  recently  that  ehloroquine  is 
effective  in  the  treatment  of  hepatic  and  intestinal 
amebiasis. 

The  response  of  hepatic  amebiasis  to  ehloroquine  has 
been  dramatic.1'6  The  results  in  intestinal  amebiasis 
have  been  less  satisfactory.  Conan  observed  sympto- 
matic and  parasitologic  cure  in  seventeen  of  thirty-two 
cases  of  intestinal  amebiasis  treated  only  with  chloro- 
quine  diphosphate  in  the  dosage  of  one  gm.  for  two 
days  followed  by  .5  gm.  of  the  drug  for  an  additional 
twelve  to  nineteen  days.  In  ten  cases  of  intestinal 
amebiasis  treated  with  ehloroquine  alone  by  one  of 
us  (G.  j.  T.)  with  doses  ranging  up  to  4.0  gm.  daily 
for  twenty-one  days  the  drug  was  again  found  to  be 
only  about  50%  effective  in  achieving  a parasitologic 
remission  for  two  months  or  longer.  It  has  been  found 
that  ehloroquine  is  extensively  localized  in  the  liver, 
and  that  it  is  also  localized  within  the  intestinal  walls, 
but  to  a lesser  degree.2  However  it  is  almost  com- 
pletely absorbed  from  the  lumen  of  the  gastrointesti- 
nal tract,  and  only  about  8 per  cent  of  the  daily  dose 
is  excreted  in  the  feces.  Chloroquine  is  relatively  non- 
toxic, and  unlike  emetine,  can  be  administered  safely 
to  ambulatory  patients.  Although  amebiasis  is  more 
prevalent  in  the  tropics,  Craig7  estimates  that  the 
average  incidence  of  infection  in  the  United  States  is 
approximately  10  per  cent.  With  the  return  of  vet- 
erans from  various  endemic  areas,  physicians  in  all 
parts  of  the  country  should  be  on  the  lookout  for  the 
disease.  The  following  case  report  is  presented  be- 
cause of  the  excellent  response  to  chloroquine  of  an 
amebic  abscess  of  the  caecum. 

CASE  REPORT 

A 19-year-old  white  soldier  with  three  months’ 
service  in  the  P.  I.  entered  Clark  Air  Force  Base 
Hospital  on  June  7,  1949,  with  a history  of  3-4 
watery  bowel  movements  daily  for  two  weeks  and 
severe  cramping  right  lower  quadrant  pain  of  one 
day’s  duration.  He  was  in  excellent  health  until  two 
weeks  before  entry  when  he  and  two  other  soldiers 
first  noticed  loose  watery  bowel  movements  about 

* No  objection  to  publication  on  grounds  of  military  secur- 
ity, 27  Feb.,  1950, 4 Office  of  Public  Information,  Department 
of  Defense. 

**  Teaching  Resident  in  Medicine,  Eastern  Maine  General 
Hospital,  Resident  in  Medicine,  New  England  Medical  Cen- 
ter, Boston,  Mass. 


twenty-four  hours  after  the  ingestion  of  inadequately 
cooked  oysters.  When  the  diarrhea  continued  for 
several  days  he  reported  to  the  dispensary  where 
physical  examination  was  within  normal  limits  and 
one  stool  examination  was  negative  for  ova  and  para- 
sites. He  was  given  a diarrhea  mixture  consisting  of 
paregoric  and  bismuth  and  continued  to  do  active 
duty.  Three  days  before  entry  the  patient  developed 
a moderately  severe,  cramping,  epigastric  pain  which 
after  two  days  shifted  to  the  right  lower  quadrant 
where  it  was  of  dull  continuous  aching  nature  aggra- 
vated by  motion  with  intermittent  severe  cramps. 
There  was  no  history  of  bloody  or  purulent  stools, 
nausea,  vomiting,  chills  or  jaundice.  Physical  exami- 
nation on  entry  revealed  an  acutely  ill  patient  com- 
plaining of  severe  right  lower  quadrant  cramps.  The 
oral  temperature  was  102°  F.,  pulse  108,  and  blood 
pressure  118/74. 

On  inspection,  the  abdomen  was  flat  with  the  sug- 
gestion of  a mass  in  the  right  lower  quadrant.  Palpa- 
tion showed  deep  tenderness  with  moderate  guarding 
and  a very  tender,  soft,  diffuse  mass  about  6 cm.  in 
diameter  in  the  same  area.  There  was  no  rebound 
tenderness  and  peristalsis  was  normal.  Rectal  exami- 
nation revealed  slight  tenderness  high  on  the  right 
anteriorly  but  no  mass  was  palpable.  There  was  no 
jaundice.  Physical  examination  was  otherwise  nega- 
tive. 

Laboratory  studies  showed  a leucocytosis  of  18,000 
with  80%  neutrophiles,  19%  lymphocytes,  and  1% 
eosinophils.  Red  blood  cell  count,  hemoglobin,  urine, 
Kahn  and  chest  X-ray  were  normal.  No  stool  speci- 
men was  available  at  entry  and  examination  of  the 
rectal  glove  specimen  was  negative. 

The  diagnosis  of  appendiceal  abscess  was  enter- 
tained ; however,  it  was  thought  that  the  diagnosis  of 
amebic  dysentery  with  amebic  abscess  or  granuloma 
of  the  caecum  was  more  compatible  with  the  history 
and  findings.  The  patient  was  given  1.0  gm.  of 
chloroquine  diphosphate.*  A few  hours  later  two 
watery  stool  specimens  were  obtained  which  showed 
many  trophozoites  of  Endamoeba  histolytica  and 
Endamoeba  coli  as  well  as  occasional  pus  cells  and  a 
trace  of  occult  blood. 

The  next  day  he  was  again  given  1.0  gm.  of  chloro- 

* Aralen  diphosphate,  Winthrop-Stearns,  Inc.,  .25  gm.  of 
Chloroquine  Diphosphate  contains  .15  gm.  of  chloroquine  base. 
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quine  diphosphate  which  was  followed  by  0.5  gins,  on 
each  of  the  subsequent  three  days. 

During  the  first  twenty-four  hours,  the  patient  con- 
tinued to  have  fever  to  102.8°  F.  After  the  second 
day  the  fever  did  not  exceed  100°  F.,  and  after  the 
fourth  day  the  patient  was  afebrile.  Also  by  the 
fourth  hospital  day,  the  leucocytosis  had  decreased  to 
10,000,  the  stools  had  decreased  to  one  well  formed 
movement  daily  ; there  was  minimal  right  lower  quad- 
rant tenderness  and  the  mass  was  barely  discernible. 

All  subsequent  stool  examinations  were  negative 
for  E.  histolytica. 

On  the  sixth  day  after  admission  the  right  lower 
quadrant  mass  was  no  longer  palpable  but  minimal 
tenderness  persisted  for  three  more  weeks. 

After  live  days  of  chloroquine  therapy  the  patient 
was  placed  on  2.6  gms.  of  diodoquin  daily  for  ten 
days  followed  by  .8  gms.  of  carborsone  daily  for  ten 
more  days. 

One  month  after  entry,  sigmoidoscopy  to  18  cm., 
barium  enema,  stool  and  blood  examinations  were 
normal.  The  patient  was  asymptomatic  and  was  re- 
turned to  active  duty. 

Six  months  later  the  patient  was  still  asymptomatic 
and  stool  examination  was  negative  on  three  consecu- 
tive days. 

Comment 

Because  of  the  findings  of  an  exquisitely  tender 
mass  in  the  region  of  the  caecum,  with  fever,  leuko- 
cytosis, and  the  demonstration  of  E.  histolytica 
trophozoites  in  the  feces,  it  is  believed  that  a diag- 
nosis of  amebic  abscess  or  granuloma  of  the  wall  of 
the  caecum  is' justified.  The  prompt  improvement  in 
the  clinical  appearance  of  the  patient  and  the  disap- 
pearance of  amebae  from  the  feces  suggest  that 
chloroquine  was  responsible  for  the  results,  ft  is 
realized  that  the  dosage  employed  was  administered 
over  a much  shorter  period  of  time  than  that  used 
and  recommended  in  other  reports.  The  reason  for 
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this  is  that  at  the  time  the  patient  was  treated,  the 
authors  had  no  information  available  concerning  the 
optimum  dosage,  so  elected  to  employ  a treatment 
schedule  similar  to  that  used  for  malaria.  .5  gms. 
daily  of  the  chloroquine  diphosphate,  for  2 to  3 
weeks,  after  initial  loading  dose  of  1.0  gms.  daily  for 
2 days,  now  appears  to  be  the  recommended  dose  for 
hepatic  amebiasis.  Conan2  stresses  the  fact  that  drugs 
which  are  more  effective  against  intestinal  amebiasis, 
e.g.  carbarsone  and  diodoquin,  should  be  used  when 
treating  hepatic  amebiasis  whether  intestinal  symp- 
toms are  present  or  not.  Conversely,  it  is  also  recom- 
mended that  chloroquine  be  given  to  eradicate  any 
possible  extraintestinal  foci  whenever  a case  of  in- 
testinal amebiasis  is  being  treated. 

Summary 

A case  of  amebic  dysentery,  complicated  by  the 
presence  of  a mass  in  the  right  lower  quadrant  which 
was  considered  to  be  an  amebic  abscess  or  granuloma 
of  the  caecum,  was  successfully  treated  with  chloro- 
quine. 
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Dependent  Population  Declines.  Releasing  a 
survey  of  costs  and  case  loads  in  public  aid,  the  Fed- 
eral Security  Agency  points  out  that  the  proportion 
of  the  population  dependent  on  some  form  of  public 
assistance  has  declined  from  11.2%  in  1950  to  less 
than  4%  at  present.  It  notes  that  currently  the  needy 
are  almost  exclusively  the  very  old,  the  very  young, 
and  the  disabled,  whereas  10  years  ago  many  able- 
bodied  adults  were  on  the  various  work  relief  pro- 
grams. 

The  following  factors  were  held  responsible  for 


decline  in  relief  rolls:  1.  Broader  coverage  of  old 
age  and  survivors’  insurance  under  U.  S.  Social  Se- 
curity. For  the  country  as  a whole,  old  age  insurance 
beneficiaries  now  exceed  by  nearly  half  a million  the 
number  of  old  age  assistance  recipients.  In  June, 
1950,  before  the  more  liberal  program  went  into 
effect,  old  age  assistance  recipients  exceeded  old  age 
insurance  recipients  by  682,000.  2.  Better  economic 
conditions  which  enable  more  families  to  support 
their  dependent  members  without  resort  to  public  aid. 
(J.  A.  M.  A.,  12/1/51) 
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CLINICO-PATHOLOGICAL  EXERCISE 
Case  presented  at  Eastern  Maine  General  Hospital,  Bangor,  Maine 

Edited  by  Richard  C.  Wadsworth,  M.  D. 


This  64-year-old  Russian  male  was  admitted  to  the 
Eastern  Maine  General  Elospital  on  September  27, 
1950,  because  of  intractable  asthma.  He  had  had 
asthma  for  five  or  six  years.  His  present  asthmatic 
attack  is  of  five  weeks’  duration.  His  physician  says 
that  his  attacks  are  brought  on  by  upper  respiratory 
infections.  His  left  leg  is  said  to  have  been  ampu- 
tated because  of  Buerger’s  Disease.  There  was  a 
history  of  smoking  up  to  five  packages  *of  cigarettes 
daily.  His  mother  died  of  heart  disease.  His  father 
died  of  asthma. 

Physical  examination  reveals  a short  male  with 
emphysematous  chest,  good  color,  marked  dyspnea 
and  audible  wheezing.  There  are  musical  rales 
throughout  both  lung  fields.  The  pulse  is  regular. 
Temperature  98.0°  F. ; Pulse  96:  Respirations  28: 
Blood  pressure  110/70  mm.  ITg.  There  is  no  disten- 
tion of  the  neck  veins.  The  liver  is  palpable.  The 
spleen  is  felt  below  tbe  left  costal  margin.  No  other 
abnormal  masses  are  noted.  There  is  a mid-thigh 
amputation  on  the  left.  The  stump  appears  healthy. 
There  is  no  demonstrable  femoral  pulsation. 

Laboratory  Findings: 

Urine  (9-28-50):  Amber;  acid:  1.023;  Albumin 
0.1  gms.  per  100  c.c. ; sugar  negative ; acetone  one 
plus ; diacetic  acid  negative.  Microscopic  reveals 
occasional  finely  granular  casts,  occasional  polys  and 
occasional  erythrocytes. 

Blood  (9-28-50)  : Hb.  15  gms.  (96%)  ; Cell  vol- 
ume 40%;  WBC.  6,750;  Polys  72%;  Eos.  4%; 
Bands  2%  ; Lymphs  12%  ; Monos  10%  ; Dextrose 
82  mg. 100  c.c. ; NPN  39  mg./lOO  c.c.  (10-2-50) 
Total  Proteins  6.9  gms./lOO  c.c. ; Alb. /glob.  5. 2/1. 7 
gm./lOO  c.c. : Gastric  washings  (10-2-50)  Smear 
negative  for  tubercle  bacilli;  (10-3-50)  Smear  nega- 
tive for  tubercle  bacilli.  Sputum  (10-2-50)  (24  hr. 
spec.)  Smear  negative  for  tubercle  bacilli. 

X-rays  (9-29-50)  : Examination  of  tbe  chest 

shows  diffuse,  linear  and  nodular  exaggeration  of 
the  lung  markings  throughout  either  lung  field  most 
marked  in  rather  wide  bands  extending  from  the  hila 
to  the  periphery.  No  definite  nodule  enlargement  is 
seen.  No  pleural  fluid  or  mediastinal  mass  is  evident. 
Involvement  seems  most  marked  in  the  posterior 
basal  portion  of  the  upper  lobes.  The  heart  is  slightly 
enlarged  and  its  configuration  suggests  hypertension. 
The  aorta  is  not  remarkable  and  the  bony  structures 
of  the  thorax  are  not  unusual. 


(10-10-50)  : The  slowly  fibrosing,  rather  exten- 
sive, pulmonary  lesion  of  bilateral  nature  has  changed 
very  little  from  the  examination  of  9-29-50.  There  is 
no  sign  of  cavitation  and  no  gross  enlargement  of  the 
hilar  nodes. 

E.K.G. : Myocardial  damage  manifested  by  left 
bundle  branch  block. 

Course  in  Hospital : He  was  placed  in  an  oxygen 
tent  and  given  aminophyllin,  chloral  hydrate,  potas- 
sium iodide,  and  adrenalin.  His  asthmatic  symptoms 
improved.  He  continued  to  be  moderately  dyspneic, 
but  his  color  improved.  He  seemed  to  do  as  well  out- 
side of  the  oxygen  tent  as  when  he  was  receiving  oxy- 
gen. Tuberculin  test  was  negative.  He  was  given  1 
c.c.  of  typhoid  antigen  in  an  attempt  to  break  up  the 
asthmatic  cycle.  He  continued  to  have  considerable 
dyspnea  and  wheezing.  For  no  apparent  reason  his 
temperature  suddenly  rose  on  November  2,  1950, 
from  95.0°  to  98.8°  F.  It  dropped  back  to  95.0°  on 
the  following  day.  He  expired  on  November  6,  1950, 
-at  9.25  p.  m. 

Differential  Diagnosis 

Dr.  Robert  O.  Kellogg:  We  are  discussing  a sixty- 
four-year-old  Russian  male  with  recurrent  bouts  of 
dyspnea  of  five  years’  duration,  which  continued,  al- 
most unabated,  for  his  six-weeks’  hospital  stay. 
There  is  evidence  of  wide  spread  vascular  disease  as 
manifested  by  the  leg  amputation,  the  enlarged  heart 
and  bundle  branch  block,  probable  renal  vascular  dis- 
ease and  possible  pulmonary  vascular  disease. 

Referring  back  to  the  history  in  this  case,  I should 
like  to  ask  Dr.  Drew  if  the  patient  has  had  chest  pain 
or  cough  and  if  we  know  what  the  pathological  arte- 
rial lesion  was  in  the  amputated  leg. 

Dr.  Drew:  The  patient  had  no  chest  pain,  he  had 
a non-productive  cough  when  his  wheezing  was  most 
severe  ; it  was  non-productive  and  non-persistent.  The 
leg  was  amputated  at  another  hospital  and  patho- 
logical examination  was  not  performed. 

Dr.  Kellogg:  For  sake  of  convenience,  we  will 
separate  the  differential  diagnosis  of  cardiac  from 
pulmonary  lesion. 

Tuberculosis,  mycotic  infection,  and  atypical  pneu- 
monia are  mentioned  only  in  passing,  as  being  un- 
likely diagnoses.  The  negative  skin  test  for  tubercu- 
losis, the  negative  sputa  and  gastric  washings  are 
helpful  in  ruling  out  the  former.  The  sputum  was 
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not  cultured  for  fungi,  and  the  long  course  with  the 
additional  finding  of  splenomegaly  is  against  virus 
pneumonia. 

Neoplasm  must  he  considered  but  I believe  it  un- 
likely. Lymphatic  pulmonary  dissemination  of  adeno- 
carcinoma arising  in  the  stomach,  pancreas,  or  bron- 
chus is  a possibility.  Lymphoma  with  splenomegaly 
and  interstitial  pulmonary  invasion  is  another  possi- 
bility. However,  absence  of  peripheral  lymph  nodes, 
anemia,  and  fever  in  a man  sick  enough  to  die,  would 
seem  to  me  to  be  unlikely,  if  this  were  a case  of 
lymphoma.  His  peripheral  blood  smear  was  normal, 
bone  marrow  examination  was  not  performed. 

Collagen  disease  seems  to  be  a likely  diagnosis  in 
this  case.  All  the  findings  could  be  attributed  to  peri- 
arteritis nodosa.  The  long  history  of  asthma  asso- 
ciated with  occlusive  vascular  episodes  as  manifested 
by  the  amputation,  the  bundle  branch  block,  the  ab- 
normal urinary  findings,  and  the  chest  X-ray,  and  the 
splenomegaly  could  be  explained  by  this  diffuse  vas- 
cular disorder. 

Boeck’s  Sarcoid  seems  to  me  to  be  the  most  likely 
explanation  for  this  clinical  picture.  The  spleno- 
megaly, bilateral  pulmonary  infiltration  and  long 
course,  in  the  presence  of  a negative  tuberculin  skin 
test  are  all  suggestive  of  this  diagnosis.  The  serum 
globulin  is  normal,  and  X-rays  of  the  hands  are  not 
described. 

The  presence  of  a left  bundle  block  with  an  en- 
larged heart  and  normal  blood  pressure  suggests  coro- 
nary sclerosis  with  myocardial  fibrosis  and  possible 
myocardial  infarct.  To  make  a diagnosis  of  coronary 
occlusion  and  myocardial  infarction  in  the  presence 
of  bundle  branch  block,  is  always  difficult.  In  this 
case,  I think  multiple  small  infarctions  in  the  past  and 
a terminal  infarction  would  account  for  his  rather 
sudden  exitus.  The  possibility  of  a massive  terminal 
pulmonary  embolus  is  also  to  be  considered.  May 
we  have  the  X-ray  films  interpreted? 

Dr.  Smith:  Films  of  the  chest  taken  September 
and  October,  1949,  demonstrate  little  of  note  in  the 
bony  thorax,  lung  fields,  or  mediastinum  for  the  age 
of  64  and  do  not  reveal  any  sign  of  pneumonia,  pul- 
monary lesion,  or  other  obvious  pathological  process. 
Further  films  in  this  series  taken  in  March  of  1950, 
demonstrate  a little  fluid  along  the  right  lateral  chest 
wall  and  haziness  of  the  border  of  the  right  leaf  of 
the  diaphragm.  It  is  possible  on  this  film  that  the 
hilar  nodes  may  be  slightly  enlarged  but  if  so  they  are 
very  small.  Between  March  of  1950  and  September 
of  1950,  a considerable  change  has  taken  place  in  the 
chest,  a change  chiefly  manifested  by  peribronchial 
density  having  a fibrous  character,  extending  out  from 
both  hila  into  both  upper  lobes  and  to  a much  lesser 
extent  into  the  lower  lobes.  Associated  with  this 
fibrous  reaction  and  almost  peribronchial  pneumonic 
infiltration  are  no  cavities,  no  unilateral  atelectasis  or 
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emphysema  and  no  fluid.  In  October  of  1950,  further 
films  demonstrate  a little  recession  in  the  process,  the 
peribronchial  fibrosis  being  less  in  extent  than  before. 
The  hilar  nodes,  however,  still  seem  a little  enlarged. 
The  heart  has  gradually  increased  in  size  and  the 
increase  seems  to  be  shared  by  all  the  chambers. 

Tuberculosis  and  mycotic  disease  are  possibilities 
and  should  be  considered  secondarily  only  to  Boeck’s 
sarcoid.  I do  not  think  the  patient  has  periarteritis 
nodosa.  The  recession  in  the  process  from  September 
to  October  would  apparently  militate  against  lymph- 
angitic  neoplasm. 

The  final  roentgen  diagnosis  is  Boeck’s  sarcoid. 

Discussion 

» 

Dr.  Wadszvorth:  Dr.  Manter,  will  you  comment  on 
the  electrocardiograms  ? 

Dr.  Manter:  The  electrocardiograph  findings  can 
be  briefly  summed  up  by  saying  that  this  patient  had 
extensive  myocardial  and  coronary  artery  disease. 

Dr.  Wadszvorth:  Can  anyone  tell  us  about  the 
terminal  episode? 

Dr.  Drezv:  We  tried  everything  we  knew  of  to 
relieve  this  patient’s  labored  breathing.  He  lay  in 
bed  and  groaned.  He  expired  quietly  with  no  terminal 
increase  in  severity  of  dyspnea.  His  breathing  was 
no  different  than  it  had  been  in  the  previous  days. 

Dr.  Whitney:  I would  like  to  ask  about  the  char- 
acter and  quality  of  peripheral  arterial  pulsations. 

Dr.  Drezv:  The  pulse  in  the  wrists  and  femoral 
pulsations  were  of  good  quality.  The  pulse  was  not 
palpable  in  the  right  foot. 

Dr.  Whitney:  Was  the  patient  given  ACT H or 
cortisone  ? 

Dr.  Drezv:  No. 

Dr.  Manter:  Was  the  possibility  of  Buerger’s  Dis- 
ease considered? 

Dr.  Kellogg:  The  patient  was  a 64-year  old  Rus- 
sian, whose  leg  was  amputated  at  the  age  of  61.  There 
was  a history  of  excessive  cigarette  smoking.  I feel 
he  was  too  old  for  Buerger’s  Disease  and  that  his 
arterial  problem  was  one  of  arteriosclerosis. 

Dr.  Smith:  Would  Boeck’s  sarcoid  involving  the 
heart  produce  the  changes  noted  in  the  electrocardio- 
gram ? 

Dr.  Drezv:  A visiting  physician  suggested  a trial 
of  digitalis.  This  was  given  in  digitalizing  dosage 
and  resulted  in  no  change  in  his  dyspnea.  It  is  un- 
likely that  the  heart  might  be  involved  by  Boeck’s 
sarcoid. 

Clinical  Diagnosis: 

1.  Boeck’s  sarcoid  involving  lungs  and  tracheo- 
bronchial lymph  nodes. 
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2.  Arteriosclerotic  cardiovascular  disease  with  en- 
larged heart,  coronary  sclerosis,  myocardial  fibrosis, 
old  and  probably  recent  coronary  occlusion  with 
myocardial  infarction. 

Pathologic  Findings 

At  autopsy  there  were  palpable  lymph  nodes  in  each 
axilla  and  in  each  groin.  These  were  small  and  mod- 
erately firm.  There  were  two  liters  of  clear  yellow 
fluid  in  the  peritoneal  cavity.  The  liver  extended  5 
cms.  below  the  right  costal  margin.  The  right  pleural 
cavity  was  completely  obliterated  by  dense  fibrous 
adhesions.  The  left  pleural  cavity  contained  500  c.c. 
of  slightly  blood-tinged  clear  fluid.  The  pericardial 
sac  contained  160  c.c.  of  somewhat  turbid  yellowish 
fluid. 

The  heart  is  moderately  enlarged,  weighing  505 
gms.  The  pericardial  surfaces  are  smooth  and  glis- 
tening. The  general  configuration  is  not  remarkable. 
The  left  ventricle  is  moderately  firm  and  measures  1.3 
cms.  in  the  thickness  except  near  the  apex  where  it 
measures  only  0.6  cms.  in  thickness.  There  are  scat- 
tered grayish  streaks  in  the  myocardium.  There  is 
slight  calcification  of  the  aortic  leaflets.  There  is  mod- 
erate sclerosis  of  all  of  the  coronary  arteries  without 
gross  evidence  of  occlusion  in  any  major  vessel. 

The  left  lung  weighs  487  gms.  There  are  scattered 
fibrous  adhesions  on  the  pleural  surfaces.  The  hilar 
lymph  nodes  on  the  left  are  only  moderately  enlarged. 
There  is  a focal  area  of  thickened  pleura  at  the  left 
apex.  Sections  through  the  left  upper  lobe  reveal 
numerous  thickened  bronchioles  without  demon- 
strable plugs.  The  parenchymal  tissue  is  moderately 
crepitant.  The  cut  surface  of  the  lower  lobe  is  moist, 
pinkish  gray  and  crepitant. 

The  right  lung  weighs  747  gms.  The  pleural  sur- 
faces are  covered  by  dense,  fibrous,  opaque,  yellowish 
gray  adhesions.  The  lymph  nodes  at  the  hilus  are 
considerably  enlarged,  some  of  them  measuring  5.0 
cms.  in  greatest  diameter.  Sections  through  the  lung 
reveal  a moist  pinkish  gray  crepitant  surface.  Many 
of  the  bronchi  are  somewhat  thickened  and  contain 
blood-tinged  mucus. 

The  spleen  is  large  weighing  347  gms.  There  is  a 
uniform,  moderately  firm  red  surface. 

Numerous  enlarged  lymph  nodes  are  found 
throughout  the  mesentery. 

There  are  scattered  areas  in  the  jejunum  and  ileum 
where  the  wall  is  somewhat  thickened. 

The  other  organs  show  no  remarkable  gross 
changes. 

Some  of  the  microscopic  findings  are  of  consider- 
able interest.  Sections  of  the  left  ventricle  reveal 
numerous  perivascular  granulomatous  foci  charac- 
terized by  collections  of  lymphocytes,  epithelioid  cells 
and  multinucleated  giant  cells.  There  is  no  demon- 


strable necrosis  in  these  granulomatous  lesions.  Simi- 
lar but  less  numerous  lesions  are  also  found  in  the 
right  ventricle.  There  are,  in  the  left  ventricle,  other 
small  scattered  areas  of  myocardial  fibrosis  which  are 
apparently  unassociated  with  the  granulomatous  le- 
sions. The  major  coronary  vessels  reveal  moderate 
intimal  thickening  and  fragmentation  of  the  internal 
elastic  lamina.  No  coronary  occlusion  can  be  demon- 
strated. 

The  lymph  nodes  at  the  pulmonary  hila  are  almost 
completely  replaced  by  confluent  foci  of  epithelioid 
cells  and  multinucleated  giant  cells.  No  areas  of  case- 
ation necrosis  are  seen.  No  acid  fast  organisms  are 
demonstrated  with  carbolfuchsin  stains.  The  histol- 
ogy is  quite  characteristic  of  the  lesions  of  Boeck’s 
sarcoid. 

Throughout  both  lungs  there  are  small,  scattered, 
granulomatous  lesions  similar  in  appearance  to  those 
found  in  the  lymph  nodes.  Such  lesions  are  also 
found  in  the  thickened  pleura  of  the  left  lung.  There 
is  evidence  of  hypertrophy  of  the  muscular  walls  of 
the  small  branches  of  the  pulmonary  arteries.  Some 
of  the  bronchioles  are  thickened  and  contain  mucus, 
polys,  and  phagocytes. 

Characteristic  granulomatous  lesions  are  also 
demonstrated  in  the  spleen,  axillary  lymph  nodes  and 
mesenteric  lymph  nodes.  An  occasional  similar  lesion 
is  found  in  the  liver. 

The  kidneys  show  a moderate  arteriosclerotic 
nephrosclerosis. 

The  bone  marrow  is  not  remarkable. 

Final  Diagnosis: 

Boeck’s  sarcoid  involving  hilar,  axillary,  mesen- 
teric, and  inguinal  lymph  nodes,  lungs,  spleen,  liver 
and  myocardium. 

Generalized  arteriosclerosis  with  moderate  coro- 
nary sclerosis  and  arteriosclerotic  nephrosclerosis. 

Chronic  bronchitis,  bronchiolitis  and  pulmonary 
arteriosclerosis. 

Discussion : 

Although  the  myocardium  is  only  very  rarely  in- 
volved by  the  granulomatous  lesions  of  tuberculosis, 
involvement  of  the  myocardium  is  observed  in  about 
20%  of  the  autopsied  cases  of  sarcoidosis.1 
Schaumann,  in  an  early  publication,2  described  in- 
volvement of  the  myocardium  in  post-mortem  mate- 
rial. He  described  cases  of  myocardial  failure 
ascribed  to  dilatation  of  the  right  side  of  the  heart. 
Longcope3  reported  31  cases  of  sarcoidosis  in  five  of 
which  there  was  some  evidence  of  myocardial  damage 
during  life.  Three  of  these  died  and  autopsy  was  per- 
formed on  two  of  them.  In  both  of  these,  more  or 

Continued  on  page  873 
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To  Bring  You  Up  To  Date 


With  this  issue  of  the  Journal  we  wind  up  another 
year  of  publication,  which  seems  a fitting  time  to 
bring  to  your  attention  the  following  items : 

Proceedings  of  the  House  of  Delegates 
If  you  have  missed  the  proceedings  of  the  House 
of  Delegates  in  the  Journal  it  is  because  the  Council 
has  agreed  not  to  publish  them.  Primarily  this  is  be- 
cause of  the  cost  of  publication.  Secondarily,  the 
stenographic  report  is  on  file  in  the  Maine  Medical 
Association  office  and  is  available  to  all  members. 
These  proceedings  include  the  following  reports  for 
1950-1951 : Council  Report  by  Dr.  Eugene  H. 

Drake ; Report  of  Executive  Secretary,  W.  Mayo 
Payson  ; Report  of  Councilor  for  the  Fourth  District, 
Dr.  Raymond  L.  Torrey;  Committee  on  Maternal 
and  Child  Welfare  by  Dr.  Thomas  A.  Foster;  Com- 
mittee on  Civil  Defense  by  Dr.  Charles  W.  Steele ; 
Committee  on  Training  of  Nursing  Attendants  by  Dr. 
Clyde  I.  Swett ; Committee  on  Blood  Transfusions 
relative  to  Red  Cross  Blood  Banks  by  Dr.  Richard  C. 
Wadsworth;  Cancer  Committee  by  Dr.  Forrest  B. 
Ames ; Report  of  your  delegate  to  the  American 
Medical  Association,  Dr.  Martyn  A.  Vickers,  and 
reports  of  delegates  to  the  New  England  Medical 
Societies. 

1952  Annual  Session  * 

The  1952  Annual  Session  will  be  held  at  The 
Samoset  Hotel  in  Rockland  on  June  22,  23  and  24. 
In  November  we  published  the  first  of  a series  of 
“Progress  Reports”  by  Dr.  Poring  W.  Pratt,  Chair- 
man of  the  Scientific  Committee.  Don’t  miss  these 
reports  in  future  issues  and  don’t  fail  to  mark  the 
dates  in  your  1952  desk  calendar.  What  better 
“Memo”  for  a first ! What  better  New  Year’s  Reso- 
lution than  making  the  1952  annual  session  a “Must !” 

Presidential  Notations 
Have  you  noticed  the  Presidential  Notations  in 
several  issues  of  the  Journal?  In  these  brief  and 
concise  notations,  Dr.  Jameson  has  covered  matters 
of  interest  to  you  all,  including  the  American  Medi- 
cal Education  Foundation.  If  you  have  missed  these, 
why  not  look  up  your  back  copies  and  read  what  he 
has  to  say.  The  annual  index  in  the  back  of  this  issue 
will  tell  you  where  to  look. 


Finance  Committee 

In  accordance  with  a vote  of  a Council  of  the  Maine 
Medical  Association  in  session  October  28,  your 
President,  Dr.  C.  Harold  Jameson,  has  appointed  a 
Finance  Committee,  which  consists  of  the  following 
members  : 

Warren  E.  Kershner,  M.  D.,  Bath,  Chairman 
Elton  R.  Blaisdell,  M.  D.,  Portland 
Emerson  PI.  Drake,  M.  D.,  Portland 

The  Journal 

In  October  the  Council  elected  your  President-elect, 
Dr.  Eugene  H.  Drake,  Editor  of  the  Journal.  Dr. 
Drake,  who  had  been  acting  as  Editorial  Advisor 
since  June,  accepted  this  appointment  for  the  balance 
of  the  Association’s  fiscal  year  without  salary.  This 
job  of  Editor  isn’t  a small  one.  It  not  only  entails  a 
goodly  amount  of  time  to  read  and  correct  all  the 
scientific  articles  submitted  for  publication  but  the 
responsibility  of  selecting  those  most  suitable  for 
publication. 

We  have  been  doing  our  best  to  follow  the  wishes  ; 
expressed  by  the  House  of  Delegates  and  Council  in  { 
June,  relative  to  the  Journal  and  are  happy  to  report  ; 
that  the  cost  of  publication  has  been  cut  considerably 
and  that  advertising  has  shown  a slight  increase.  In  : 
doing  this  we  have  learned  a great  many  things  about  ; 
the  printing  business.  As  a matter  of  fact  it  has  been  1 
suggested  that  your  Acting  Business  Manager  move  j 
down  to  the  printers ; this  because  of  the  time  spent  ! 
there  in  an  effort  to  find  all  possible  ways  of  cutting  : 
costs  and  at  the  same  time  maintaining  a publication 
that  you  can  be  proud  of.  We  hope  to  have  a really 
favorable  report  for  you  at  the  1952  annual  session. 

In  the  meantime  if  you  have  any  suggestions  please 
send  them  to  us.  We  are  open  to  criticism,  construc- 
tive or  otherwise. 

In  connection  with  the  Journal,  your  Executive 
Secretary  and  Acting  Business  Manager  attended  the 
State  Medical  Journal  Conference  at  A.  M.  A.  head- 
quarters in  Chicago  on  November  12  and  13.  We 
wish  that  space  permitted  us  to  list  here  the  names  of 
all  the  speakers  and  abstracts  of  the  various  discus-  : 
sions,  which  not  only  covered  all  phases  of  Journalism 
hut  were  extremely  interesting  and  instructive. 


1952  County,  State  and  National  Dues 

This  is  just  a reminder  that,  come  January  1st,  Your  check  for  American  Medical  Association  dues 
annual  dues  are  due  again ! should  he  sent  to  the  Maine  Medical  Association, 

Your  State  and  County  dues  are  payable  to  your  142  High  Street,  Portland  3,  Maine. 

County  Secretary. 
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DOCTOR-PATIENT  UNDERSTANDING 


A member  of  the  Public  Relations  Committee  wrote 
to  the  Chairman  recently  protesting  the  use  of  the 
term  “Public  Relations”  as  applied  to  medical  affairs. 
He  said  that  to  him  it  smacks  of  “commercialism.”  I 
think  he’s  right ; it  sounds  like  a program  which  ordi- 
narily reaches  its  high  and  low  points  in  cheesecake 
art  and  baby  kissing. 

The  same  doctor  constructively  suggests  a substi- 
tute term  “Doctor-Patient  Understanding.”  This 
isn’t  a slick,  catchy  expression  but  it  does  say  ex- 
plicitly what  we  mean  when  we  talk  about  some 
phases  of  so-called  Public  Relations. 

One  of  the  chief  causes  of  trouble  that  arises  be- 
tween doctors  and  their  patients  is  over  doctors’  bills, 
and  those  differences  almost  always  happen  because 
of  misunderstanding.  If  the  doctor  will  talk  with  the 
patient  about  costs  ; if  he  will  tell  about  tests  that 
he  will  have  made;  if  he  will  itemize  bills,  a big  seg- 
ment of  Doctor-Patient  Understanding  will  be  filled 
in  and  a lot  of  trouble  will  be  eliminated.  Stopping 

The  plaque  reads : 


misunderstandings  before  they  happen  is  worth  a 
dozen  committees  to  straighten  them  out  afterward. 

I know  that  dissatisfaction  with  doctors’  charges  is 
the  unusual  exception  and  in  the  vast  majority  of 
cases  people  are  at  least  as  happy  about  paying  doc- 
tors’ bills  as  they  are  about  paying  any  bills. 

AMA  thinks  that  a high  percentage  of  those  cases 
of  misunderstanding  can  be  eliminated  by  a few 
minutes  devoted  to  Doctor-Patient  Understanding. 
As  a practical  aid  to  that  end  they  have  prepared  a 
plaque  which  can  be  put  on  a desk  or  on  the  wall  in 
the  doctor’s  office.  It  is  a permanent  invitation  to 
patients  to  discuss  services  and  fees  with  the  doctor. 

AMA  is  sending  us  some  stamped,  self-addressed 
envelopes  and  if  you’ll  put  a dollar  in  one  and  write 
your  name  and  address  on  the  flap  they’ll  send  you  a 
plaque. 

I’m  not  trying  to  sell  plaques  for  AMA  but  I’m  an 
eager  beaver  when  it  comes  to  selling  the  message  on 
the  plaque  for  better  Doctor-Patient  Understanding. 


TO  ALL  MY  PATIENTS 

I invite  you  to  discuss  frankly  with  me 
any  questions  regarding  my  services  or 
my  fees. 

The  best  medical  service  is  based  on  a 
friendly,  mutual  understanding  between 
doctor  and  patient. 


Clinico- Pathological  Exercise— Continued  from  page  371 


less  extensive  invasion  of  the  myocardium  by  sarcoid 
was  observed.  In  a sixth  patient,  scattered  nodules 
were  observed  in  the  ‘myocardium  at  autopsy,  al- 
though during  life  there  had  been  no  symptoms  or 
signs  to  suggest  disease  of  the  heart.  It  is  of  some 
interest  that  all  five  patients  in  whom  forms  of  heart 
disease  and  myocardial  failure  were  observed  during 
life  had  enlargement  of  the  heart.  One  patient  who 
appeared  to  be  in  good  general  health  died  suddenly. 
Cotter4  recorded  a fatal  case  of  sarcoid  in  a negro, 
aged  18,  in  whom  symptoms  of  myocardial  failure 
dominated  the  clinical  picture  and  in  whom  at  autopsy 
extensive  infiltration  of  the  myocardium  was  noted. 

First5  has  pointed  out  that  many  cases  of  sar- 
coidosis show  electrocardiographic  changes  of  left 


ventricular  hypertrophy.  He  contrasts  these  changes 
with  those  seen  in  patients  with  far-advanced  pul- 
monary tuberculosis. 

It  seems  quite  likely  that  the  patient  described  in 
the  above  exercise  died  because  of  his  myocardial 
involvement  by  sarcoid  lesions.  He  appeared  to  be 
getting  along  fairly  well  and  was  about  to  be  trans- 
ferred to  a convalescent  home  when  he  suddenly 
expired. 

References 

1.  Freiman,  David  G. : New  England  J.  Medicine,  239  :664, 
1948. 

2.  Schaumann,  J. : Brit.  J.  Dermat.,  48:399,  1936. 

3.  Longcope,  W.  T. : j.  A.  M.  A.,  117:1321,  1941. 

4.  Cotter,  E.  F. : Arch.  Int.  Med.,  64:286,  1939. 

5.  First,  S.  R. : Am.  J.  Medicine,  7 :760,  1949. 


374 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


COUNTY  SOCIETIES 

Androscoggin 

President,  Merrill  S.  F.  Greene,  M.  D.,  Lewiston 
Secretary,  Ralph  A.  Goodwin,  Jr.,  M.  D.,  Auburn 

Aroostook 

President,  Bernard  H.  Gagnon,  M.  D.,  Houlton 
Secretary,  Clyde  I.  Swett,  M.  D.,  Island  Falls 

Cumberland 

President,  Theodore  M.  Stevens,  M.  D.,  Portland 
Secretary,  Ralf  S.  Martin,  M.  D.,  Portland 

Franklin 

President,  Philip  B.  Chase,  M.  D.,  Farmington 
Secretary,  Paul  E.  Floyd,  M.  D.,  Farmington 

Hancock 

President,  W.  Edward  Thegan,  M.  D.,  Bucksport 
Secretary,  Joseph  H.  Flanson,  M.  D.,  Bar  Harbor 

Kennebec 

President,  Edwin  W.  Harlow,  M.  D.,  Waterville 
Secretary,  Arch  H.  Morrell,  M.  D.,  Augusta 

Knox 

President,  Harry  G.  Tounge,  M.  D.,  Camden 
Secretary,  Robert  L.  Allen,  M.  D.,  Rockport 

Lincoln-Sagadahoc 

President,  Arthur  A.  Nichols,  M.  D.,  Wiscasset 
Secretary,  M.  W.  Westermeyer,  M.  D.,  Bath 

Oxford 

President,  Edward  L.  Reeves,  M.  D.,  Lewiston 
Secretary,  Dexter  E.  Elsemore,  M.  D.,  Dixfield 

Penobscot 

President,  Wesley  C.  McNamara,  M.  D.,  Lincoln 
Secretary,  Herbert  C.  Scribner,  M.  D.,  Bangor 

Piscataquis 

President,  Linus  J.  Stitham,  M.  D.,  Dover-Foxcroft 
Secretary,  George  C.  Howard,  M.  D.,  Guilford 

Somerset 

President,  Harland  G.  Turner,  M.  D.,  Norridgewock 
Secretary,  H.  Carl  Amrein,  M.  D.,  Madison 

Waldo 

President,  Abraham  O.  Stein,  M.  D.,  Belfast 
Secretary,  Raymond  L.  Torrey,  M.  D.,  Searsport 

Washington 

President,  DaCosta  F.  Bennett,  M.  D.,  Lubec 
Secretary,  Karl  V.  Larson,  M.  D.,  East  Machias 

York 

President,  Melvin  Bacon,  M.  D.,  Sanford 
Secretary,  C.  W.  Kinghorn,  M.  D.,  Kittery 


COUNTY  SOCIETY  NOTES 
Aroostook 

At  the  fall  meeting  of  the  Aroostook  County  Medical  So- 
ciety, October  24,  the  following  members  were  elected  to  serve 
as  delegates  to  the  Maine  Medical  Association  in  1952 : 
Bernard  H.  Gagnon,  M.  D.,  and  P.  L.  B.  Ebbett,  M.  D.,  both 
of  Houlton.  Alternates  are:  Clyde  I.  Swett,  M.  D.,  of  Island 
Falls,  and  Clement  L.  Donahue,  M.  D.,  of  Caribou. 


Hancock 

A meeting  of  the  Hancock  County  Medical  Society  was 
held  at  the  Hancock  House,  Ellsworth,  Maine,  on  November 
14,  1951. 

Carl  W.  Irwin,  M.  D.,  of  Bangor,  gave  a formal  talk  on 
The  Diagnosis  and  Treatment  of  Back  Injuries,  which  was 
followed  by  a very  interesting  general  discussion  of  various 
questions  related  to  back  and  head  injuries.  This  discussion 
gave  the  members  of  the  society  an  opportunity  to  clarify 
many  questions  related  to  these  types  of  injuries. 

Joseph  H.  Hanson,  M.  D., 
Secretary. 


Penobscot 

The  annual  meeting  of  the  Penobscot  County  Medical 
Association  was  held  at  the  Bangor  House,  Bangor,  Maine, 
on  Tuesday,  November  20,  1951. 

Harry  D.  McNeil,  M.  D.,  retiring  President,  presided. 

The  following  officers  were  elected  for  the  coming  year : 

President,  Wesley  C.  McNamara,  M.  D.,  Lincoln. 

Vice  President,  Harry  Butler,  M.  D.,  Bangor. 

Secretary-Treasurer,  Herbert  C.  Scribner,  M.  D.,  Bangor. 

Board  of  Censors  (for  three  years)  : Lloyd  Brown,  M.  D., 
Bangor. 

Delegates  to  the  Maine  Medical  Association  (for  three 
years)  : Clarence  Emery,  M.  D.,  Bangor,  and  Lyman  O. 
Warren,  M.  D.,  Brewer. 

Duncan  Reid,  M.  D.,  Chief  of  Obstetrics,  Boston  Lying-in 
Hospital,  Boston,  spoke  on  Some  Controversial  Subjects  in 
Obstetric  Practice. 

There  were  fifty  members  present. 

Herbert  C.  Scribner,  M.  D., 
Secretary. 

’ 


Kennebec 

The  regular  meeting  of  the  Kennebec  County  Medical 
Association,  held  at  the  Elmwood  Hotel,  Waterville,  Maine, 
on  October  18,  1951,  began  at  7.00  P.  M.  with  dinner  served 
to  thirty ; there  were  several  late  arrivals. 

President  Edwin  W.  Harlow  opened  the  business  session. 
The  record  of  the  last  meeting  was  approved. 

Roscoe  L.  Mitchell,  M.  D.,  Chairman  of  the  Committee 
on  Resolutions  on  the  death  of  Frederick  R.  Carter,  M.  D., 
read  the  following: 

Continued  on  page  376 
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plified  Dosage  in  Amebiasis 


Diodoquin  Tablets  of 

_ ■' 


10  CRAINS 


With  the  introduction  of  a new  10-grain  (650  mg.)  tablet  of 
Diodoquin,  the  number  of  tablets  necessary  for  treatment 
of  amebiasis  can  be  reduced  from  ten  a day  to  three  a day. 


Thus  the  twenty-day  recommended  dosage  schedule  is  ac- 
complished with  a total  of  60  instead  ,of  200  tablets.  The 
cost  to  the  patient  is  reduced  accordingly. 


A potent  oral  amebacide — 


DIODOQUIN® 

(diiodohy  dr oxy  quinoline) 


— is  a well-tolerated,  relatively  nontoxic  compound  con- 
taining 63.9  per  cent  of  iodine. 

Now  available  in  tablets  of: 

3.2  grains  (210  mg.),  bottles  of  100  and  1,000 
10  grains  (650  mg.),  bottles  of  60  and  500 

Be  sure  to  prescribe  the  10  gr.  (650  mg.)  size  for  full  adult  dosage. 

SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


376 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


County  Society  Notes — Continued  from  page  37 U 


Announcement  of  the  death  of  Frederick  R.  Carter, 
M.  D.,  on  August  19,  1951,  though  not  entirely  unexpected, 
came  as  a shock  to  his  many  friends  and  long-time  associ- 
ates in  the  Kennebec  County  Medical  Association. 

Dr.  Carter,  a native  of  Troy,  Maine,  began  his  medical 
career  after  graduation  from  the  University  of  Vermont 
College  of  Medicine  in  1915,  and  a short  internship  in  a 
New  York  Hospital.  Always  interested  in  the  mentally 
ill,  he  came  to  the  Augusta  State  Hospital  late  the  same 
year.  In  1918,  he  was  chosen  Assistant  Superintendent  of 
that  institution  and  held  that  position  until  his  retirement 
in  1942. 

The  esteem  and  confidence  in  which  Dr.  Carter  was  held 
by  his  fellow  members  is  evidenced  by  his  election;  one 
time  as  President  and  later  as  Secretary-Treasurer  of  this 
Association  for  seventeen  consecutive  years. 

For  his  devotion  to  duty  and  ability  in  his  chosen  field 
he  was  recognized  throughout  this  State  and  nationally  as 
well.  He  will  long  be  remembered  as  the  efficient  Secretary- 
Treasurer  of  the  Maine  Medical  Association  from  1937, 
and  Editor  and  Business  Manager  of  the  Maine  Medical 
Journal  from  1941  to  his  resignation  in  1951.  He  was 
President  of  the  Maine  Psychiatric  Association  and  actively 
associated  with  national  groups  in  that  specialty. 

He  was  naturally  reserved  and  modest,  nevertheless, 
active  in  many  community  and  fraternal  organizations. 

WHEREAS  in  the  passing  of  Dr.  Carter,  the  members 
of  the  Association  will  no  longer  have  the  privilege  of 
meeting  him  at  our  gatherings  to  profit  by  his  helpful 
counsel,  or  enjoy  his  friendly  greetings;  and  be  it 

RESOLVED,  That  in  his  passing  we  have  lost  not  only 
an  outstanding  member  of  the  profession  and  of  this  Asso- 
ciation, but  a high  minded  gentleman  who  was  a distinct 
asset  to  the  communities  in  which  he  lived. 

Your  committee  recommends  that  this  resolution  be 
spread  on  the  records  of  the  Association ; copies  be  sent  to 
members  of  the  bereaved  family  and  a copy  to  the  Maine 
Medical  Association. 

Respectfully  submitted, 

R.  L.  Mitchell, 

R.  L.  McKay, 

H.  E.  Small. 

It  was  voted  that  the  above  be  accepted  and  the  Committee’s 
instructions  carried  out. 

President  Harlow  appointed  Dr.  Napoleon  Bisson,  Chair- 
man, and  Drs.  F.  T.  Hill  and  L.  Armand  Guite  as  the  com- 
mittee on  Resolutions  on  the  death  of  William  L.  Gousse, 
M.  D.,  and  Dr.  E.  H.  Jackson,  Chairman,  and  Drs.  Roland 

L.  McKay  and  William  J.  O’Connor  on  the  death  of  George 
A.  Coombs,  M.  D. 

Five  applications  for  membership  were  received  and  re- 
ferred to  the  Council. 

President  Harlow  then  introduced  Dr.  John  O.  Piper,  who 
acted  as  Moderator  of  a very  interesting  Round  Table  Dis- 
cussion on  Diabetes,  with  the  following  participants:  John  F. 
Reynolds,  M.  D.,  Surgery;  Valentine  J.  Moore,  M.  D.,  Anaes- 
thesia; George  J.  Robertson,  M.  D.,  and  Frederick  B.  Champ- 
lin,  M.  D.,  Internists;  Kenneth  W.  Sewall,  M.  D.,  Obstetrics; 
Irving  I.  Goodof,  M.  D.,  Laboratory;  Edmund  N.  Ervin, 

M.  D.,  Pediatrics;  and  Richard  H.  Dennis,  M.  D.,  Ophthal- 
mology. 

A series  of  thirty  odd  questions  formed  the  nucleus  of  the 
discussion,  covering  all  phases ; definition,  heredity,  treatment 
in  children  and  in  adults ; the  pathology,  materials  available 
for  treatment ; arteriosclerosis  and  diabetes ; effect  of  diabetes 
on  pregnancy ; anaesthesia  in  diabetes ; complications  of  sur- 
gery and  other  phases  of  the  problem.  It  was  a very  informa- 
tive and  .well  done  discussion  for  which  the  Association  is 
indebted  to  this  group. 

A.  H.  Morrell,  M.  D., 

Secretary. 


Washington 

A regular  meeting  of  the  Washington  County  Medical 
Society  was  held  on  November  29,  1951,  at  the  Congregational 
Vestry,  East  Machias,  Maine,  with  twenty-seven  members 
and  guests  present.  After  an  excellent  dinner  served  by  the 
Ladies’  Union  Society,  Dr.  Herbert  S.  Everett  of  St.  Stephen, 
N.  B.,  President  of  the  Washington  County  Society,  intro- 
duced Dr.  C.  Harold  Jameson  of  Camden,  President  of  the 
Maine  Medical  Association.  Dr.  Jameson  talked  on  various 
problems  confronting  the  Maine  Medical  Association  espe- 
cially as  to  the  advisability  of  a grievance  committee  and  of 
a code  of  ethics. 

Dr.  Everett  then  introduced  Dr.  Donald  F.  MacDonald  of 
Bangor,  attending  obstetrician  of  the  Eastern  Maine  General 
Hospital.  Dr.  MacDonald  spoke  on  various  topics  in  obstet- 
rics, especially  on  the  use  of  Fibrinogen  in  cases  when 
blood  will  not  clot.  At  present  the  Fibrinogen  is  very  expen- 
sive. He  also  spoke  on  the  use  of  I.V.  pitocin  in  solution  to 
induce  labor.  He  also  covered  other  aspects  of  obstetrics 
which  were  of  great  interest  to  the  members  and  brought 
forth  considerable  discussion. 

Dr.  Everett  then  introduced  Dr.  Benjamin  F.  Shapero  of 
Bangor,  a member  of  the  Pediatric  staff  of  the  Eastern  Maine 
General  Hospital.  Dr.  Shapero  spoke  on  care  of  the  pre- 
mature infant.  He  covered  the  present  status  of  immunization 
and  the  present  therapy  of  the  communicable  diseases.  He 
stated  that  in  certain  diseases  it  was  necessary  to  use  a com- 
bination of  two  and  sometimes  three  antibiotics  because  of 
the  different  bacteria  represented. 

Dr.  Everett  introduced  Dr.  Joseph  B.  Kiel  of  Columbia 
Falls,  Maine,  a new  member  of  the  society.  Present  as  guests 
were  members  of  the  Ladies’  Auxiliary  of  the  Washington 
County  Medical  Society,  and  Dr.  Paul  A.  Millington  of 
Camden. 

The  following  officers  were  elected  for  the  coming  year : 

President,  DaCosta  F.  Bennett,  M.  D.,  Lubec. 

Vice  President,  E.  B.  Johnston,  M.  D.,  St.  Stephen,  N.  B. 

Secretary-Treasurer,  Karl  V.  Larson,  M.  D.,  East  Machias, 
Maine. 

Board  of  Censors  (for  three  years)  : H.  John  Young, 
M.  D.,  Jonesport,  Maine. 

Delegate  to  Maine  Medical  Association  : Oscar  F.  Larson, 
M.  D.,  Machias.  Alternates : Robert  G.  MacBride,  M.  D., 
Lubec;  James  C.  Bates,  M.  D.,  Eastport. 

It  was  voted  to  hold  the  next  meeting  in  St.  Stephen,  N.  B., 
in  January. 

Karl  V.  Larson,  M.  D., 
Secretary. 


New  Members 

Cumberland 

Harry  A.  Bliss,  M.  D.,  58  Deering  St.,  Portland,  Maine. 
Edivard  W.  Colby,  M.  D.,  389  Congress  St.,  Portland, 
Maine. 

Joseph  B.  Earnhardt,  M.  D.,  55  Stroudwater  St.,  West- 
brook, Maine. 

Charles  P.  Lape,  M.  D.,  49  Deering  St.,  Portland,  Maine. 
Gerald  C.  Leary,  M.  D.,  144  State  St.,  Portland,  Maine. 
Burton  L.  Olmsted,  M.  D.,  73  Deering  St.,  Portland,  Maine. 
Sidney  J.  Peck,  M.  D.,  43  Deering  St.,  Portland,  Maine. 

Washington 

Joseph  B.  Kiel,  M.  D.,  Columbia  Falls,  Maine. 
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NEWS  AND  NOTES 

Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
(Including  Services  for  Crippled  Children) 

Clinic  Schedule — 1951 


Orthopedic  Clinics 

Portland  — Maine  General  Hospital,  9.0Q-11.00  a.  m. : Jan. 
8,  Feb.  12,  Mar.  12,  April  9,  May  14,  June  11,  July  9,  Aug. 

13,  Sept.  10,  Oct.  8,  Nov.  5,  Dec.  10. 

Leiviston  — Central  Maine  General  Hospital,  9.00-11.00 
a.  m. : Jan.  19,  Feb.  16,  Mar.  16,  April  20,  May  18,  June  15, 
July  20,  Aug.  17,  Sept.  21,  Oct.  19,  Nov.  16,  Dec.  21. 

Rumford  — Community  Hospital,  1.30-3.00  p.  m. : Mar. 

14,  June  20,  Sept.  19,  Dec.  19. 

Waterville  — Thayer  Hospital,  1.30-3.00  p.  m. ; Feb.  15, 
April  26,  June  28,  Aug.  23,  Oct.  25,  Dec.  27. 

Machias  — Normal  School,  1.30-3.00  p.  m. : Feb.  14,  Apr. 
11,  June  13,  Aug.  8,  Oct.  10,  Dec.  12. 

Cardiac  Clinics 

Portland  — Maine  General  Hospital,  9.00-12.00  a.  m. : 
Will  be  held  every  Friday  with  the  exception  of  holidays. 


Bangor  — Eastern  Maine  General  Hospital,  9.00-11.00  a. 
m. : Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July 
27,  Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Hard-of-Hearing  Clinics 

IVatervillc  — Thayer  Hospital,  1.30-3.30  p.  m. : Feb.  21, 
June  6,  Sept.  5,  Dec.  5. 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital,  1.30  p.  m. : 
Jan.  26,  Feb.  23,  Mar.  30,  Apr.  27,  May  25,  June  22,  July  27, 
Aug.  24,  Sept.  28,  Oct.  26,  Nov.  30,  Dec.  28. 

Waterville  — Thayer  Hospital,  1.30  p.  m. : Jan.  2,  Feb.  6, 
Mar.  6,  April  3,  May  1,  June  5,  July  3,  Aug.  7,  Sept.  4,  Oct. 
2,  Nov.  6,  Dec.  4. 

By  appointment  only. 


Mental  Health  Clinic  Schedule 


The  Division  of  Mental  Health  offers  psychiatric  clinic 
service  to  children  and  adults  in  the  following  cities : 

Portland  — Health  and  Welfare  Department,  178  Middle 
Street.  Every  Tuesday. 

Lewiston  — Out-Patient  Department,  Central  Maine  Gen- 
eral Hospital.  Every  Monday. 

Augusta  — Bureau  of  Health,  Division  of  Mental  Health. 
By  Appointment. 

Waterville  — Out-Patient  Department,  Thayer  Hospital. 
2nd  Thursday,  4th  Wednesday. 

Bangor  — Out-Patient  Department,  Eastern  Maine  Gen- 
eral Hospital.  1st  Wednesday  afternoon. 

Valentine  School,  Union  Street.  1st  Thursday. 


A traveling  clinic  visits  the  following  towns  and  cities  at 
irregular  intervals : Brunswick,  Caribou,  Farmington,  Fort 
Kent,  Houlton,  Lincoln,  Machias,  Old  Town,  Presque  Isle, 
Rockland,  Rumford  and  South  Paris.  All  clinics  are  staffed 
by  a psychiatrist  and  psychologist. 

Referrals  may  be  made  by  private  physicians,  parents,  fami- 
lies, social  agencies,  school  superintendents,  Department  of 
Education,  all  divisions  within  the  Department  of  Health  and 
Welfare.  Application  blanks  may  be  obtained  from  the  main 
office  of  the  Division  of  Mental  Health  — State  House, 
Augusta. 

Patients  are  seen  by  appointment  only.  Each  child  must  be 
accompanied  by  a parent  or  guardian.  Applications  should  be 
sent  to  the  Director,  Division  of  Mental  Health,  Department 
of  Health  and  Welfare,  State  House,  Augusta,  where  all 
appointments  are  made. 
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Tumor  Clinics 


Sisters  Hospital,  Waterville,  Maine,  1st  and  3rd  Thurs- 
days, 10.00-11.00  A.  M.,  Armand  L.  Guite,  M.  D.,  Director. 

Augusta  General  Hospital,  Augusta,  Maine,  1st  Monday, 

9.00  A.  M.,  Leon  D.  Herring,  M.  D.,  Director. 

Bath  Memorial  Hospital,  Bath,  Maine,  2nd  Tuesday,  3.00- 

5.00  P.  M.,  Francis  A.  Winchenbach,  M.  D.,  Director. 

Maine  General  Hospital,  Portland,  Maine,  Thursdays,  10.00 
A.  M.,  Joseph  E.  Porter,  M.  D.,  Director. 

Presque  Isle  General  Hospital,  Presque  Isle,  Maine,  Thurs- 
days, 10.00-12.00  A.  M.,  Storer  W.  Boone,  M.  D.,  Director. 

Madigan  Memorial  Hospital,  Houlton,  Maine,  2nd  and  4th 


Wednesdays,  10.00-12.00  A.  M.,  Joseph  A.  Donovan,  M.  D., 
Director. 

Central  Maine  General  Hospital,  Lewiston,  Maine,  Tues- 
days, 10.00  A.  M.,  Waldo  A.  Clapp,  M.  D.,  Director. 

St.  Mary’s  General  Hospital,  Lewiston,  Maine,  Wednes- 
days, 3.30  P.  M.,  Romeo  A.  Beliveau,  M.  D.,  Director. 

Eastern  Maine  General  Hospital,  Bangor,  Maine.  Thurs- 
days, 10.30  A.  M.,  Magnus  F.  Ridlon,  M.  D.,  Director. 

Thayer  Hospital,  Waterville,  Maine,  Tuesdays,  10.00-11.00 
A.  M.,  Irving  I.  Goodof,  M.  D.,  Director. 


Venereal  Disease  Clinics 


The  Department  of  Health  and  Welfare,  Bureau  of 
Health,  maintains  facilities  for  the  diagnosis  and  treatment 
of  venereal  diseases  in  the  following  locations : 

Augusta,  Bangor,  Bath,  Belfast,  Biddeford, 
Lewiston.  Portland,  Rockland,  Rumford, 

Sanford,  Waterville,  Wilton  and  Winthrop. 


Any  physician  wishing  to  refer  an  indigent  person  for  diag- 
nosis or  treatment  may  obtain  the  name  of  the  nearest  clinic 
physician  by  contacting  the  Department  of  Health  and  Wel- 
fare, Bureau  of  Health,  State  House,  Augusta,  Maine.  If  no 
clinic  facilities  are  available,  physicians  will  be  authorized  to 
treat  indigent  patients  in  their  offices.  Authorization  should 
be  requested  before  treatment  is  started. 


HOSPITAL  STAFF  MEETINGS 

Open  to  the  Profession 


CITY 

HOSPITAL 

DATE 

Augusta 

Augusta  General  Hospital 

1st  Wednesday 

Bangor 

Eastern  Maine  General 

2nd  Tuesday 

Bath 

Bath  Memorial  Hospital 

1st  Tuesday 

Belfast 

Waldo  County 

2nd  Friday 

Biddeford 

Webber  Hospital 
Notre  Dame  Hospital 

2nd  Thursday 
2nd  Monday 

Boothbay  Harbor 

St.  Andrew's  Hospital 

4th  Tuesday 

Caribou 

Cary  Memorial 

1st  Wednesday 

Damariscotta 

Miles  Memorial 

2nd  Thursday 

Farmington 

Franklin  County  Memorial 

2nd  Monday 

Greenville 

Charles  Dean  Hospital 

2nd  Wednesday 

Hartland 

Scott  Webb  Memorial  Hospital 

1st  Wednesday 

Lewiston 

Central  Maine  General 
St.  Mary's  General 

2nd  Thursday 
2nd  Monday 

Portland 

Maine  Eye  and  Ear  Infirmary 

Maine  General 

Mercy 

1st  Tuesday 
2nd  Friday 
3rd  Thursday 

Presque  Isle 

Presque  Isle  General 

1st  and  3rd  Tuesdays 

Rockland 

Knox  County  General 

1st  Monday 

Rumford 

Rumford  Community 

4th  Wednesday 

Sanford 

Goodall  Memorial 

2nd  Monday 

Waterville 

Sisters 

Thayer 

2nd  Tuesday 
Every  Thursday 

The  above  list  was  compiled  from  a questionnaire  sent  out  by  the  Maine  Hospital  Association. 
Additions  or  corrections  will  be  made  on  notification  to  the  Secretary,  Maine  Hospital  Association, 
Thayer  Hospital,  Waterville. 
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